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PROGRAMS  BEING  DEVELOPED  FOR 
THE  1983  ANNUAL  SESSION  INCLUDE  . 


NEBRASKA  ACADEMY  OF  FAMILY  PHYSICIANS 

This  will  be  an  intensive  3 1/2  hour 

seminar  on  current  concepts  of  managing  the 
cardiac  patient  with  emphasis  on  techniques 
for  the  family  physician.  This  will  be  a 
practical  level  course  without  reference  to 
super  specialized  procedures  not  available 
in  most  Nebraska  hospitals. 

LINCOLN  HEART  ASSOCIATION 

A seminar  sponsored  by  the  American  Heart 
Association,  "Update  on  Evaluation  and 
Management  of  Vascular  Diseases,"  will  pre- 
sent the  latest  information  on  office  diag- 
nosis of  peripheral  vascular  disease,  angina 
and  small  strokes.  The  featured  speaker 
will  discuss  the  advantages  and  disadvan- 
tages of  calcium  agents  and  beta  blockers. 

MISSOURI  VALLEY  DERMATOLOGIC  SOCIETY 

This  program  will  be  entitled  "Dermatology 
for  the  Non-Dermatologist."  This  3 hour 
program  will  cover  common  dermatosis,  cancer 
of  the  skin,  as  well  as  recent  developments 
in  dermatology. 

NEBRASKA  THORACIC  SOCIETY 

This  program  will  include  a discussion 
on  respiratory  failure  divided  into  venti- 
latory failure  and  hypoxemic  respiratory 
failure.  Another  topic  to  be  included  will 
be  the  complications  of  key  respiratory 
failures  including  those  of  mechanical 
venti lation. 

NEBRASKA  ACADEMY  OF  OPHTHALMOLOGY 

This  program  will  include  a lecture  by 
Professor  Louis  A.  Wilson  of  the  Department 
of  Ophthalmology  of  Emory  University  in 
Atlanta,  Georgia  discussing  external  dis- 
eases of  the  eye. 

NEBRASKA  AFFILIATE  - 
AMERICAN  HEART  ASSOCIATION 

The  objective  of  this  session  is  to  train 
the  participant  in  the  skills  of  Basic 
Cardiac  L ife  Support. 


NEBRASKA  PSYCHIATRIC  SOCIETY 

The  subjects  of  this  program  will  include 
"The  Evaluation  and  Treatment  of  Alcohol 
Abuse,"  "Alcoholism  Counseling  and 
Education,"  and  "Alcohol  Abuse  and  the 
Impaired  Physici an. " 

NEBRASKA  ACADEMY  OF  PEDIATRICS 

The  title  of  this  program  will  be 
"Medical  Therapy  of  the  Toddler  and  Ado- 
lescent." It  will  be  directed  toward 
therapy  in  that  age  group  with  topics  of 
oncology,  infectious  disease,  allergy  and 
adolescent  support  being  covered  by 
various  speakers. 

NEBRASKA  ALLERGY  SOCIETY 

This  program  will  be  titled  "All  that 
Wheezes  is  not  Asthma."  The  course  will 
cover  other  causes  of  wheezing  and  their 
relationship  to  bronchial  asthma.  New 
procedures  in  diagnosis  and  treatment  of 
gastroesophogeal  reflux  will  be  discussed. 

NEBRASKA  RADIOLOGICAL  SOCIETY 

The  objective  of  this  course  is  to  pro- 
vide current  information  to  the  practicing 
physician  about  the  best  way  to  plan  the 
imaging  of  common  medical  problems. 

NEBRASKA  SOCIETY  OF  INTERNAL  MEDICINE 

The  NSIM  program  will  present  a panel 
discussing  marketing  and  competition  in 
health  care,  and  an  address  by  an  ASIM 
representative.  The  hospital  corporate 
structure  and  how  it  affects  the  practi- 
cing internist  will  also  be  presented. 
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WashingtoNotes 

The  Administration  is  considering  a specific 
treatment  grouping  scheme  as  the  basis  for  the 
prospective  reimbursement  plan  for  Medicare. 

The  plan  to  reimburse  hospitals  by  rates  set 
in  advance  drew  immediate  criticism  from  the 
American  Hospital  Association  (AHA)  as 
“exactly  the  wrong  way  to  go.”  Congress  would 
have  to  approve  the  plan. 

The  “diagnostic  related  groups”  idea  would 
set  advance  rates  that  hospitals  would  receive 
for  467  diseases  or  conditions.  Treatment  of  a 
Medicare  patient  with  ulcers,  for  example, 
would  net  a hospital  a pre-determined  sum, 
adjusted  for  different  types  of  hospitals  and 
regional  variations. 

Congress  this  year  ordered  the  Administra- 
tion to  recommend  a detailed  prospective 
reimbursement  plan  designed  to  encourage 
hospitals  to  economize. 

Health  and  Human  Services  (HHS)  Secre- 

(Continued  on  page  16A) 
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With  the  Air  Force,  we  want  you  to  do  one  thing:  practice  medicine. 

We  would  like  to  provide  you  with  more  information  about  Air  Force 
medicine 
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Bactrim  clears  sputum  of 
susceptible  bacteria 

In  sputum  cultures  from  patients  with  acute 
exacerbations  of  chronic  bronchitis,  H.  influ- 
enzae and  S.  pneumoniae  are  isolated  more 
often  than  any  other  pathogens.^  ’ One  study 
of  transtracheal  aspirates  from  76  patients 
with  acute  exacerbations  found  that  80%  of 
the  isolates  were  of  these  two  pathogens.’ 
Bactrim  is  effective  in  vitro  against  most 
strains  of  both  S.  pneumoniae  and  H.  influen- 
zae— even  ampicillin-resistant  strains.  And  in 
acute  exacerbations  of  chronic  bronchitis 
involving  these  two  pathogens,  sputum  cul- 
tures taken  seven  days  after  a two-week 
course  of  therapy  showed  that  Bactrim  eradi- 
cated these  bacteria  in  91%  (50  of  55)  of  the 
patients  treated. 


ittacks  H.  influenzae — even 
ampicillin-resistant  strains 


Bactrim  reduces  coughing 
and  sputum  production 

In  three  double-blind  comparisons 
with  ampicillin  q.i.d.,  Bactrim  DS 
proved  equally  effective  on  all  clinical 
parameters.’’  Bactrim  reduced  the 
frequency  and  severity  of  coughing, 
reduced  the  amount  of  sputum  pro- 
duced and  cleared  the  sputum  of 
purulence. 

Bactrim  has  the  added  advantages 
of  b.i.d.  dosage  convenience  and  a 
lower  incidence  of  diarrhea  than  with 
ampicillin,  and  it  is  useful  in  patients 
allergic  to  penicillins. 

Bactrim  also  proved  more  effective 
than  tetracyclines  in  10  clinical  trials 


involving  nearly  7(K)  patients.'"  Overall  clinical 
condition  of  the  patients,  changes  in  sputum 
purulence,  reduction  in  sputum  volume  and 
microbiological  clearance  of  pathogens — all 
improved  more  with  Bactrim  therapy  than 
with  tetracyclines.  G.I.  side  effects  occurred 
in  only  7%  of  patients  treated  with  Bactrim 
compared  with  12%  of  tetracycline-treated 
patients.  (See  Adverse  Reactions  in  summary 
of  product  information  on  next  page.) 
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antibacterial  therapy  Is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  patients  with  docu- 
mented megaloblastic  anemia  due  to  folate  deficiency:  pregnancy  at  term;  nursing  mothers 
because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus;  infants  less 
than  2 months  of  age. 

Warnlngs:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococcal 
tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with  Bactrim 
than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides. 
Experience  with  trimethoprim  is  much  more  limited  but  occasional  interference  with  hema- 
topoiesis has  been  reported  as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's  are 
recommended;  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with  glucose-6- 
phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur.  Dur- 
ing therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful 
microscopic  examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal 
function.  Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin,  reassess  coag- 
ulation time  when  administering  Bactrim  to  these  patients. 

Pregnancy  Teratogenic  Effects;  Pregnancy  Category  C Because  trimethoprim  and  sulfa- 
methoxazole may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only  if  poten- 
tial benefits  justify  the  potential  risk  to  the  fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim,  Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia.  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reactions:  Erythema  multiforme.  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness. pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis.  Gastro- 
intestinal reactions.  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  pseudomembranous  colitis  and  pancreatitis.  CNS  reactions:  Headache,  periph- 
eral neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insom- 
nia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscellaneous  reactions  Drug 
lever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L E.  phenom- 
enon Due  to  certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goi- 
ter production,  diuresis  and  hypoglycemia  ih  patients;  cross-sensitivity  with  these  agents 
may  exist.  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  Infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength).  2 
tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d for  10-14  days.  Use  idenlical  daily  dosage 
for  5 days  for  shigellosis 

Children  Recommended  dosage  lor  children  with  urinary  tract  infections  or  acute  otitis 
media— 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days  Use  idenlical  daily  dosage  lor  5 days  for  shigellosis 
For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one  half  the  usual  regimen  Bactrim  is  not  recommended  If  creatinine  clearance  is  below 
15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage  1 DS  tablet  (double  strength).  2 tablets  (single  strength)  or  4 teasp 

(20  ml)  b I d lor  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  lor  14  days  See  complete  product  information  lor 
suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  000  mg 
sulfamethoxazole,  bottles  of  100,  Tel  E Dose'*  packages  of  100,  Prescription  Paks  of  20  and 
20  Jabtets,  each  containing  80  mg  trimethoprim  and  400  mg  sullamelhoxazole--boltles  of 
100  and  500,  Tel  E Dose*  packages  of  100,  Prescription  Paks  ol  40  Pediatric  Suspension. 
containing  40  mq  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonlul  (5  ml);  cherry 
flavored  -bottles  ol  100  ml  and  16  oz  (1  pint)  Suspension,  containing  40  mg  trimethoprim 
and  200  mg  sulfamethoxazole  per  teaspoonlul  (5  ml),  fruit  licorice  flavored— bottles  ol 
l6oz  (1  pint) 
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improvement  in 
Savings  Bonds  in 
40  years. 


New  Variable 
Interest  Rate. 

Looking  for  an  ideal  invest- 
ment? One  with  a variable 
interest  rate?  But  one 
where  rates  can’t  drop 
below  a certain  level? 

Well,  there  is  one  avail- 
able to  everyone,  even  if 
you  have  only  $25  to  invest. 

It’s  U.  S.  Savings 
Bonds.  Now  changed  from 
a fixed  to  a variable  interest 
rate,  with  no  limit  on  how 
much  you  can  earn. 

A Guaranteed 
Minimum. 

Although  interest 
rates  will  fluctuate,  you’re 
protected  by  a ^aranteed 
minimum.  And  if  you  hold 
your  Bond  to  maturity, 
you’ll  double  your  money. 
You  may  do  even  better. 

Take  another  look  at 
Savings  Bonds.  We  did,  and 
made  them  better. 


ORGANIZATIONS,  STATE 


American  Cancer  Society.  Nebraska  Division.  Inc. 

Don  \V  Mc('lure.  Kxec.  Vice  President 
8502  West  ('enter  Rd..  Omaha  08 1 24 
American  Diabetes  Association  — Nebraska  AfTiliate,  Inc. 

Ron  Van  Ryswyk.  Kxeculive  Director 
7;177  l*acinc  St..  Oak  Park  Plaza.  Ste.  216.  Omaha  68114 
.American  Heart  .Association.  Nebraska  Affiliate 
Mr  -lames  R Johnson.  Kxeculive  Director 
J624  Farnam  St..  Omaha  68131 
.American  Lun^  .Association  of  Nebraska 
Mr  Kdward  Carter.  Kxeculive  Director 
8901  Indian  Hills  Dr..  Ste.  107.  Omaha  68114 
American  Red  ('ross 
P.O.  Box  83267 
1701  “K"  St..  Lincoln  68501 
.Arthritis  Foundation.  Nebraska  Chapter.  Inc. 

Mrs.  Kllen  Wright.  Kxec.  Director 
120  N 69th  St..  Rm.  202.  Omaha  68132 
Blue  ('ross  and  Blue  Shield  of  Nebraska 
Wm  H Heavey.  President 
P.O  Box  3248,  Main  Station.  Omaha  68180 
Creighton  I’niversily  School  of  Medicine 
Dr.  Richard  O’Brien.  Dean 
California  at  24lh  Street.  Omaha  68178 
Cystic  Fibrosis  Foundation.  Nebraska  ('hapter 
('harles  R Bercaw.  Kxec.  Director 
5017  Leavenworth  St..  Omaha  68106 
Dair>'  Council  of  Central  States.  Inc. 

Ste.  13.  Hillcrest  Bldg..  76lh  &:  .Mam.  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebra.ska  Department  of  Education 
6lh  Floor.  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Director 
1047  South  Street.  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 
Mr.  Joe  Wilson.  Executive  Director 
12177  Pacific  Street.  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
6ih  Floor.  Slate  Capitol  Bldg..  Lincoln  68509 
Kenneth  P.  Wall.  Director 
Lincoln  Council  on  .Alcoholism  and  Drugs.  Inc. 

Room  212.  215  Centennial  Mall.  Lincoln  68508 
.March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street.  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D..  Secretar> 

634  The  Doctors  Bldg..  Omaha  68131 
Muscular  Dystrophy  .Association 

1912  No.  90th  Street.  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
8707  West  Center  Hoad,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  .Midlands  Chapter 
3624  Leavenworth.  Omaha  68105 
National  Society  to  Prevent  Blindness.  Nebraska  .Affiliate 
4600  Valley  Road.  Lincoln  68510 
Nebraska  .Academy  of  Child  Psychiatry 
George  J.  Lytton.  M.D.,  President 
Regional  Center.  Ha>lings  68901 
Nebraska  .Academy  of  Neurologists  and  Neurosurgeons 
.Arnold  Greenhouse,  M.D..  Dept,  of  Neurology 
601  North  30lh  Street.  Omaha  68131 
Nebraska  .Academy  of  Ophthalmology 
Howard  .A.  Dinsdale.  M.D..  President 
600  North  Coiner.  Lincoln  68505 
Nebraska  .Academy  of  Otolaryngology 
F.  Stivers.  M.D..  President 
630  North  Coiner.  Lincoln  68505 

Nebraska  .Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke.  President 

Craft  Stale  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 

Nebraska  .Association  of  Nuclear  Physicians.  Inc. 

Jack  R.  Zastera.  M.D.,  President 
8617  Douglas  St..  Omaha  68114 

Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D..  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street.  Omaha  68114 

Nebraska  Chapter  — .American  Academy  of  Family  Physicians 
K.  Kon  Arrasmilh.  M.D..  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen.  Executive  Secretary 
10840  (jid  Mill  Rd..  Ste.  5.  Omaha  68154 
Nebraska  Chapter  — American  Academy  of  Physician  .Assistants 
Bonnie  Shearer.  PA-C.  President 
706  Sherman  Dr.,  Bellevue  68005 
Nebraska  Chapter  — .American  College  of  Pediatrics 
Dale  Ebers,  M.D.,  Chairman 
4701  Normal  Blvd..  Lincoln  68506 
Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E.  Taylor.  M.D..  F.A.C.P.,  Governor 
Box  81009.  Lincoln  68501 


Nebraska  ('hapter  — American  College  of  Surgeons 
John  W,  Smith.  M.D..  President 
8.300  Dodge  St..  #124.  Omaha  68114 
.Nebraska  ('hapter  of  .Myasthenia  (iravis  Foundation 
John  F Aita.  .M.D..  .Medical  .Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  .AsscK'iation 

D.  W.  Edwards.  D.D.S..  Secretary 
1007  Lincoln  Benefit  Ijfe  Bldg..  Lincoln  68508 
Nebraska  Dietetic  .Association 
Alice  Henneman.  President 
3608  Worthington.  Lincoln  68502 
Nebraska  Health  ('are  .Association 
Mr.  Jim  L.  Brown,  President 
3100  "O"  St.,  Suite  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount.  President 
Box  94833.  1335  "L"  St..  Lincoln  68509 
Nebraska  League  for  Nursing 
Ellen  McGovern.  President 

Methodist  Hospital.  8300  Dodge  St..  Omtha  68114 
NEBRASKA  .MASTER  POISON  CO.NTROL  CENTER 
8301  Dodge  St..  Omaha  68114 
(402)  390-5400 

Nebraska  .Medical  Association 

Kenneth  K.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff.  Executive  Secretary 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording.  Executive  Director 
•Suite  26.  10730  F^acific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kellleson,  M.D..  Secretary 

Embassy  Plaza.  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs.  R.N..  Secretaiy -Treasurer 
No.  322,  2446  Nye  Ave..  Fremont  68025 

Nebraska  Pharmacists  Association 

Robert  P.  Marshall.  Pharm.D..  R.P.,  Executive  Director 
600  S.  12lh,  Lincoln  68508 

Nebraska  Psychiatric  Association,  District  Branch  of  the 
.American  Psychiatric  .Association 
T.  Bulent  Tunakan.  M.D.,  President 
8504  Cass  Street.  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr..  M.D..  Director 
602  South  45th  St..  Omaha  68106 
Nebraska  Public  Health  Association 
John  Miner,  R.S..  President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

Roger  K.  Harned,  M.D..  President 
Dept,  of  Radiology.  UNMC.  Omaha  68105 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  .M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  .Anesthesiologists 
Jerry  D.  Edelman,  M.D. 

UNAIC.  42nd  & Dewey  Ave..  Omaha  68105 
Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott,  M.D.,  President 
120  Wedgewood  Dr..  Ste.  A,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper.  RRT,  President 

Southeast  Community  College,  8800  “0"  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D..  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  North  87lh  St..  Omaha  68114 
Nebraska  State  Society  of  American  Association  of 
Medical  .Assistants 
Chris  Graff.  LPN 
5608  S.  38lh  St.,  Lincoln  68516 
Nebraska  Urological  Association 

Charles  F.  Damico,  M.D.,  President 
604  W.  6lh,  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey.  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary 
7363  Pacific  St..  #210-A.  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles.  Executive  Director 
4600  Valley  Road.  Suite  D,  Lincoln  68510 
University  of  Nebraska  Medical  Center 

James  \\  Griesen,  Ph.D..  Interim  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 

January  1983  Nebraska  Medical  Journal  15-A 


WashingtoNotes 

(Continued  from  page  6A) 

tary  Richard  Schweiker  talked  about  present 
Administration  thinking  on  the  subject  at  a 
get-together  with  a few  reporters.  Later,  he 
met  with  officials  of  major  interested  organiza- 
tions, including  James  Sammons,  M.D.,  AMA 
Executive  and  J.  Alexander  McMahon,  AHA 
President. 

The  input  of  the  interested  organizations 
will  be  considered  by  the  Administration 
before  it  makes  its  final  decisions  on  prospec- 
tive reimbursement. 

However,  Schweiker  made  clear  the  diag- 
nosis related  groups  (DRG)  method  of  pay- 
ment is  at  the  center  of  present  HHS 
Department  plans. 

Hospitals  have  accepted  the  concept  of 
prospective  reimbursement  but  there  are  wide 
differences  about  how  the  plan  should  work. 
McMahon  told  reporters  DRGs  are  valuable 
(Continued  on  page  22) 
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THE  NEBRASKA  MEDICAL  JOURNAL 

Intracoronary  Streptokinase  Improves 
Outcome  After  Acute  Myocardial 
Infarction:  Fact  or  Fancy? 


The  boundaries  between  fact  and 
fancy  are  not  always  clearly 
drawn  in  clinical  medicine.  As 
clinicians,  we  frequently  must  rely  on  con- 
jecture when  factual  knowledge  is  lacking. 
Indeed,  the  physician  has  to  live  with  uncer- 
tainty so  frequently  that  he  may  sometimes 
need  reminding  that  conjecture  is  merely  a 
temporary  substitute  for  fact.  Important  issues 
do  need  to  be  tested  critically  and  appropriate- 
ly. The  temptation  to  bypass  such  testing  was 
understood  by  Mark  Twain  (1835-1910): 

“There  is  something  fascinating  about 
science.  One  gets  such  wholesome  returns  of 
conjectures  out  of  such  trifling  investment  of 
fact.” 

Two  clinical  observations  have  stimulated 
considerable  interest  amongst  cardiologists. 
The  first  observation  is  that  fresh  thrombus 
appears  to  be  the  usual  cause  of  sustained 
coronary  occlusion  during  acute  myocardial 
infarction.^  The  second  is  that  this  new 
thrombus  can  usually  be  promptly  dissolved 
by  intracoronary  streptokinase.^  It  is  worth 
pointing  out  that  these  observations  confirm 
conjectures  that  have  been  long  held  by  some 
but  debated  by  others.^-^ 

Stimulated  by  these  observations,  many 
cardiologists  have  speculated  that  intracoron- 
ary streptokinase  might  be  of  benefit  to 
patients  with  evolving  myocardial  infarction. 
While  some  preliminary  results  of  this  treat- 
ment method  are  already  available,  there  is,  so 
far,  no  conclusive  data  to  allow  critical 
comparison  of  this  new  approach  with  the 
established  alternatives.  In  the  past,  the  lack  of 
controlled  data  has  not  inhibited  some  from 
concluding  that  a new  treatment  is  the 
preferred  approach.  However,  such  premature 
conclusions  have  been  frequently  reversed  by 
controlled  studies,  e.g.,  the  use  of  khellin  and 


RONALD  E.  VLIETSTRA,  M.B.,  Ch.B. 

Cardiologist,  Mayo  Clinic 

internal  mammary  ligation  for  angina  pectoris.® 

The  most  effective  comparison  of  two 
treatments  is  provided  by  a clinical  trial.  It 
makes  good  sense  to  use  this  optimum  method 
of  comparison  when  evaluating  major  clinical 
issues.  The  use  of  intracoronary  streptokinase 
treatment  for  acute  myocardial  infarction  does 
represent  a complex  treatment  of  a common 
major  illness.  An  appropriate  study  would 
compare  the  outcome  from  this  proposed  new 
treatment  with  conservative  coronary  care  unit 
treatment  with  respect  to  morbidity,  mortality, 
and  the  impact  on  both  the  health  care  and 
social  systems.  Proper  study  design  would 
include  safeguards  aimed  at  limiting  biases  in 
testing.  Considering  the  recent  benefits  identi- 
fied for  intravenous  streptokinase,  a compari- 
son with  this  treatment  mode®  would  also  be 
appropriate. 

Reflecting  this  need,  the  National  Heart, 
Lung,  and  Blood  Institute  has  recently  issued  a 
“Request  for  Proposals”  from  centers  who 
would  wish  to  participate  in  a multicenter 
clinical  trial.  This  trial  is  designed  to  answer 
the  question  of  whether  intracoronary  strepto- 
kinase improves  the  outcome  of  patients 
sustaining  acute  myocardial  infarction.  Par- 
ticipants will  be  randomly  assigned  to  the  new 
or  the  established  approach,  so  assuring  a 50 
percent  chance  of  getting  the  better  treatment 
— an  assurance  not  really  possible  where 
decisions  are  based  on  conjecture  alone.  In 
addition  to  the  National  Heart,  Lung,  and 
Blood  Institute  study,  other  clinical  trials  have 
been  initiated  in  a number  of  other  North 
American  cities. 
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Thomas  Jefferson  (1743-1826)  has  already 
more  eloquently  stated  the  argument  that  I 
have  presented  when  he  wrote  Dr.  Caspar 
Wistar  (June  21,  1807)  denouncing  the  sub- 
stitution of  “fanciful  theory”  for  knowledge.  “It 
is  in  this  part  of  medicine  that  I wish  to  see  a 
reform,  an  abandonment  of  hypothesis  for 
sober  facts,  the  first  degree  of  value  set  on 
clinical  observation,  and  the  lowest  on  vision- 
ary theories.”  To  insure  optimum  care  of 
myocardial  infarction  patients  in  the  future,  we 
now  need  to  grant  Thomas  Jefferson  his  wish. 

References 

1.  DeWood  MA,  Spores  J,  Notske  R et  al:  Prevalence 
of  total  coronary  occlusion  during  the  early  hours  of 


translmural  myocardial  infarction.  N Engl  J Med  303:897, 
1980. 

2.  Rentrop  KP,  Blanke  H,  Karsch  KR  et  al:  Initial 
experience  with  transluminal  recanalization  of  the  re- 
cently occluded  infarct-related  coronary  artery  in  acute 
myocardial  infarction  — comparison  with  conventionally 
treated  patients.  Clin  Cardiol  2:92,  1979. 

3.  Spain  DM,  Bradess  VA:  Relationship  of  coronary 
thrombosis  to  coronary  atherosclerosis  and  ischemic  heart 
disease  (a  necropsy  study  covering  a period  of  25  years). 
Am  J Med  Sci  240:701,  1960. 

4.  Boucek  RJ,  Murphy  WT:  Segmental  perfusion  of  the 
coronary  arteries  with  fibronolysin  in  man  following  a 
myocardial  infarction.  Am  J Cardiol  6:525,  1960. 

5.  Benson  H,  McCallie  DP:  Angina  pectoris  and  the 
placebo  effect.  N Engl  J Med  300:1424-1429,  1979. 

6.  European  Cooperative  Study  Group  for  strepto- 
kinase treatment  in  acute  myocardial  infarction:  Strepto- 
kinase in  acute  myocardial  infarction.  N Engl  J Med 
301:797,  1979. 


2 


Nebraska  Medical  Journal 


January  1983 


ORIGINAL  ARTICLES 


Intra-coronary  Thrombolysis  in 
Acute  Myocardial  Infarction 


WHILE  risk  factor  identification 
and  modification  may  have  con- 
tributed to  the  recently  ob- 
served 25  percent  reduction  in  annual  cardio- 
vascular mortality,  and  while  coronary  artery 
bypass  graft  surgery  may  have  improved  the 
life  style  and  prognosis  of  patients  with 
symptomatic  arteriosclerotic  heart  disease,  the 
patient  experiencing  an  acute  myocardial 
infarction  generally  can  benefit  from  neither  at 
that  instant.  Researchers  continue  to  investi- 
gate pharmacologic  interventions  designed  to 
limit  infarct  size;  none,  however,  have  yet 
proven  both  effective  and  clinically  applicable.’ 

Thrombus  dissolution  by  a fibrinolysin 
produced  by  the  hemolytic  streptococcus  was 
discovered  in  1933  by  Tibet.-  The  extension  of 
this  discovery  to  the  treatment  of  acute 
coronary  occlusion  is  the  subject  of  this 
presentation. 

Case  Report 

A 45  year  old  white  female  experienced  the 
onset  of  severe  chest  pain  followed  rapidly  by 
circulatory  collapse  at  10:30  a.m.;  she  was 
successfully  stabilized  at  her  home  emergency 
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room  and  transferred  to  Bryan  Memorial 
Hospital,  arriving  at  2:30  p.m.  by  air  ambu- 
lance. The  ECG  on  arrival  demonstrated 
anterolateral  (leads  I & aVL)  ST  depression 
with  slight  inferior  ST  elevation  (Figure  I).  Her 
total  CPK  was  62  microunits  per  ml.  She 
immediately  underwent  coronary  arteriog- 
raphy with  findings  presented  in  Figure  II. 
Given  the  electrocardiographic  and  angio- 
graphic abnormalities,  it  was  elected  to  infuse 
streptokinase  (SK)  directly  into  the  right 
coronary  artery  through  a coaxial  catheter 
system  (#3  French  USCI  infusion  catheter 
within  a Judkins  4 centimeter  #8  French  right 
coronary  catheter).  A 20,000  unit  bolus  of  SK 


Figure  I:  Initial  electrocardiogram  prior  to  Strep- 
tokinase (SK)  administration. 
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Figure  II:  Completely  occluded  right  coronary 
artery  (RCA)  unresponsive  to  intracoronary  nitro- 
glycerin and  prior  to  infusion  of  intracoronary  SK 
(arrow). 


was  administered  to  overwhelm  any  circulating 
streptococcal  antibody,  and  an  infusion  rate  of 
4,000  units  per  minute  for  60  minutes  was 
given.  With  recanalization,  transient  ST-T 
changes  occurred  and  ventricular  irritability 
developed,  requiring  further  administration  of 
Lidocaine  intravenously.  Angiographic  results 
upon  completion  of  the  infusion  are  presented 
in  Figure  III.  While  the  lesion  in  the  right 
coronary  artery  was  deemed  suitable  for 
balloon  angioplasty,  the  patient  was  taken 
directly  for  coronary  artery  bypass  graft 
surgery  to  the  right  and  left  anterior  descend- 
ing coronary  arteries  because  of  the  extent  of 
her  two  vessel  disease,  mode  of  its  presenta- 
tion, and  concern  for  the  possible  conse- 
quences of  reocclusion.  CPK  values  were  495 
microunits  per  ml  (20  percent  MB  fraction) 
immediately  after  recanalization,  with  a peak 
CPK  of  1,021  microunits  per  ml  (24  percent 
MB  fraction)  12  hours  after  infusion,  and  836 
microunits  per  ml  (12  percent  MB  fraction)  24 
hours  later.  The  postoperative  electrocardio- 
gram demonstrated  normalization  of  the  i)re- 
vious  S'F-'F  changes  but  with  an  equivocal 
wave  pattern  of  diaphragmatic  myocardial  infarc- 
tion (F'igure  IV);  small  Q waves  were  j)res- 
ent  ))ieop.  A postoperative  technetium  pyro- 
f)hosphate  scan  revealed  increased  inferoapical 
uptake  suggestive  for  some  myocardial  dam- 
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age.  Her  MUGA  scan  (radioisotope  left  ven- 
tricular wall  motion  study)  prior  to  discharge, 
seven  days  postop,  demonstrated  a normal 
ejection  fraction  of  66%.  Thallium^^^  myo- 
cardial perfusion  study  at  rest  demonstrated 
normal  distribution  of  the  injected  radio- 
nuclide, compatible  with  reperfusion  of  the 
inferior  wall.  She  currently  is  fully  recuperated 
and  asymptomatic. 

Discussion 

While  Roberts,  et  af*  cast  doubt  upon  the 
frequency  with  which  thrombotic  vascular 
occlusion  initiates  myocardial  infarction,  the 
preponderance  of  data,  including  recent  studies 
by  DeWood,  et  al,^  seems  to  incriminate  local 
thrombosis  superimposed  upon  an  acutely 
ruptured  atherosclerotic  plaque  as  the  initial 
event.  Theoretically,  and  as  had  been  born  out 
clinically,  infusion  of  a thrombolytic  substance 
such  as  SK  or  Urokinase  might  reestablish 
some  measure  of  coronary  blood  flow  and 
thereby  prevent  or  at  least  limit  the  extent  of 
myocardial  damage.'’ 

Streptokinase  (Streptase,  Hoechst-Roussel 
Pharmaceutical)  is  a 95  percent  pure  prepara- 
tion of  a powerful  plasminogen  activator 
derived  from  the  hemolytic  streptococcus.  In 
this  j)urified  form,  side  effects  are  mild  and 
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Figure  3B 

Figure  III:  Recanalized  right  coronary  artery  (Fig. 
A)  with  proximal  stenosis  (arrow).  RCA  provides 
collateral  opaciflcation  of  completely  occluded  left 
anterior  descending  (LAD)  coronary  artery  (Fig.  B). 


infrequent;  its  activity  can  be  measured  by  the 
euglobulin  lysis  time.  Infused  directly  into  the 
coronary  artery  and  immediately  adjacent  to 
the  site  of  thrombosis,  some  investigators  have 
achieved  recanalization  of  the  vessel  in  75  to 
90  percent  of  cases,  utilizing  total  doses 
approximating  a standard  systemic  loading 
dose  administered  over  60  to  90  minutes  with 
only  a brief  systemic  lytic  effect.®  The  use  of 


intravenous  lytic  therapy,  as  opposed  to 
intracoronary  administration,  has  been  evalu- 
ated in  acute  myocardial  infarction  with  results 
suggesting  a lower  overall  mortality  rate  at  six 
months  as  compared  to  control  patients.'  More 
investigation  than  currently  has  been  per- 
formed, however,  needs  to  be  accomplished  to 
justify  this  technique  in  lieu  of  intraarterial 
infusion. 
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Figure  IV:  Postoperative  electrocardiogram  re- 
corded five  hours  after  successful  recanalization. 


Patients  are  heparinized  subsequently  for 
four  to  seven  days;  during  this  time  oral 
anticoagulation  is  initiated,  to  be  continued  for 
three  months.  An  approximate  20  percent 
early  reocclusion  rate  presently  is  evolving  at 
centers  with  the  greatest  experience.  Reper- 
fusion dysrhythmias  have  been  feared  on  a 
theoretical  basis  and  have  appeared  occasion- 
ally after  reestablishment  of  blood  flow. 
However,  these  have  not  proven  to  be  un- 
manageable. Bleeding  complications  after- 
ward, if  any,  are  related  most  frequently  to  the 
subsequent  heparin  therapy. 

The  prognosis  in  patients  after  acute  myo- 
cardial infarction  is  dependent  upon  the  extent 
of  myocardial  damage  and  the  extent  of 
residual  coronary  artery  disease.  Myocardial 
salvage  by  successful  SK  infusion  has  been 
documented  by  serial  Thallium*'^^^^  myocardial 
perfusion  scans  and  by  contrast  or  radio- 
nuclide ventriculography.'^  Four  to  six  hours  of 
occlusive  ischemia  aj)pears  to  be  a common 
cutoff  point,  beyond  which  the  effects  of 
re|)erfusion  are  unpredictable  and  perhaps 
even  detrimental.  The  rate  of  development  of 
irreversible  change  is  variable,  however,  and 
some  investigators  will  accept  a six  to  eight 
hour  limit  if  S'F  elevation  and  ischemic  pain 
persist.  The  earlier  rei)erfusion  is  initiated,  the 
more  salutf)iy  the  result.  Kven  with  successful 
lytic  therapy,  the  serum  CI’K-MB  nearly 


always  will  rise,  and  not  uncommonly  to  very 
high  levels.  This  is  a reflection  of  reestablish- 
ment of  myocardial  blood  flow  with  rapid 
washout  of  the  enzyme  over  an  abbreviated 
period  of  time.  Electrocardiographic  changes 
may  evolve  in  a similarly  brisk  fashion;  neither 
of  these  parameters,  therefore,  accurately 
reflect  the  amount  of  myocardium  lost  or 
salvaged. 

Patients  should  be  considered  candidates 
for  thrombolytic  coronary  recanalization  if 
they  manifest  symptoms  compatible  with 
acute  myocardial  infarction  with  corroborating 
ST  segment  shifts  by  electrocardiography.  The 
diagnosis  should  be  made  as  soon  as  possible 
in  order  to  remain  within  the  four  to  six  hour 
limit.  Logistical  factors  such  as  time  for 
transfer  and  time  for  mobilization  of  personnel 
involved  with  the  procedure  need  be  con- 
sidered in  order  to  minimize  delay  and 
maximize  benefits.  Patients  in  whom  anti- 
coagulation is  contraindicated  should  be  ex- 
cluded at  the  outset,  as  would  be  patients  with 
terminal  illnesses.  The  patient  and  his  family 
should  be  cognizant  of  the  potentially  greater 
risk  of  coronary  angiography  in  the  setting  of 
evolving  acute  myocardial  infarction,  although 
neither  this  nor  the  thrombolytic  therapy  itself 
have  been  attended  by  rates  of  serious 
complications  greater  than  the  risk  (0.1  per- 
cent) of  routine  coronary  arteriography. 
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Finally,  the  subsequent  management  of 
these  patients  should  be  based  upon  the 
extent  of  the  coronary-  atherosclerotic  process 
and  their  clinical  condition  after  thrombolysis.^ 
Consideration  of  these  factors  will  permit 
proper  selection  of  medical  therapy,  per- 
cutaneous transluminal  coronary  angioplasty, 
or  coronary  artery  bypass  graft  surgery.  The 
latter  two  alternatives  may  be  performed,  if 
indicated,  immediately  after  successful  re- 
canalization without  incurring  unacceutable 
problems  with  hemostasis. 
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fairness.  Like  other  individuals,  medical  stu- 
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ethical  dilemmas. 
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concerned  with  assessing  medical  students’ 
use  of  higher  level  ethical  reasoning  in 
resolving  ethical  issues.  One  method  for 
assessing  this  is  to  compare  Nebraska  m.edical 
students  w'ith  students  at  other  medical 
schools.  Using  this  approach,  the  purpose  of 
the  present  study  is  to  examine  the  ethical 
reasoning  skills  of  first-year  medical  students 
at  the  University  of  Nebraska  Medical  College 
in  comparison  to  such  groups  as  first-year 
medical  students  at  other  medical  schools  and 
to  residents  in  different  specialties. 
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Methods 

The  Defining  Issues  Test  (DIT)  was  ad- 
ministered to  108  first-year  medical  students 
from  the  University  of  Nebraska  College  of 
Medicine  who  volunteered  to  complete  the 
DIT  at  the  beginning  of  a course  entitled, 
Clinical  Medical  Humanities.  The  DIT  is  a well 
researched  and  reliable  instrument  comprised 
of  six  ethical  dilemmas.^  For  example,  one 
dilemma  contained  in  the  DIT  concerns  a 
hypothetical  case  of  an  individual  suffering 
extreme  pain  from  terminal  cancer  with  an 
expectancy  of  six  months  to  live.  When  lucid, 
the  patient  requests  large  doses  of  morphine  to 
lessen  the  pain  despite  the  fact  that  this  would 
hasten  death.  The  task  of  the  respondent  to 
the  DIT  is  to  select  from  a list  of  basic  ethical 
considerations  those  that  are  believed  most 
important  in  deciding  what  action  to  take.  A 
respondent  receives  a high  principled  thinking 
score  to  the  extent  to  which  selected  consid- 
erations are  based  on  individual  rights  and 
principles  of  justice  and  fairness  in  resolving 
the  dilemma. 

In  keeping  with  the  purpose  of  this  study, 
the  principled  thinking  scores  of  the  Nebraska 
students  were  compared  with  the  principled 
thinking  scores  of  three  groups  from  north- 
eastern medical  schools  previously  reported  by 
Rest.^  These  groups  included  283  first-year 
medical  students  from  two  medical  schools,  68 
internal  medicine  residents,  and  120  pediatric 
residents.  The  scores  of  the  Nebraska  students 
were  also  compared  with  the  scores  of  15 
doctoral  students  in  moral  philosophy  from  the 
University  of  Minnesota.'* 


Results 

Means  and  standard  deviations  of  principled 
thinking  scores  for  the  five  groups  are  pre- 
sented in  Table  1.  It  should  be  noted  that  the 
means  are  arranged  in  increasing  order  from 
left  to  right  with  regard  to  principled  thinking. 
In  testing  for  differences  between  the  means,  it 
was  found  that  significant  group  differences 
existed  (F4  539  = 8.3;  p<.0001).  Included  in 
Table  1 are  the  results  of  all  possible 
comparisons  between  the  groups.  It  can  be 
seen  that  first-year  medical  students  at  Ne- 
braska not  only  do  not  differ  from  first-year 
medical  students  at  northeastern  medical 
schools  but  also  do  not  differ  significantly  from 
residents  in  internal  medicine.  Both  the 
Nebraska  first-year  medical  students  and  the 
northeastern  first-year  medical  students  scored 
significantly  (p<.05)  lower  than  pediatric 
residents.  As  might  be  expected,  doctoral 
students  in  moral  philosophy  scored  signifi- 
cantly (p<.05)  higher  with  regard  to  principled 
thinking  than  all  other  groups. 

Discussion 

The  findings  of  this  study  indicate  that  first- 
year  medical  students  from  the  University  of 
Nebraska  College  of  Medicine  are  very  much 
comparable  in  their  principled  thinking  scores 
to  first-year  medical  students  at  northeastern 
medical  schools  and  are,  in  fact,  not  statistical- 
ly different  from  the  sample  of  internal 
medicine  residents  utilized  in  this  study.  The 
findings  also  suggest  that  residents  tend  to 
have  somewhat  higher  principled  thinking 
scores  than  first-year  medical  students.  This 
may  be  attributable  to  relevant  experiences 


Table  1 

Group  Comparisons  for  Principled  Thinking  Scores 
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occurring  through  the  course  of  the  medical 
education  process.  The  relatively  high  prin- 
cipled thinking  scores  of  doctoral  students  in 
moral  philosophy  would  suggest  that  both 
medical  students  and  residents  approach 
ethical  dilemmas  somewhat  differently  than 
philosophy  students. 

It  is  of  interest  to  note  that  prior  research  by 
the  authors*^  indicated  that  upon  completion  of 
the  Clinical  Medical  Humanities  course,  the 
Nebraska  first-year  medical  students  in  this 
study  had  significantly  increased  their  prin- 
cipled thinking  scores  in  comparison  to  their 
scores  at  the  beginning  of  the  course.  An 
analysis  of  the  scores  of  Nebraska  first-year 
medical  students  at  the  completion  of  the 
course  indicated  that  they  were  significantly 
higher  than  the  principled  thinking  scores  of 
first-year  medical  students  from  the  north- 
eastern medical  schools.  Furthermore,  the 
principled  thinking  scores  of  Nebraska  first- 
year  medical  students  upon  completion  of  the 


course  did  not  differ  significantly  from  either 
the  principled  thinking  scores  of  internal 
medicine  residents  or  the  pediatric  residents, 
but  remained  significantly  lower  than  the 
principled  thinking  scores  of  moral  philosophy 
students.  This  improvement  seemingly  attests 
to  the  usefulness  of  courses  in  the  medical 
humanities. 
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Pre-emptive  Post-partum 
Stress  Reduction 


At  its  most  basic  level,  stress  is  a 
psychological  and  physiological 
^ reaction  associated  with  life 
events  which  represent  or  cause  changes  in  life 
style.  Pregnancy,  childbirth  and  the  post- 
partum period  are  times  of  physiologic  and 
psychological  change.  Stress  has  been  impli- 
cated as  one  of  the  etiologic  factors  affecting 
the  health  and  mental  well-being  of  both  the 
mother-to-be  and  her  child  during  these 
times.* 

Changes  in  health  may  be  in  the  form  of 
development,  recurrence  or  exacerbation  of 
stress  related  illnesses,  such  as  angina,  myo- 
cardial infarctions,  hypertension,  arthritis  or 
other  auto-immune  disease,  enteritis,  peptic 
ulcers  or  decreased  immunity  to  infections. 
The  physical  health  of  the  fetus  has  also  been 
implicated  in  animal  studies  ranging  from 
decreased  fetal  heart  rate  and  arterial  oxy- 
genation in  stressed  mothers,^  to  demascu- 
linization  and  feminization  of  the  sexual 
behavior  of  male  offspring  as  adults.^ 

However,  the  major  changes  in  maternal 
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health  that  are  associated  with  stress  are  more 
likely  to  be  seen  as  signs  and  symptoms  of 
psychological  distress  and  the  development  of 
full  blown  psychiatric  syndromes.  While  psy- 
chotic symptoms  are  relatively  infrequent, 
appearing  at  a rate  of  1 to  2 per  1000 
deliveries, Jarrahi-Zaden  reports  that  20-40% 
of  normal  pregnant  women  have  emotional 
distress  in  the  post-partum  period.”  Other 

*Reprint  requests:  Bruce  D.  Gutnik,  M.D.,  University  of  Nebraska  Medical 
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studies  indicate  an  incidence  of  post-partum 
depression  approaching  65%,  with  25%  having 
symptoms  lasting  longer  than  2 weeks.®  Jacob- 
son found  that  25%  have  symptoms  such  as 
fatigue,  irritability,  and  anxiety,  which  began  in 
the  post-partum  period,  lasting  up  to  a year 
after  child-birth.'  Although  Melges  reports 
that  signs  of  psychological  distress  are  present 
on  the  first  day  after  delivery  in  16%'  of 
women,®  signs  of  post-partum  depression  and 
anxiety  syndromes  usually  appear  on  the  3rd 
to  7th  post-partum  days.^’^"  These  times 
correlate  well  with  the  times  of  discharge  from 
the  hospital. 

The  purpose  of  this  article  is  two-fold.  First, 
the  psychological  mechanisms  of  emotional 
distress  related  to  the  stresses  involved  in 
pregnancy  and  the  post-partum  period  will  be 
explored.  While  these  mechanisms  are  etio- 
logically  related  to  both  the  physical  and 
psychological  consequences  of  stress,  the  main 
focus  will  be  the  emotional  and  psychiatric 
resultants  arising  in  the  post-partum  period. 
Second,  based  on  the  model  of  stress  pre- 
sented here,  a pre-emptive  stress  reduction 
paradigm  will  be  presented.  Stress  counseling, 
and  the  treatment  of  related  depression  or 
anxiety  syndromes,  is  generally  initiated  after 
clear-cut  and  relatively  severe  symptoms  have 
developed.  As  is  the  case  with  all  illnesses, 
prevention  or  attenuation  of  problems  is  more 
effective  and  efficient  for  the  physician,  and  in 
the  patient’s  best  interests.  Pregnancy  and 
child-birth  offer  the  physician  a unique  op- 
portunity to  intervene  before  related  life- 
events  and  changes  can  result  in  emotional  and 
physical  illness. 

Stress  and  Coping 

Stress  is  a resj)onse  of  an  individual  to  life 
events  and  conditions.  This  response  includes 
p.sychological  and  i)hysiological  changes  which 
have  been  etiologically  linked  to  emotional 
distress  and  psychosomatic  illnesses.  The 
stress  response  was  first  described  by  Cannon 
in  1929,  and  was  defined  in  more  detail  as 
Selye’s  Ceneral  Adaptation  Syndrome  in 
1956."  The  events  which  trigger  such  re- 
sponses genei'ally  cause  changes  in  an  indi- 
vidual’s lifestyle,  which  in  turn  require 
adaptation  on  his  or  hei’  i)art.  Although  the 
relative  stressfulness  of  a given  life  event  or 
condition  varies  from  individual  to  individual, 
such  changes  in  |)attern  of  living  have  been 


given  numerical  stress  ratings.'  Using  Holmes 
and  Rahe’s  stress  rating  data,  the  cumulative 
stress  value  of  pregnancy  (40  points),  gain  of  a 
family  member  (39  points),  probable  change  in 
financial  state  (38  points),  revision  of  personal 
habits  (24  points),  and  change  in  sleep 
patterns  (16  points),  represents  a life  change 
value  of  157  points.  This  life  event  stress  index 
is  significant,  and  predicts  that  48%  of  such 
individuals  will  undergo  a major  change  in 
health. 

Life  events  and  conditions  such  as  those 
heralded  by  pregnancy  and  child-birth  appear 
to  be  most  stress  producing  when  they  are 
perceived  as  being  out  of  the  individual’s 
control,'®  '®  when  they  require  an  individual  to 
assume  responsibility  for  others,'®  or  when 
they  result  in  ongoing  conditions  in  which  the 
individual  receives  few  positive  rewards  and 
feels  unable  to  change  the  situation.'"  Child- 
birth and  the  subsequent  responsibility  for  the 
infant’s  well  being  after  discharge  from  the 
hospital  clearly  have  these  characteristics. 
Child-birth  is  an  event  which  dictates  many 
changes  in  lifestyle. 

Change  implies  the  leaving  of  one  condition, 
and  the  entering  of  another;  as  such,  it  is 
accompanied  by  many  ambivalent  feelings. 
Undei’  normal  circumstances,  these  seemingly 
mutually  exclusive  feelings  include  a sense  of 
loss  of  and  longing  for  the  lost  condition,  anger 
directed  at  the  self  and  others  involved  in 
allowing  the  change  to  occur,  warm  feelings  for 
those  aspects  of  the  new  condition  which  are 
desired,  and  fear  that  one  will  not  be  in  full 
control  of  the  condition. 

Child-birth  is  a major  life  event  which 
requires  many  changes  as  the  new  mother 
adjusts  to  her  role  as  guardian  and  caretaker  of 
her  infant.  Adjusting  to  such  life  events 
recpiii’es  that  many  decisions  be  made  and 
implemented.  Making  and  cairying  out  these 
decisions  is  called  “coping”.  Coping  is  made 
difficult  when  the  feelings  normally  generated 
in  response  to  change  become  strong  enough 
to  block  an  individual’s  ability  to  make 
necessary  decisions. 

Normal  Kmotional  Response 

Fven  under  ideal  conditions,  where  a preg- 
nancy is  desired  and  planned,  and  in  which 
there  are  no  medical  complications  for  either 
mother  or  child,  the  emotional  responses  of  the 
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new  mother  will  be  ambivalent  and  to  some 
extent  confusing.  She  will  consciously  or 
unconsciously  harbor  feelings  which  seem  to 
her  to  be  unacceptable  and  out  of  her  control. 
Control  and  predictability  of  one’s  emotions, 
with  an  understanding  of  how  these  feelings 
are  generated,  is  critical  if  one  is  to  reduce  the 
stress  response.  Put  simply,  being  in  control 
reduces  perceived  stress,  allowing  the  new 
mother  to  make  necessary  decisions,  carry  out 
required  activities,  and  feel  good  about  herself. 
The  new  mother’s  emotional  responses  during 
the  post-partum  period  may  fall  into  four 
separate,  seemingly  contradictory  yet  simul- 
taneously experienced  groups: 

First,  the  new  mother  will  have  warm  and 
loving  feelings  for  her  infant.  She  may  be  awe- 
struck at  her  ability  to  create  the  wonder  of 
new  life. 

Second,  the  new  mother  will  have  a sense  of 
loss  and  sadness.  She  has  indeed  experienced 
several  losses  for  which  she  will  grieve.  She  has 
lost  her  freedom  of  mobility,  for  she  can  no 
longer  go  where  she  wishes,  when  she  wants, 
without  making  arrangements  for  the  care  of 
her  new  child.  She  has  lost  the  pre-birth  family 
system,  and  replaced  it  with  new  family 
dynamics  to  which  she  must  adjust.  She  has 
lost  her  ability  to  sleep  through  the  night 
without  interruption.  And  physically,  she  has 
lost  the  “special”  status  and  treatment  she 
enjoyed  when  pregnant. 

Third,  the  new  mother  will  learn  quickly,  or 
re-experience,  the  unpleasant  tasks  necessary 
to  care  for  an  infant.  She  may  feel  angry  and 
resent  her  child  because  of  the  restrictions  the 
care  of  her  baby  places  on  her.  She  may  feel 
angry  at  herself  for  wanting  a child,  and  “not 
knowing”  what  she  was  getting  herself  into. 
She  may  feel  unrewarded,  since  the  neonate 
does  not  thank  her  for  her  dedication  and  self- 
sacrifice,  but  merely  continues  to  demand 
attention.  She  may  then  also  feel  guilt  for 
harboring  such  feelings  about  the  infant  she 
loves,  and  shame  for  not  having  unconditional- 
ly positive  feelings  about  her  child. 

Fourth,  the  new  mother  will  be  unsure  of  her 
abilities  to  be  fully  responsible  for  the  well 
being  of  her  child.  She  may  fear  that  she  will 
inadvertently  injure  or  not  adequately  care  for 
her  baby.  She  may  fear  that  her  wishes  to  be 
free  of  responsibility  will  compromise  her 


child’s  well  being,  and  she  may  view  these 
desires  of  freedom  as  being  selfish  and 
unacceptable. 

From  the  above  predictable  feelings  which 
accompany  the  birth  of  a child,  it  is  clear  that 
the  new  mother,  even  under  ideal  conditions, 
finds  herself  somewhat  confused.  Under  less 
than  ideal  circumstances,  with  increasing  life 
event  stress  values,  ambivalence  and  confusion 
grow.  Her  feeings  fluctuate  between  love, 
anger,  fear,  guilt,  and  shame,  and  she  cannot 
justify,  in  her  own  mind,  many  of  these  affects. 

Some  of  these  feelings  may  be  viewed  by  the 
new  mother  as  being  socially  or  personally 
unacceptable,  or  even  as  signs  of  personal 
mental  illness.'®  She  may  feel  guilt  and  shame 
for  her  feelings,  thus  lowering  her  self-esteem. 
With  such  reactions,  she  is  less  likely  to  seek  or 
receive  the  emotional  support  she  needs 
during  this  stressful  time  of  readjustment. 
Indeed,  her  husband,  to  whom  she  would 
otherwise  turn, 'may  be  experiencing  the  same 
emotions,  for  this  is  a time  of  change  and  stress 
for  him  too.  He  too  may  feel  shame  or  guilt  for 
his  emotional  reactions.  Just  as  he  is  needed  to 
provide  emotional  support  for  his  wife,  he  is  in 
need  of  her  support.  Just  as  she  may  withdraw 
rather  than  share  her  feelings,  he  too  may 
withdraw.  Guilt,  shame,  and  fears  can  then 
grow,  leading  to  increasing  levels  of  anxiety, 
decreased  self-image  and  self-respect,  and 
depression. 

If,  on  the  other  hand,  the  new  mother  knows 
in  advance  that  these  feelings  are  not  only 
predictable  but  also  normal  responses  to  the 
stress  of  pregnancy,  child-birth,  and  the  post- 
partum period,  then  she  is  much  less  likely  to 
feel  guilt  or  shame.  She  is  more  likely  to 
discuss  and  work  through  her  feelings  with  her 
family  and  friends.  By  so  doing,  she  defuses 
the  intensity  of  her  perceived  stress,  thus 
reducing  the  affective  interference  these  feel- 
ing can  create.  She  can  then,  with  less 
ambivalence,  make  necessary  decisions  and 
care  for  her  child  and  herself.  By  so  doing,  she 
improves  her  own  self-image,  and  grows 
through  the  experience. 

The  Physician’s  Role 

Early  pre-emptive  intervention  can  decrease 
the  perceived  stress  and  its  sequelae  which  are 
associated  with  pregnancy,  child-birth,  and  the 
post-partum  period.  Most  new  mothers  will  be 
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able  to  cope  with  the  changes  occurring  in  their 
lives,  so  long  as  the  feelings  generated  in 
response  to  these  changes  and  events  do  not 
interfere  excessively  with  their  decision  mak- 
ing abilities. 

The  physician,  because  of  the  trust  and 
respect  given  him,  is  in  a unique  position  to 
pre-empt  and  thereby  diminish  or  prevent 
much  of  the  above  described  stressful  emo- 
tional response  of  his  patient.  The  advice  and 
counseling  provided  by  the  physician  or  his 
staff  will  carry  more  weight  than  similar 
counseling  from  non-authority  figures  such  as 
friends  or  relatives. 

To  be  sure,  the  new  mother  has  many 
challenges  facing  her,  new  responsibilities  to 
accept,  and  changes  to  be  dealt  with.  The 
physician’s  role  in  this  dialogue  is  not  to  solve 
the  patient’s  problems  or  assume  her  respon- 
sibilities. Rather,  the  physician  helps  the 
patient  identify  probable  emotions  she  will 
feel,  and  acknowledge  her  feelings  as  being 
normal  and  acceptable. 

The  logistics  of  providing  the  new  mother 
with  this  pre-emptive  stress  counseling  can  be 
tailored  to  the  physician’s  office  practices.  The 
physician  himself  may  provide  a brief,  sympa- 
thetic, yet  frank  and  knowledgeable  discussion 
of  the  normal  feelings  to  be  expected  with  the 
changes  a new  baby  will  bring  to  the  patient’s 
life.  Discussion  for  several  minutes  of  the  four 
sets  of  feelings  to  be  expected  (love,  loss  and 
sadness,  anger  and  resentment,  and  fear)  will 
help  reduce  her  feelings  of  shame  or  guilt  when 
she  experiences  these  affects.  With  lessened 
guilt  and  shame,  and  with  the  knowledge  that 
these  feelings  are  part  of  the  course  of 
adjusting  to  the  changes  brought  by  her 
pregnancy  and  new  child,  the  mother  can  more 
easily  discuss  her  feelings  with  friends  and 
relatives.  She  can  then  accept  her  feelings  as 
being  normal  responses,  and  accept  emotional 
support  from  others  without  guilt  or  shame. 
She  would  maintain  a sense  of  control,  and  this 
in  turn  would  allow  her  to  better  care  for 
herself  and  child,  and  make  the  experience  one 
of  personal  growth  rather  than  resentment. 

This  same  counseling  paradigm  can  be 
provided  by  the  physician’s  staff,  if  the  patient 
clearly  understands  that  her  physician  “or- 
dered it’’.  Conversely,  in  order  to  make  the 
wisest  use  of  valuable  time,  a single  one  hour 


discussion  period,  including  time  for  ques- 
tions, could  be  provided  monthly  for  all 
patient’s  due  to  deliver  in  the  following  month. 
After  an  initial  presentation  by  the  physician, 
this  model  allows  for  peer  confirmation  and 
mutual  support. 

As  is  always  the  case,  preventive  measures 
cannot  eliminate  all  serious  emotional  re- 
actions. Should  depressive  or  aggressive  symp- 
toms reach  the  level  of  danger  to  self  or  others, 
professional  care  should  be  initiated  imme- 
diately. 

Summary 

Pregnancy  and  child-birth  are  stressful  life 
events  which  frequently  lead  to  post-partum 
emotional  distress.  The  family  physician  is  in 
the  unique  position  of  providing  care  to  and 
being  trusted  by  the  expectant  mother  as  she 
lives  through  this  time  of  change  and  stress. 
Through  this  relationship,  the  physician  can 
pre-empt,  and  thereby  prevent  or  attenuate  his 
patient’s  stress  reaction  by  providing  her  with 
a sympathetic  yet  frank  and  knowledgeable 
discussion  of  the  normal  feelings  associated 
with  the  post-partum  period,  before  she  is 
discharged  to  home  with  her  infant.  By 
understanding  her  ambivalent  and  confusing 
feelings,  the  new  mother  has  a sense  of  control, 
which  allows  her  to  cope  with  necessary 
changes  and  to  grow  emotionally  through  the 
experience. 
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Smooth  Muscle  Tumors  of  the  Stomach: 
Report  of  Two  Unusual  Cases 


SMOOTH  muscle  tumors  are  the 
most  frequent  nonepithelial 
neoplasia  of  the  stomach.'-^ 
Although  a very  common  incidental  finding  at 
autopsy,  they  are  rarely  either  large  or 
symptomatic.  The  histological  diagnosis  may 
prove  to  be  difficult,  especially  on  frozen 
section.  We  present  two  cases  of  gastric 
smooth  muscle  tumors  with  unusual  clinical 
and  pathological  features. 

Case  1 

An  87-year-old  white  male  was  admitted  to 
the  Methodist  Hospital  complaining  of  passing 
both  bright  red  and  dark  blood  per  rectum.  He 
had  a syncopal  episode  earlier  in  the  day,  but 
was  otherwise  well  immediately  prior  to  this 
event.  On  questioning,  the  patient  related 
several  similar  episodes  over  the  past  several 
months.  He  had  a long  history  of  ethanol  abuse 
but  none  during  the  past  year.  There  was  no 
history  of  ulcerogenic  medications.  Other  than 
mild  hypertension  and  mild  organic  brain 
syndrome,  the  patient  was  in  good  health. 

Physical  examination  revealed  a somewhat 
confused,  pale,  elderly  male  in  a moderate 
amount  of  distress.  He  was  afebrile,  pulse  of 
90/min.,  and  blood  pressure  110/70  mmHg. 
The  heart  rate  was  regular  with  an  occasional 
premature  beat.  The  abdomen  was  flat,  non- 
tender without  rigidity  or  guarding.  Hyper- 
kinetic bowl  sounds  were  present  throughout. 
There  was  questionable  splenomegaly. 

Admitting  laboratory  work  showed  WBC  8.7 
X 10^/mm^  with  slight  left  shift.  The  Hb  was 
11.0  gm/dl.  The  platelets  were  normal.  Urin- 
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alysis  was  negative.  The  BUN  was  55  mg/dl, 
and  creatinine  1.2  mg/dl.  The  chest  x-ray 
showed  moderate  hyperinflation  of  the  lungs 
without  other  abnormalities. 

After  stabilization  by  volume  replacement, 
an  esophagogastroduodenoscopy  was  under- 
taken. A large  intraluminal  mass  was  en- 
countered and  biopsy  specimens  taken  which 
were  interpreted  as  “foci  of  intestinal  meta- 
plasia” but  no  tumor  was  histologically  iden- 
tified. 
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On  the  second  day,  the  patient’s  condition 
required  more  blood  replacement,  plus  place- 
ment of  a temporary  transvenous  pacemaker 
to  remedy  episodes  of  brachycardia  and 
transient  hypotention.  The  patient’s  cardio- 
vascular status  improved.  An  operation  was 
performed  on  the  fourth  hospital  day.  A large 
intraluminal  gastric  mass  with  a small  satellite 
mass  was  found.  Subtotal  gastric  resection  was 
accomplished  with  a Billroth  I reconstruction. 
The  post-operative  course  was  relatively  un- 
eventful. 

The  specimen  consisted  of  a large  segment 
of  stomach  containing  two  well-circumscribed 
masses  entirely  covered  by  mucosa  (Fig.  1). 


The  larger  mass,  which  measured  11  x 5 x 7 
cm,  was  covered  with  a granular,  hemorrhagic 
mucosa  with  foci  of  ulceration.  The  smaller 
mass  appeared  like  a satellite  distal  to  the 
larger  mass  and  measured  2x2  cm.  Focal 
areas  of  hemorrhage  were  present  in  the 
overlying  mucosa  but  no  ulceration  was  seen. 
On  cut  section,  the  mass  was  rubbery,  firm, 
and  focally  calcified.  One  area  of  cystic 
degeneration  was  noted  (Fig.  2).  The  final 
diagnosis  was  benign  gastic  leiomyomata  (Fig. 
3,4).2 

Case  2: 

63-year-old  white  male  was  admitted  to  the 


Figure  1:  Portion  of  stomach  showing  a large 
polypoid  intraluminal  mass  (ruler  divisions  = 1 cm) 


Figure  2:  Cut  section  showing  the  submucosal 
nbrotic  mass  with  focus  of  cystic  degeneration 
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F'igure  3:  Gastric  mucosa  overlying  a narrow  layer 
of  muscularis.  The  leiomyoma  is  present  in  the  lower 
half  of  the  photograph  (100  x). 


Figure  4:  Tumor  consisting  of  uniform  spindle 
cells  with  little  pleomorphism 


Mary  Lanning  Memorial  Hospital  in  Hastings, 
Nebraska  following  passage  of  black  tarry 
stools  associated  with  epigastric  distress  and 
abdominal  cramping,  all  beginning  on  the  day 
of  admission.  He  had  been  in  good  health  and 
denied  previous  similar  episodes.  Past  medical 
history  included  a cholecystectomy,  partial 
colectomy  for  diverticulosis,  bilateral  hernia 
repair,  and  Esidrix®  therapy  for  hypertension. 

Physical  examination  revealed  a healthy, 
white  male  in  no  acute  distress.  The  abdomen 
was  soft  with  no  masses  or  organomegaly 


determined.  The  right  upper  quadrant  was 
slightly  tender  but  no  guarding  or  rebound  was 
present.  Admission  laboratory  work  included  a 
hemoglobin  of  12.6  gm/dl,  WBC  12.2  x 
lOVmm'^  with  82  segmented  neutrophils,  17 
lymphocytes,  1 eosinophil,  and  normal  plate- 
lets. Several  stools  were  strongly  positive  for 
occult  blood.  The  chemistry  profile  had  several 
normal  liver  function  studies.  The  BUN  was  49 
mg/dl  and  the  creatinine  1.3  mg/dl.  An  upper 
GI  series  showed  a small  hiatus  hernia,  plus  a 
filling  defect  was  noted  along  the  greater 
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curvature  possibly  representing  a rather  large 
4 cm  polyp.  No  mucosal  ulcerations  were  noted 
(Fig.  5). 

A fiber-optic  panendoscope  was  introduced. 
The  esophagus  appeared  normal.  A lesion  was 
noted  to  protrude  from  the  gastric  wall.  It  was 
firm  and  had  a solid  base.  It  was  covered  with 
normal  mucosa  except  for  two  small  foci  of 
ulceration.  The  remainder  of  the  stomach 
appeared  normal.  Biopsies  revealed  only  gastric 
mucosa. 

Three  days  later,  the  patient  had  a surgical 
excision  of  a circular  portion  of  the  posterior 
gastric  wall  with  a half-inch  margin  about  the 
lesion.  Grossly,  it  appeared  to  the  surgeon  to 
be  benign.  The  lesion  consisted  of  a nodule 
having  a base  of  about  2.5  cm.  The  mucosa 
over  the  top  of  the  lesion  appeared  normal. 
The  patient’s  post-operative  course  was  un- 
eventful. He  was  discharged  in  nine  days,  five 
days  following  surgery. 

Pathology:  The  specimen  consisted  of  a 
polypoid  portion  of  gastric  wall.  The  mucosal 
surface  was  smooth  and  glistening  but  showed 
focal  areas  of  dimpling,  suggesting  ulceration. 
On  sectioning,  a 5.5  x 4 x 4 cm  nodular  mass 
was  present  (Fig.  6).  A frozen  section  was 


reported  as  consistent  with  cellular  leiomyoma. 
Microscopic  examination  revealed  an  ill-defined 
cellular  tumor.  The  tumor  infiltrated  through- 
out the  fibromuscular  wall.  The  cells  varied 
from  oval  to  round.  The  nuclei  were  usually 
spindle  shaped.  Many  multinucleated  giant 
cells  were  seen.  Tumor  cells  in  certain  areas 
showed  a prominent  perinuclear  halo.  Large 
collections  of  epithelioid  cells  and  clump 
spindle  cells  were  seen  throughout.  The  lesion 
was  considered  diagnostic  of  an  epithelioid 
leiomyoma  (leiomyoblastoma). 

DISCUSSION 

Smooth  muscle  tumors  are  the  most  com- 
mon “nonepithelial”  neoplasm  of  the  stomach.' 
The  incidence  at  autopsy  has  been  estimated 
as  high  as  47%.'  Pediatric  cases  are  rare.  The 
majority  occur  between  the  fifth  and  seventh 
decade.’^'^  Males  predominate  at  a ratio  of 
2.4:1.  The  tumors  are  most  likely  to  arise 
distally  and  anteriorly.^  They  may  grow  intra- 
luminally,  intramurally,  protrude  into  the 
abdominal  cavity  or,  rarely,  be  pedunculated. 
Sizes  vary  from  small  (0.5  cm)  to  extremely 
large  (35  cm).  They  may  be  benign  (leiomyoma) 
or  highly  aggressive  (leiomyosarcoma).  The 
major  criteria  for  malignancy  are:  (1)  size:  less 


Figure  !>:  Stomach  showing'  a polypoid  intra- 
luminal filliiif'  defect  without  apparent  overlying 
mucosal  ulceration 
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Figure  6:  Multilobular  granular  polypoid  mass 
showing  focal  cystic  degeneration  on  cut  section 


than  6 cm,  usually  benign;  more  than  6 cm. 
usually  malignant;  (2)  increased  number  of 
mitoses;  (3)  nuclear  hyperchromatism;  and 
(4)  pleomorphism.'-'*  The  majority  remain 
small,  benign,  and  asymptomatic.  They  are 
occasionally  large,  as  illustrated  by  Case  1. 
Intramural  growth  is  characteristic  but  intra- 
luminal growth  and  projection  through  the 
serosa  has  been  reported. 

Leiomyosarcomas  comprise  25%  of  all  gas- 
tric sarcomas,  but  account  for  only  1%  of  all 
gastric  malignancies.  The  growth  is  usually 
intraluminal  with  associated  mucosal  ulcera- 
tion. Expansion  through  the  gastric  serosa  can 
occur  leading  to  intra-abdominal  hemorrhage. 
They  tend  to  metastasize  late  by  the  hema- 
togenous route.  With  early  detection  and 
complete  resection,  five-year  survivals  are 
reported  as  high  as  67%. ® Leiomyoblastomas 
were  first  described  as  a separate  entity  in 
1960.^-^  They  are  considered  benign  but  some 
have  a malignant  potential.  Approximately 
12%  have  metastasized.-  Most  metastases 
occur  within  two  year  of  diagnosis.^  Eighty 
percent  are  located  in  the  stomach.  Less  than 
10%  are  multiple."  They  are  most  likely  to 
occur  in  the  antrum  and  anteriorly.  Their 
growth  is  characteristically  intraluminal.  They 
are  only  rarely  pedunculated,  as  in  Case  2. 

Clinically,  these  smooth  muscle  tumors  are 


difficult  to  differentiate  one  from  the  other. 
Their  initial  presentation  is  usually  the  same. 
The  most  common  presenting  symptom  is 
gastrointestinal  hemorrhage,  as  with  our  pa- 
tients.Other  relatively  frequent  symp- 
toms are  vague  abdominal  discomfort  or  pain, 
anorexia,  weight  loss,  nausea,  vomiting,  and 
rarely  obstruction.  Forty  percent  may  present 
as  a palpable  abdominal  mass  but,  significantly, 
one-third  may  have  no  symptoms  at  all. 
Approximately  80%  of  patients  will  have  a 
filling  defect  or  traction  defect  and  displace- 
ment of  adjacent  organs  demonstrated  on 
upper  GI  series. Peristalsis  usually  remains 
normal.  Sites  of  ulceration  may  be  identified. 
But,  even  large  masses  may  go  undetected. 
Gastroscopy  has  not  proven  as  useful  an  aid  as 
with  other  gastric  lesions.  When  masses  are 
visualized,  they  are  usually  covered  with 
mucosa.  Rugal  folds  are  flattened  and  varying 
degrees  of  inflammation  are  noted.  Superficial 
biopsies  taken  usually  indicate  mucosal  in- 
flammation and  atypia.  The  underlying  lesion 
is  often  missed,  as  with  our  cases.  However, 
biopsies  taken  at  the  site  of  ulceration  may  be 
helpful  in  the  diagnosis  of  sarcoma.^  The  real 
usefulness  of  gastroscopy  is  in  followup.*^ 

At  laparotomy,  the  location  and  gross 
appearance  of  these  tumors  is  strikingly 
similar.  They  are  covered  by  mucosa  varying 
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from  normal  to  hemorrhagic  and  ulcerating. 
They  are  white-grey  to  pink-tan  on  cut  surface 
and  may  have  areas  of  necrosis  and  cystic 
degeneration  as  in  Case  1.  Calcification  is  rare 
but  if  found  may  be  a good  prognostic  sign. 
Frozen  section  at  the  time  of  operation  should 
confirm  the  presence  of  a smooth  muscle 
tpmor.  However,  malignant  smooth  muscle 
tumors  may  appear  histologically  benign  be- 
cause the  number  of  mitoses  appear  too  small 
to  separate  from  benign  leiomyomata. 

The  leiomyoma  has  an  encapsulated,  com- 
paratively orderly  cellular  pattern  with  few  to 
no  mitoses.  By  contrast,  the  leiomyosarcoma  is 
unencapsulated  and  microscopically  invasive, 
pleomorphic,  and  has  markedly  anaplastic 
cells  with  many  mitoses.  This  distinction  may 
not  be  clearcut  in  some  cases.  There  are 
reports  of  tumors  that  presented  as  a histo- 
logically benign  leiomyoma  with  death  occur- 
ring within  months  secondary  to  metastasis. 

The  leiomyoblastoma,  in  contrast  to  the 
above,  is  surrounded  by  a pseudocapsule. 
Microscopic  invasion  into  the  surrounding 
normal  tissue  is  usually  present.  The  cells  are 
large  and  round  with  clear  cytoplasm.  Multi- 
nucleated  giant  cells  are  frequently  found. 
(Both  of  our  cases  were  histologically  typical.) 

The  appropriate  therapy  for  each  of  these  is 
surgical  excision. Radiotherapy  and  chemo- 
therapy have  not  proved  to  be  of  value.®'’ 
Complete  local  removal  of  the  lesions,  even 
with  leiomyosarcomas,  usually  gives  a good 
five  year  survival  rate.  Extensive  resection 
with  lymphatic  dissection  seems  to  offer  little 
to  improve  the  prognosis,  since  metastases  are 
hematogenous.'’'^  Simple  enucleation  should 
be  avoided  because  of  the  risk  of  leaving  tumor 
behind. 

SUMMARY: 

The  two  cases  presented  are  clinically 
typical  of  gastric  smooth  muscle  tumors.  Both 
presented  as  acute  gastrointestinal  bleeding 
requiring  stabilization  prior  to  surgery.  Gas- 
troscopy failed  to  aid  in  the  diagnosis.  In  the 
first  case,  the  presence  of  a large  intraluminal 
mass  occurred  with  what  appeared  to  be  a 
satellite  lesion,  both  of  which  proved  to  be 
benign.  In  the  second  case,  a pedunculated 
lesion  of  smaller  size  proved  to  have  a much 
more  guarded  prognosis.  In  most  cases. 


regardless  of  the  initial  clinical  impression  or 
the  histologic  diagnosis,  the  definitive  treat- 
ment is  local  excision. 
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EDITOR’S  NOTE 

In  the  evaluation  of  this  manuscript,  one  of 
the  reviewers  was  a gastroenterologist,  who 
said  the  following,  which  I think  adds  addi- 
tional perspective  to  this  report;  “The  title 
says  this  is  a report  of  two  unusual  cases,  but  I 
must  admit  I am  not  quite  sure  in  my  own  mind 
what  is  so  unusual  about  them.  I think  they 
represent  leiomyomas,  which  in  my  own 
experience  have  not  been  that  unusual.  And 
secondly,  they  usually  present  with  bleeding  as 
these  patients  did.  As  far  as  saying  that 
gastroscopy  is  not  useful  except  in  followup,  I 
am  not  quite  sure  what  that  means,  since  the 
tumors  are  usually  removed  surgically  and  I 
have  personally  never  heard  of  a recurrence  of 
one  of  these  lesions.  On  the  other  hand,  the 
diagnosis  is  frequently  made  by  gastroscopy 
when  x-rays  are  negative,  particularly  in 
smaller  tumors.  Therefore,  the  procedure  of 
gastroscopy  is  quite  helpful  in  spite  of  their 
comments.  I concur  that  gastroscopy  is  not 
useful  in  differentiating  the  types  of  tumors 
nor  degree  of  malignancy,  but  it  is  helpful  and 
useful  in  finding  tumors  not  seen  by  x-ray  in 
people  who  have  GI  hemorrhage.” 
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This  is  the  month  we  have  just  considered  or 
are  about  to  consider  our  1983  dues  to 
organized  medicine,  i.e.,  the  Nebraska  Medical 
Association,  the  American  Medical  Associa- 
tion, etc.  Without  question,  this  is  a significant 
cash  investment,  and  you,  as  investors,  have 
ever>’  right  to  expect  positive  returns  in  the 
way  of  worthwhile,  meaningful  actions  by  the 
organizations  you  join.  I pledge  your  Nebraska 
Medical  Association  officers.  Board  of  Di- 
rectors, the  numerous  volunteer  physicians 
working  for  the  organization,  and  the  executive 
staff  will  strive  for  that  end. 

I urge  you  to  consider  continued  or  renewed 
membership  in  the  American  Medical  Associa- 
tion. If  we  are  to  have  any  voice  in  Congress  it 
has  to  be  through  that  organization,  plus  our 
individual  contacts  with  our  elected  Senators 
and  Representatives.  And,  this  function  is  only 
one  of  many  of  the  AMA  activities.  Abundant 
available  material  describes  the  diverse  func- 
tions of  the  organization.  At  the  risk  of  being 
repetitious,  I would  remind  you  that  of  every 
dollar  the  AMA  spends,  47<r  represents  dues; 
the  other  53C  is  derived  from  income,  i.e., 
advertising,  investments,  real  estate,  etc.  A 
two-for-one  expenditure  in  our  behalf  should 
not  be  ignored. 

I commend  to  your  reading  the  address  of 
William  Y.  Rial,  M.D.,  President  of  the  AMA, 
delivered  at  the  December,  1982,  Interim 
Meeting  of  the  AMA  at  Miami  Beach.  (Sum- 
marized in  the  American  Medical  News, 
December  17,  1982;  complete  copies  of  which 
may  be  obtained  through  our  NMA  office  in 
Lincoln.) 

Quoting  Doctor  Rial  in  part,  “My  thought 
today  has  been  uttered  at  least  a hundred 
times  before.  But  let  me  say  for  the  hundred 
and  first  time  that  increased  professional  unity 
not  only  among  members  of  our  federation,  but 
among  all  physicians  in  all  specialties,  is  now 
more  important  than  ever  before.  It’s  impor- 
tant to  our  profession,  and  it’s  important  to  the 
patients  we  serve. 

“The  importance  of  increased  unity  was 
clearly  set  forth  last  year  in  an  environmental 


analysis  by  the  AMA’s  Council  on  Long  Range 
Planning  and  Development.  The  Council  iden- 
tified professional  unity  as  one  of  three  major 
issues  that  will  help  shape  the  medical 
environment  in  the  1980’s  and  beyond.  Spe- 
cifically, the  Council  pointed  to  the  need  for 
greater  unity  among  all  branches  of  our 
federation,  as  well  as  increased  federation 
support  by  the  AMA  and  greater  representation 
at  the  national  level.” 

Continuing  from  Doctor  Rial’s  remarks, 
“John  Winthrop,  who  became  the  first  governor 
of  Massachusetts,  faced  a similar  frontier  full 
of  both  problems  and  promise  when  he  arrived 
in  the  New  World.  In  assessing  the  situation, 
and  the  crucial  needs  of  his  constituents, 
Governor  Winthrop  said;  ‘There  is  only  one 
way  to  provide  for  our  posterity.  We  must  knit 
together  as  one  individual,  we  must  delight  in 
each  other,  make  each  other’s  conditions  our 
owm,  rejoice  together,  mourn  together,  labor 
and  suffer  together.’  I commend  these  senti- 
ments to  our  Association  for  the  future  of  our 
profession  and  its  members  and  for  the  future 
well-being  of  our  patients.” 

Certainly  it  is  my  hope  that  in  Nebraska  we 
wall  truly  be  united. 

Allan  C.  Landers,  M.D.,  President 

Nebraska  Medical  Association 


January  1983  Nebraska  Medical  Journal 


19 


The 

Auxiliary 


How  to  Keep  Your  Mornings  From  Becoming  a Mess 


Wouldn’t  we  all  like  to  find  a way  to 
accomplish  such  a feat! 

Members  of  the  A.M.A.  Auxiliary,  leaders  in 
their  county  and  state  organizations,  met 
together  in  Chicago  in  early  October  at  a 
Leadership  Conference.  Workshops  on  “Time 
Management,”  “Parliamentary  Procedure,” 
“Public  Relations,”  and  “Legislation  How- 
To’s”  were  a few  of  the  many  seminars 
available. 

Because  I am  and  want  to  continue  to  be  an 
active  person  in  my  county  and  state  organiza- 
tions, and  because  I am  active  in  my  com- 
munity as  the  spouse  of  a health  professional,  I 
rushed  to  the  “Time  Management”  seminar 
and  was  extremely  excited  after  David 
Schmidt,  President  of  Management  Develop- 
ment Associates  from  Overland  Park,  Kansas, 
presented  his  ideas. 

Eva  Schindler  Rainman,  organizational  and 
community  consultant  from  California,  gave  an 
inspiring  seminar  on  “Public  Relations  and  the 
Image  of  a Physician’s  Spouse.”  She  also  gave 
a workshop  for  membership  chairmen  and  had 
many  excellent  tips  for  organization  and  well- 
run  meetings. 

There  were  seminars  on  “Drug  Abuse  and 
Smoking  Among  Children  and  Adolescents,” 
subjects  which  are  frightening  to  us  as  parents; 
and  a psychiatrist,  LeRoy  P.  Levitt,  M.D., 
Vice-President  for  Medical  Affairs,  gave  a talk 
on  “Mid-Life  Problems  in  the  Medical  Family” 
and  “The  Impaired  Physician.”  Publications 
on  all  of  the  above-mentioned  seminars  and 
many  more  are  available  from  the  American 
Medical  Association  Auxiliary,  Inc.,  535  North 
Dearborn  Street,  Chicago,  IL  60610. 

Our  State  President,  Wanda  Shopp  of 
Imperial,  needs  the  help  of  all  of  us  to  make 
our  State  Auxiliary  a team.  The  A.M.A. 
Auxiliary  needs  you  for  many  reasons,  but 
following  are  six  very  important  ones: 


1.  YOU  will  have  a voice  in  one  of  the  most 
constructively  involved  health  organiza- 
tions in  your  community. 

2.  YOU  will  have  access  to  information  to 
support  the  practice  of  medicine  by 
impacting  legislation  affecting  health  care 
and  medical  practice. 

3.  YOU  will  receive  personal  benefits  through 
free  leadership  training  and  educational 
seminars. 

4.  YOU  will  receive  FACETS,  written  for 
and  about  physicians’  spouses;  publica- 
tions to  keep  you  up-to-date  on  the  issues; 
and  community  program  aids  through  the 
Project  Bank,  Package  Programs,  and 
expert  resource  personnel. 

5.  YOU  will  have  the  opportunity  to  be 
involved  in  your  community,  with  your 
neighbors,  extending  the  work  of  phy- 
sicians into  the  community  where  it’s 
needed  to  help  keep  people  healthy. 

6.  YOU  will  be  part  of  a force  of  80,000 
people  whose  unified  efforts  and  voice  on 
legislative  issues  do  make  a difference. 

Your  County  Auxiliary  needs  you  to  serve  as 
a catalyst  for  community  health  activities  as 
well  as  a liaison  to  community  organizations 
such  as  hospital  auxiliaries,  cancer  societies 
and  other  volunteer  health  organizations  to 
increase  cooperative  efforts  and  decrease 
duplication  of  services.  You  are  also  needed  to 
serve  as  a support  system  for  physicians  and 
their  families  through  service  and  fellowship. 


Helen  J.  Krause 

Dodge  County  Medical  Auxiliary 
State  Membership  Chairman 
1745  North  Nye  Avenue 
PYemont,  NE  68025 
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Coming  Meetings 


SCIENTIFIC/SKI  MEETING  — The  North- 
western Medical  Association  convenes  for 
its  36th  Annual  Meeting  at  Sun  Valley,  ID, 
from  Feb.  7-11,  1983.  Transplants-implants, 
general  medical  subjects,  ski-injury  pre- 
vention, high-altitude  physiology  and  finan- 
cial planning  will  be  discussed  by  experts. 
Approved  for  10  CME  Category  I credits. 
Registration  3-5  p.m.  on  February  7,  Chall- 
enger Inn,  Sun  Valley.  Non-members  regis- 
tration $100.  For  information,  write  to 
Norman  Christensen,  M.D.,  2456  Buhne 
St.,  Eureka,  CA  95501  or  phone  (707)443- 
2248. 

CANCER  UPDATE  — 1983,  February  17-19, 
Creighton  University  School  of  Medicine, 
The  course  will  stress  the  application  of  the 
latest  developments  in  management  of  Head 
and  Neck,  Breast,  GI,  GU,  Hematologic  and 
GYN  cancer.  Guest  faculty  is  comprised  of 
nationally  recognized  surgical  and  radiation 
oncologists  including  Dr.  John  Bedwinek, 
Washington  University  School  of  Medicine; 
Dr.  Ralph  Benson,  Jr.,  Mayo  Medical 
School;  Dr.  George  Bosl,  Memorial  Sloan- 
Kettering  Cancer  Center;  Dr.  Michael  Cord- 
er.  University  of  Iowa  College  of  Medicine; 
Dr.  Dwight  Hanna,  Pittsburgh;  Dr.  Francis 
Major,  University  of  Colorado  Medical 
Center.  The  program  is  addressed  specifical- 
lly  to  surgeons  and  primary  care  physicians 
who  must  make  the  decision  on  the  mode  of 
care  for  their  cancer  patients. 

GOOD  SAMARITAN  HOSPITAL’S  UPDATE 
ON  MEDICINE  — Friday,  February  25, 
1983,  7:00  p.m.  - 10:00  p.m.  and  Saturday, 
February  26,  1983,  8:00  a.m.  - 8:00  p.m.  at 
the  Holiday  Inn,  Kearney,  Nebraska.  The 
program  will  include  a variety  of  presenta- 
tions on  newer  developments  in  medicine. 
There  will  also  be  activities  for  spouses 
and  children.  For  more  information  contact 
Mary  Daake,  Director,  Education  Services. 
(308)  236-4633. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 

OF  MEDICINE,  WINTER  AND  SPRING 

CONTINUING  MEDICAL  EDUCATION 
COURSE  LISTING 

To  register  or  for  further  information  please 
contact  the  Center  for  Continuing  Education, 
UNMC,  42nd  and  Dewey,  Omaha,  Nebraska 


68105.  (402)  559-4152.  Attention:  Marge 
Adey  or  Roxanne  Pankinon. 

KEYSTONE  SKI  CONFERENCE  “Diagnostic 
Dilemmas,  The  Approach  and  the  Answers” 
February  13-18,  1983,  Keystone  Lodge, 
Keystone,  Colorado.  Registration  Fee 
$250.00,  20  hours,  AAFP  and  AMA  Ap- 
proved. 

INFECTIOUS  DISEASES  OF  INFANTS 
AND  CHILDREN  — March  4,  1983,  Red 
Lion  Inn,  Omaha,  Nebraska.  Registration 
Fee  $250.00.  Guest  speaker  Dr.  Paul  Wehrle, 
President  Elect,  American  Academy  of 
Pediatrics.  6 hours  submitted  for  AMA  and 
AAFP  credit.  Registration  Fee  $75.00. 

32nd  ANNUAL  OB-GYN  COURSE  (co- 
sponsored by  Creighton  School  of  Medicine) 
March  10  and  11,  1983,  Holiday  Inn,  72nd 
and  1-80,  Omaha,  Nebraska.  12  hours  to  be 
approved  by  AMA  & AAFP.  Registration 
Fee  $120.00. 

SURGICAL  MANAGEMENT  OF  CVA’A 
(Circuit  Course,  Hastings,  Nebraska)  March 
16,  1983,  Holiday  Inn,  Hastings,  Nebraska. 
3 hours  of  AMA  & AAFP  credit.  Registration 
Fee  $30.00. 

FAMILY  PRACTICE  REVIEW  (program  is 
offered  two  times)  March  21  - April  1,  1983 
and  May  9-20,  1983  — Center  for  Continu- 
ing Education,  University  of  Nebraska 
Medical  Center.  Approved  for  100  hours  of 
AMA  and  AAFP.  Registration  Fee  $775.00. 

EMERGENCY  MEDICINE  REVIEW  — 
April  18-23,  1983.  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center.  45  hours  of  ACEP,  AMA  & AAFP 
credit.  Registration  Fee  $475.00. 

HEMATOLOGY  CIRCUIT  COURSE  (Circuit 
Course,  Hastings,  Nebraska)  May  18,  1983. 
Holiday  Inn,  Hastings,  Nebraska.  3 hours  of 
AMA  & AAFP  Credit  to  be  submitted. 
Registration  Fee  $30.00. 

RURAL  EMS  CONFERENCE  (Peter  Kewit 
Conference  Center,  Omaha)  May  18-20, 
1983.  To  be  submitted  for  15  hours  AMA  & 
AAFP  credit  hours.  Registration  Fee  $75.00. 

LAKE  OKOBOJI  ORTHOPEDIC/ ATHLETIC 
INJURIES  CONFERENCE  — July  7,  8,  9, 
1983.  The  New  Inn,  at  Lake  Okoboji,  Iowa. 
Co-sponsored  by  University  of  Iowa,  and 
Mayo  Clinic. 
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In  Memoriam 


Donald  R.  Jackson,  M.D.  — (Born  December 
29,  1920  — died  September  23,  1982) 
Medical  specialty:  Internal  Medicine.  Doctor 
Jackson,  who  practiced  in  Omaha,  NE,  was  a 
1945  graduate  of  the  University  of  Nebraska 
College  of  Medicine.  He  was  a member  of 
the  Nebraska  Medical  Association,  the 
American  Medical  Association  and  was 
president  of  the  Medical  Staff  at  Methodist 
Hospital  in  1968.  He  is  survived  by  his  wife, 
Lillian;  daughters,  Mrs.  John  (Linda) 
McPhail,  Columbus,  NE,  and  Mrs.  Larry 
(Rebecca)  Eledge,  Houston,  TX;  mother, 
Estelle  Jackson,  Bruning,  NE;  sister,  Mrs. 
Ned  Saunders,  Lincoln,  and  two  grand- 
children. 

Charlotte  Seiver,  M.D.  — (Born  September 
25,  1888  — died  October  10,  1982)  Medical 
specialty:  General  Practice.  Doctor  Seiver, 
who  practiced  in  Fremont,  NE,  was  a 1915 
graduate  of  Creighton  University  School  of 
Medicine.  She  was  a member  of  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association. 

Irving  Shapiro,  M.D.  — (Bom  April  21,  1928 
— died  July  28,  1982)  Medical  specialty: 
Family  Practice.  Doctor  Shapiro,  who  prac- 
ticed in  Omaha,  NE,  was  a 1956  graduate  of 
the  University  of  Nebraska  College  of 
Medicine.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association. 

Harley  Anderson,  M.D.  — (Born  1900  — died 
October  24,  1982)  Medical  specialty:  Ob- 


stetrics and  Gynecology.  Doctor  Anderson, 
who  practiced  in  Omaha,  NE,  was  a 1925 
graduate  of  the  University  of  Nebraska 
College  of  Medicine,  a past  president  of 
the  Metropolitan  Omaha  Medical  Society, 
and  member  of  the  Nebraska  Medical 
Association  and  the  American  Medical 
Association.  Survivors  include  his  wife, 
Jean;  sons.  Jack  H.,  Omaha;  Bruce  F.,  San 
Francisco;  Donald  Cloyd,  Omaha;  daughters 
Mrs.  Ronald  (Georgiana  W.)  Collins,  Madrid, 
Spain;  Mrs.  William  (Nancy  Cloyd)  Russell, 
Omaha;  22  grandchildren;  one  great-grand- 
child. 

A.  J.  Schwedhelm,  M.D.  (Born  May  13,  1896 
— died  October  16,  1982)  — Medical 
Specialty:  Surgery.  Doctor  Schwedhelm  was 
a 1923  graduate  of  Creighton  University 
School  of  Medicine.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  Survivors 
include:  his  wife,  Clara;  daughter,  Mrs.  Mary 
Jean  Adelman;  two  sons,  Don  Schwedhelm 
and  Dr.  Jim  Schwedhelm. 

Roderick  Landers,  M.D.  (Born  1929  — died 
November  8,  1982)  — Medical  specialty: 
Pathology.  Doctor  Landers  was  a 1959 
graduate  of  the  University  of  Nebraska 
College  of  Medicine.  He  was  a member  of 
the  Nebraska  Medical  Association  and  the 
American  Medical  Association.  He  is  survived 
by  his  wife,  Sylvia,  and  three  children, 
Roderick,  Stephen  and  Kim  Anna. 


WashingtoNotes 

(Continued  from  page  16 A) 

for  analyzing  use  of  services,  but  under  the 
Schweiker  proposal  “they  are  being  twisted  for 
use  in  a payment  mechanism  and  that  is 
exactly  the  wrong  way  to  go.” 

Another  AHA  spokesman  said  DRGs  are 
unsatisfactorily  in  grouping  patients  with 
complications  and  do  not  take  into  account 
intensity  of  treatment. 

I'he  extent  of  the  Administration’s  com- 
mitment to  DRGs  was  shown  by  recent 
publication  of  regulations  providing  that  feder- 


al support  for  state  reimbursement  experi- 
ments with  Medicare  would  be  limited  to  plans 
involving  DRGs. 

An  AHA  proposal  earlier  this  year  would 
have  based  reimbursement  on  average  costs 
per  discharged  patient.  The  health  insurance 
companies  have  proposed  a cost-containment 
plan  that  would  place  a set  limit  on  Medicare 
reimbursement  increases  for  hospitals. 

Prospective  reimbursement  is  just  one  of  a 
host  of  Medicare-Medicaid  economy  moves 
the  Administration  will  ask  the  next  Congress 
to  approve.  The  issue  is  expected  to  stir 
controversy  and  heated  debate  among  the 
lawmakers. 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Allan  C.  Landers,  M.D.,  Scottsbluff 

Dwaine  J.  Peetz,  M.D.,  Neligh 

Orin  R.  Hayes,  M.D.,  Lincoln 

Kenneth  E.  Neff,  Lincoln 

William  L.  Schellpeper,  Lincoln 


President 

President-Elect 

Secretary-Treasurer 

Executive  Director 

Assistant  Executive  Director 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMrt  Alternate 
Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 
Y.  Roffman,  M.D.,  Omaha. 


BO.\RU  OF  DIRECTORS 

Allan  C.  Landers.  M.D.,  Chm.  Scottsbluff 

Dwaine  J Peetz.  M.D..  Vire-Chm Neligh 

Orin  R.  Hayes.  M.D.,  Secretary Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Frederick  F.  Faustian.  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

Hiram  R.  Walker.  M.D Kearney 

Ex-Officio: 

Alvin  A.  Armstrong.  M.D Scottsbluff 

Harry  W McFadden.  M.D Omaha 

Stanley  M Truhlsen.  M.D Omaha 


COM.MISSION  ON  ASSOCIATION  AFFAIRS 


Joel  T.  Johnson.  M.D.,  Chm Kearney 

John  D.  Coe,  M.D . . . Omaha 

Jon  J.  Hinrichs.  .M.D Lincoln 

Edward  M.  Malashock.  M.D Omaha 

Donald  F.  Prince.  M.D Minden 

Joseph  C.  Scott,  M.D Omaha 

Joseph  E.  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D Nebraska  City 


CO.MMISSION  ON  CLINICAL  MEDICINE 
William  L.  Rumbolz.  M.D..  Chm  ...  Omaha 

John  H.  Bancroft.  M.D Kearney 

Jackson  Bence.  .M.D Grand  Island 

James  S.  Carson.  .M.D McCook 

Patrick  E.  Clare.  .M.D Lincoln 

Robert  G.  Osborne.  M.D Lincoln 

Francis  D.  Donahue.  M.D Omaha 


AD-HOC  CO.MMITTEE  ON  ATHLETIC  -MEDICINE 


Patrick  E.  Clare.  M.D.,  Chm Lincoln 

Stanley  M.  Bach.  M.D Omaha 

Jackson  Bence.  M.D Grand  Island 

S.  1.  Fuenning.  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Charles  W.  Newman.  -M.D Lincoln 

W.  Michael  Walsh.  M.D Omaha 

George  F.  Sullivan.  R.P.T Lincoln 

Wayne  Wagner.  A.T.C Omaha 

AD-HOC  COM.MITTEE  ON  E.MERGENCY  .MEDICAL  SERVICES 

Dean  A.  McGee,  M.D.,  Chm Omaha 

Stephen  W.  Carveth.  .M.D Lincobi 

M.  L.  Chaloupka,  M.D Broken  Bow 

Michael  J.  Ginsburg.  M.D Omaha 

Kenneth  F.  Kimball.  .M.D Kearney 

Richard  B.  Svehla.  M.D Omaha 

George  P.  Post.  M.D Bridgeport 

Charles  S.  Wilson,  M.D Lincoln 

AD-HOC  COMMITTEEE  ON  .MATERNAL  & CHILD  HEALTH 

William  L.  Rumbolz,  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

George  .M.  Adam,  -M.D Hastings 

Charles  A.  Field.  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Bruce  E.  Taylor.  M.D Lincoln 

Larry  Wilson.  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch.  M.D Lincoln 

Robert  S.  Grant.  M.D Lincoln 

Robert  Nelson,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

AD-HOC  CO.M.MITTEE  ON  PSYCHIATRY 

Robert  Osborne,  M.D.,  Chm Lincoln 

Jehangir  B.  Bastani.  M.D Lincoln 

Harry  C.  Henderson,  Jr.,  M.D Omaha 

Jon  J.  Hiru-ichs,  M.D Lincoln 

William  B.  Long,  M.D Omaha 

Bulent  Tunaken,  M.D Omaha 


SCIENTIFIC  SESSIO.NS  COMMITTEE 


Dale  W.  Ebers.  M.D.,  Chm Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

Larry  Roffman.  M.D Omaha 

Robert  M.  Stryker.  M.D Omaha 

Richard  M.  Tempero.  M.D Omaha 

Richard  L.  ToUefson,  M.D Wausa 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Jerald  R.  Schenken,  M.D.,  Chm Omaha 

Christopher  C.  Caudill,  M.D Lincoln 

Monroe  D.  Dowling.  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Robert  Sidner,  NI.D Kearney 

Todd  Sorensen,  M.D ScotUbluff 

Ex-Officio: 

Herbert  E.  Reese.  M.D Lincoln 

COMMISSION  ON  LEGISLATION  A LEGAL  AFFAIRS 

Herbert  E.  Reese.  M.D.,  Chm Lincoln 

.Michael  A.  Breiner,  M.D Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Vernon  F.  Garwood.  -M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

John  T.  McGreer,  HI,  M.D Lincoln 

Richard  H.  Meissner.  M.D Omaha 

Bruce  Miller,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Craig  L.  Urbauer,  M.D Lincoln 

Ex-Officio: 

Jerald  R.  Schenken.  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  D.  Harry.  M.D.,  Chm Lexington 

Robert  L.  Bass,  M.D ' Omaha 

Wairen  G.  Bosley,  -M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

VV.  E.  Lundak,  M.D Lincoln 

John  P.  O'Gara,  -M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

S.  I.  Fuenning.  M.D Lincoln 

John  C.  Goldner.  M.D Omaha 

Barbara  Heywood,  M.D Papillion 

Mark  R.  Jones,  M.D Lexington 

Paul  H.  Phillips,  M.D Scottsbluff 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Chm Omaha 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Donald  E,  Matthews,  M.D Lincoln 

Craig  R.  Nolte,  M.D Lincoln 

Joseph  M.  Rapoport,  M.D Omaha 

F.  Thomas  Waring,  M.D Fremont 

STUDY  COMMITTEE  ON  COST  AWARENESS 

Clarence  A.  McWhorter,  M.D.,  Chm Omaha 

Stanley  L.  Davis.  M.D Omaha 

H.  Jeoffrey  Deaths,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

William  T.  Griffin,  M.D Lincoln 

Robert  L.  Haag,  M.D Lincoln 

Theo.  J.  Lemke,  Jr.,  M.D Columbus 

Robert  E.  Lovgren.  M.D Omaha 

Harold  G.  Smith,  M.D Fremont 

COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

Gordon  Adams,  M.D Norfolk 

Lewiston  W.  Birkman,  M.D Lincoln 

James  Carson,  M.D McCook 

Allen  D.  Dvorak.  M.D Omaha 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Duane  Krause.  M.D Fremont 

Morton  H.  Kulesh,  M.D Omaha 

Roger  D.  Mason,  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Eugene  Sucha.  M.D West  Point 

Craig  L.  Urbauer,  M.D Lincoln 

Thomas  H.  Wallace,  M.D Gordon 
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Physicians'  Classified — 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  TM  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  .Medical  Journal,  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

GROW  WITH  US  IN  THE  SUNBELT  — The 
INA  Healthplan  needs  physicians  in  family  practice 
and  most  specialties  in  Miami,  Tampa,  Dallas, 
Houston,  Phoenix,  Tucson  and  Los  Angeles.  At- 
tractive salaries  and  comprehensive  benefits  in- 
cluding professional  development,  retirement  and 
profit  sharing  programs  are  provided.  If  team 
interaction  and  casual  living  interest  you,  send  a 
brief  CV  to  Medical  Administration,  INA  Health- 
plan,  Inc.,  7616  LBJ  Freeway,  Suite  303,  Dallas, 
Texas  75251. 

WANTED:  FAMILY  PHYSICIAN  to  teach  and 
practice.  University  of  Missouri-Kansas  City  De- 
partment of  Family  Practice.  Residency  Program 
has  18  residents,  has  four  other  full  time  and  four 
part  time  faculty.  Suburban  location.  New  clinic. 
Certification  by  American  or  Canadian  Board 
required.  Salary  competitive  depending  upon  ex- 
perience. Contact  Family  Practice  Department, 
University  of  Missouri-Kansas  City  School  of 
Medicine,  Truman  Medical  Center/East,  Route  17, 
Kansas  City,  MO  64139.  (816)  373-8210.  Atten- 
tion: Thomas  A.  Nicholas,  M.D. 
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• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
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sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
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tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  lluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
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occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
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PROGRAMS  BEING  DEVELOPED  FOR 
THE  1983  ANNUAL  SESSION  INCLUDE  . . . 


NEBRASKA  ACADEMY  OF  FAMILY  PHYSICIANS 

This  will  be  an  intensive  3 1/2  hour 
seminar  on  current  concepts  of  managing  the 
cardiac  patient  with  emphasis  on  techniques 
for  the  family  physician.  This  will  be  a 
practical  level  course  without  reference  to 
super  specialized  procedures  not  available 
in  most  Nebraska  hospitals. 

LINCOLN  HEART  ASSOCIATION 

A seminar  sponsored  by  the  American  Heart 
Association,  "Update  on  Evaluation  and 
Management  of  Vascular  Diseases,"  will  pre- 
sent the  latest  information  on  office  diag- 
nosis of  peripheral  vascular  disease,  angina 
and  small  strokes.  The  featured  speaker 
will  discuss  the  advantages  and  disadvan- 
tages of  calcium  agents  and  beta  blockers. 

MISSOURI  VALLEY  DERMATOLOGIC  SOCIETY 

This  program  will  be  entitled  "Dermatology 
for  the  Non-Dermatologist."  This  3 hour 
program  will  cover  common  dermatosis,  cancer 
of  the  skin,  as  well  as  recent  developments 
in  dermatology. 

NEBRASKA  THORACIC  SOCIETY 

This  program  will  include  a discussion 
on  respiratory  failure  divided  into  venti- 
latory failure  and  hypoxemic  respiratory 
failure.  Another  topic  to  be  included  will 
be  the  complications  of  key  respiratory 
failures  including  those  of  mechanical 
venti 1 ation. 

NEBRASKA  ACADEMY  OF  OPHTHALMOLOGY 

This  program  will  include  a lecture  by 
Professor  Louis  A.  Wilson  of  the  Department 
of  Ophthalmology  of  Emory  University  in 
Atlanta,  Georgia  discussing  external  dis- 
eases of  the  eye. 

NEBRASKA  AFFILIATE  - 
AMERICAN  HEART  ASSOCIATION 

The  objective  of  this  session  is  to  train 
the  participant  in  the  skills  of  Basic 
Cardiac  Life  Support. 

NEBRASKA  ASSOCIATION  OF  PATHOLOGISTS 

This  course  is  designed  to  acquaint  phy- 
sicians with  various  laboratory  services 
available  in  diagnosing  and  treating 
patients. 

NEBRASKA  ASSOCIATION  OF  NUCLEAR  PHYSICIANS 

The  course  will  provide  a review  of  cur- 
ent  aspects  of  the  use  of  nuclear  medicine 
in  evaluating  cardiac  disease.  Specific 
attention  will  be  focused  on  the  evaluation 
and  management  of  ischemic  heart  disease  as 
it  relates  to  nuclear  cardiology. 


NEBRASKA  PSYCHIATRIC  SOCIETY 

The  subjects  of  this  program  will  include 
"The  Evaluation  and  Treatment  of  Alcohol 
Abuse,"  "Alcoholism  Counseling  and 
Education,"  and  "Alcohol  Abuse  and  the 
Impaired  Physici an. " 

NEBRASKA  ACADEMY  OF  PEDIATRICS 

The  title  of  this  program  will  be 
"Medical  Therapy  of  the  Toddler  and  Ado- 
lescent." It  will  be  directed  toward 
therapy  in  that  age  group  with  topics  of 
oncology,  infectious  disease,  allergy  and 
adolescent  support  being  covered  by 
various  speakers. 

NEBRASKA  ALLERGY  SOCIETY 

This  program  will  be  titled  "All  that 
Wheezes  is  not  Asthma."  The  course  will 
cover  other  causes  of  wheezing  and  their 
relationship  to  bronchial  asthma.  New 
procedures  in  diagnosis  and  treatment  of 
gastroesophogeal  reflux  will  be  discussed. 

NEBRASKA  RADIOLOGICAL  SOCIETY 

The  objective  of  this  course  is  to  pro- 
vide current  information  to  the  practicing 
physician  about  the  best  way  to  plan  the 
imaging  of  common  medical  problems. 

NEBRASKA  SOCIETY  OF  INTERNAL  MEDICINE 

The  NSIM  program  will  present  a panel 
discussing  marketing  and  competition  in 
health  care,  and  an  address  by  an  ASIM 
representative.  The  hospital  corporate 
structure  and  how  it  affects  the  practi- 
cing internist  will  also  be  presented. 

NEBRASKA  PERINATAL  ORGANIZATION 

Topics  to  be  presented  include:  follow- 

up studies  of  high-risk  infants  by  Doctor 
M.  B.  Resnick  of  Gainesville,  Florida, 
parenting,  management  of  rupture  of  mem- 
branes, nutrition  for  the  premie,  update  on 
herpes,  ultrasound  of  the  neonate,  steroids 
and  tocolytics,  and  psychosocial 
implications  of  a Cesarean  birth.  Bob 
Devaney  will  speak  at  our  noon  luncheon. 
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WHAT  IF 

Roche  Laboratories  followed  up  the  production  and  free 
distribution  of  24  million  copies  of  the  Medication  Education 
WHAT  IF  Book  to  patients  via  physicians,  pharmacists  and 
other  health  care  professionals  with  a new  series  of  booklets 
on  important  classes  of  medicines.  The  new  booklets  can 
be  used  with  your  patients  to  supplement  your  directions  on 


HOWTO 


• Use  these  classes  of  medicines  appropriately 

• Ensure  maximum  benefits  from  their  proper  use 

• Avoid  risks  that  can  follow  their  misuse 


Check  below  for  free  supply  of  booklets  desired;  complete  coupon 
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Im  nanuel  Medical  Center 


Announcing  . . . 

ONCOLOGY  FELLOWSHIP  PROGRAM  April  7-8, 1 983 

A two-day  continuing  education  program  in  Oncology  for  primary  care  physicians  will  be  held  at  Moiling 
Education  Center,  Immanuel  Medical  Center,  April  7-8,  1983.  This  program  is  designed  to  enhance 
physicians’  diagnosis,  treatment  and  follow-up  skills  in  dealing  with  the  most  prevalent  oncology 
diagnoses.  Continuing  Medical  Education  (CME)  credits  are  offered  for  participation  in  the  program. 

Spouses  are  invited  to  participate  in  special  activities;  participants  and  faculty  will  enjoy  an  evening  of 
Dinner  Theater  together  on  Thursday,  April  7.  Participants  are  housed  at  the  beautiful  new  Immanuel 
Plaza  Motel  on  the  Medical  Center  campus. 


An  agenda  for  the  two-day  program  is  as  follows: 

First  Day 

Introduction  to  Cancer 
John  B.  Davis,  M.D. 

Principles  and  Treatment  of  Cancer: 

Radiation  Oncology 
Chemotherapy 
David  J.  Harter,  M.D. 

Herbert  A.  Hartman,  Jr.,  M.D. 

Imaging  Modalities 

Gordon  Johnson,  M.D.* 

W.  Benton  Copple,  M.D.* 

Management  of  Medical  Emergencies 
David  J.  Harter,  M.D. 

Colon  Cancer  Update 

Mark  Christensen,  M.D. 

Skin  Tumor,  Diagnosis  and  Treatment 
John  F.  Latenser,  M.D. 

Lung  Cancer  Update 
Leonard  Moss,  M.D. 

David  J.  Harter,  M.D. 

The  Role  of  the  Family  Physician  in 
the  Treatment  of  Cancer 
Ronald  C.  Bell,  M.D. 

Tour  of  Radiation  Therapy 


•Session  presenter  rotates  for  each  Fellowship  Program. 


Second  Day 

Tumor  Conference 
John  B.  Davis,  M.D.,  Moderator 
Panel  — Medical  Staff  representing  Hematology, 
Medical  Oncology,  Pathology,  Gynecology, 
Surgery,  Radiology,  Urology.  General  Family 
Practice,  Internal  Medicine 

Gynecologic  Tumor 

Leon  S.  McGoogan,  M.D.* 

Terrence  J.  Kolbeck,  M.D.* 

Update  on  Leukemia 
John  R.  Feagler,  M.D. 

Control  of  Pain  in  the  Cancer  Patient 
David  J.  Harter,  M.D. 

Rehabilitation  of  the  Cancer  Patient 
Stuart  G.  Oxford.  M.D. 

Breast  Cancer  Update 
John  B.  Davis,  M.D. 

Cancer  Screening  in  the  Physician’s  Office 
William  A.  Shiffermiller,  M.D. 

Prostate  Cancer  Update 
Stewart  E.  Sloan,  M.D.* 

Gerald  C.  Felt,  M.D.* 

Follow-Up  of  Cancer  Patients 

John  B.  Davis,  M.D.,  Moderator 
Panel  — Doctors  Harter,  Hartman,  Bell 


For  more  information  on  this  or  future  Fellowships,  contact  Marion  Kaple,  Moiling  Education  Center, 
Immanuel  Medical  Center,  6901  North  72nd  Street,  Omaha,  Nebraska  68122,  (402)  572-2340. 
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WashingtoNotes 

A House  win,  a Senate  loss,  and  a brilliant 
defensive  maneuver  in  a House-Senate  con- 
ference committee  marked  this  month’s  chap- 
ter in  the  history  of  medicine’s  long  struggle  to 
overcome  the  Federal  Trade  Commission’s 
self-asserted  statutory  authority  over  phy- 
sicians and  other  members  of  the  learned 
professions. 

The  House  win  came  early  in  the  month  with 
passage  of  an  amendment  by  Reps.  Thomas 
Luken  (D-OH)  and  Gary  Lee  (R-NY)  to  an 
FTC  authorization  bill  by  a 245-155  vote. 

The  vote  in  favor  of  Luken-Lee  followed  the 
defeat  of  a “compromise”  amendment  offered 
by  Rep.  Broyhill  (R-NC)  by  a 203-195  vote. 
The  Broyhill  amendment  had  been  opposed  by 
the  American  Medical  Association  and  its 
allies  as  “worse  than  the  status  quo.” 

AMA  Board  of  Trustees  Chairman,  Joseph 
F.  Boyle,  M.D.  said  the  “vote  was  strong 
support  for  aggressive  professional  self-regula- 
tion — and  the  AMA  accepts  the  responsibility 
for  assuming  a leadership  role  to  make  that 
regulation  occur.” 

But  the  Senate  was  not  to  see  eye-to-eye 
with  the  House.  Two  weeks  later  the  Senate 
Appropriations  Committee  voted  15-14  to 
support  an  amendment  offered  by  Sen.  War- 
ren Rudman  (R-NH)  that  would  permit  FTC  a 
jurisdictional  role  over  medicine. 

With  only  two  scheduled  days  left  in  the 
lame-duck  session,  organized  medicine’s  only 
chance  was  to  raise  the  issue  anew  on  the 
Senate  floor  by  attempting  to  gain  passage  of 
an  amendment  sponsored  by  Sen.  James  J. 
McClure  (R-ID). 

But  the  McClure  amendment  failed  59-37  in 
an  all  night  session  and  at  6:30  a.m.  that 
morning  the  Senate  passed  by  voice  vote  the 
continuing  resolution  bill  (appropriations)  with 
the  Rudman  amendment  that  would  give  FTC 
statutory  authority  over  state  regulated  pro- 
fessions in  such  areas  as  boycotts,  deceptive 
practices  and  price  fixing. 

James  H.  Sammons,  M.D.,  AMA  Executive 
Vice  President  expressed  the  Association’s 

(Continued  on  page  12A) 
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Nebraska  Medical  Association  Officers  and  Commissions 


President 

President-Elect 

Secretary-Treasurer 

Executive  Director 

Assistant  Executive  Director 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMA  Alternate 
Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 
Y.  Roffman,  M.D.,  Omaha. 


OEFICERS 

Allan  C.  Landers,  M.D.,  Scottsbluff 

Dwaine  J.  Peetz,  M.D.,  Neligh 

Orin  R.  Hayes,  M.D.,  Lincoln 

Kenneth  E.  Neff,  Lincoln 

William  L.  Schellpeper,  Lincoln 


BOARD  OF  DIRECTORS 

Allan  C.  Landers,  M.D.,  Chm Scottsbluff 

Dwaine  J.  Peetz,  M.D.,  Vice-Chm Neligh 

Orin  R.  Hayes,  M.D.,  Secretary Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Frederick  F.  Faustian,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

Hiram  R.  Walker,  M.D Kearney 

Ex-Officio: 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chm Kearney 

John  D.  Coe,  M.D Omaha 

Jon  J.  Hinrichs,  M.D Lincoln 

Edward  M.  Malashock,  M.D Omaha 

Donald  F.  Prince.  M.D. Minden 

Joseph  C.  Srblt,  M.D Omaha 

Joseph  E.  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D Nebraska  City 

COMMISSION  ON  CLINICAL  MEDICINE 

William  L.  Rumbolz,  M.D.,  Chm Omaha 

John  H.  Bancroft,  M.D Kearney 

Jackson  Bence,  M.D Grand  Island 

James  S.  Carson,  M.D McCook 

Patrick  E.  Clare,  M.D Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Francis  D.  Donahue,  M.D Omaha 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chm Lincoln 

Stanley  M.  Bach,  M.D Omaha 

Jackson  Bence,  M.D Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

Jack  K.  Lewis.  M.D Omaha 

Charles  W.  Newman,  M.D Lincoln 

W.  Michael  Walsh,  M.D Omaha 

George  F.  Sullivan,  R.P.T Lincoln 

Wayne  Wagner,  A.T.C Omaha 

AD-HOC  COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 

Dean  A.  McGee,  M.D.,  Chm Omaha 

Stephen  W.  Carveth,  M.D Lincoln 

M.  L.  Chaioupka,  M.D Broken  Bow 

Michael  J.  Ginsburg,  M.D Omaha 

Kenneth  F.  Kimball,  M.D Kearney 

Richard  B.  Svehla,  M.D Omaha 

George  P.  Post,  M.D Bridgeport 

Charles  S.  Wilson,  M.D Lincoln 

AD-HOC  COMMITTEEE  ON  MATERNAL  & CHILD  HEALTH 
William  L.  Rumbolz,  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Charles  A.  Field,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Bruce  E.  Taylor,  M.D Lincoln 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  S.  Grant,  M.D Lincoln 

Robert  Nelson,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

AD-HOC  COMMITTEE  ON  PSYCHIATRY 

Robert  Osborne,  M.D.,  Chm Lincoln 

Jehangir  b.  Bastani,  M.D Lincoln 

Harry  C.  Henderson,  Jr.,  M.D Omaha 

Jon  J.  Hinrichs,  M.D Lincoln 

William  B.  Long,  M.D Omaha 

Bulent  Tunaken,  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

Dale  W.  Ebers,  M.D.,  Chm Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

Larry  Roffman,  M.D Omaha 

Robert  M.  Stryker,  M.D Omaha 

Richard  M.  Tempero,  M.D Omaha 

Richard  L.  ToUefaon,  M.D Wauaa 
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COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Jerald  R.  Schenken,  M.D.,  Chm Omaha 

Christopher  C.  Caudill,  M.D Lincoln 

Monroe  D.  Dowling,  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Robert  Sidner,  M.D Kearney 

Todd  Sorensen,  M.D Scottsbluff 

Ex-Officio: 

Herbert  E.  Reese,  M.D Lincoln 

COMMISSION  ON  LEGISLATION  A LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D.,  Chm Lincoln 

Michael  A.  Breiner,  M.D Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Vernon  F.  Garwood,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

John  T.  McGreer,  III,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

Bruce  Miller,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Craig  L.  Urbauer,  M.D Lincoln 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  D.  Harry,  M.D.,  Chm Lexington 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

N.  Patrick  Kinney,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

John  P.  O’Gara,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Barbara  Heywood,  M.D Papillion 

Mark  R.  Jones,  M.D Lexington 

Paul  H.  Phillips,  M.D Scottabluff 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Chm Omaha 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Donald  E.  Matthews,  M.D Lincoln 

Craig  R.  Nolte,  M.D Lincoln 

Joseph  M.  Rapoport,  M.D Omaha 

F.  Thomas  Waring,  M.D Fremont 

STUDY  COMMITTEE  ON  COST  AWARENESS 

Clarence  A.  McWhorter,  M.D.,  Chm Omaha 

Stanley  L.  Davis,  M.D Omaha 

H.  Jeoffrey  Deaths,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

William  T.  Griffin,  M.D Lincoln 

Robert  L.  Haag,  M.D Lincoln 

Theo.  J.  Lemke,  Jr.,  M.D Columbus 

Robert  E.  Lovgren,  M.D Omaha 

Harold  G.  Smith,  M.D Fremont 

COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

Gordon  Adams,  M.D Norfolk 

Lewiston  W.  Birkman,  M.D Lincoln 

James  Carson,  M.D McCook 

Allen  D.  Dvorak,  M.D Omaha 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Duane  Krause,  M.D Fremont 

Morton  H.  Kulesh,  M.D Omaha 

Roger  D.  Mason,  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf.  M.D Omaha 

Eugene  Sucha,  M.D West  Point 

Craig  L.  Urbauer,  M.D Lincoln 

Thomas  H.  Wallace,  M.D Gordon 


W ien  mild 
to  moderate  pain 
is  a side  effect 
of  “Fitness” 


A Single-Entity  Pain  Reliever 
As-Good-As  or  Better-Than  Codeine 
Combinations 


“...particularly  effective  in  soft  tissue  disorders 
including  sports  injuries,”^  Rufen  stops  pain  at  the 
site  of  injury  and  inflammation,  not  at  the  level  of 
central  perception.  There  is  no  dulled  sensorium, 
no  special  need  for  warnings  about  driving  or  cau- 
tions about  use  of  machinery.  Your  patient  gets  fast, 
effective  pain  rehef . . .potent  anti-inflammatory 
action. . .excellent  tolerance. . .plus  the  exceptional 
economy  that  only  Rufen  offers.  Next  time  one  of 
your  patients  asks  for  pain  rehef,  let  Rufen  show 
you  how  it  measures  up. 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  71 106 

Pioneers  in  medicine  for  the  family 


See  next  page  for  brief  summary  of  prescribing 
information. 
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RUFEN 

(ibuprofen) 

measures  up... 
at  a reasonable 
cost! 


Measure 

RUFEN 

(ibuprofen) 

against  “standard” 
mild  to  moderate  pain 


Measure 


RUFEN 

(ibuprofen) 

against  any 
mild  to  moderate  pain 


Dental  pain  and  episiotomy  pain  are  predictable,  repro- 
ducible “standards”  that  make  possible  objective  com- 
parisons of  effectiveness  of  different  analgesic  agents. 

• Measured  against  15,  30  and  60  mg  doses  of  codeine 
phosphate  in  a double-blind  study  of  287  patients, 
400-mg  doses  of  ibuprofen  proved  “significantly  better 
than  codeine  on  almost  all  pain  intensity,  degree  of 
relief  and  duration  of  analgesia  parameters. 

• Measured  against  a propoxyphene-acetaminophen 
combination  for  pain  relief  after  3rd  molar  extractions, 
ibuprofen  proved  equally  effective  and  caused 

fewer  side  effects.  Ibuprofen  was  associated 
with  faster  recovery,  evidenced  by  more 
rapid  reduction  of  trismus  and  return  to 
normal  function.^ 

• Measured  against  post-episiotomy  pain  in  30 
patients,  “ibuprofen  was  effective  in  treating 
the  swelling  as  well  as  pain. . .during  the 
first  and  worst  days.  Therefore,  it  is  not 
only  the  analgesic  but  also  the  anti- 
inflammatory effect  of  ibuprofen  that  are 
the  beneficial  factors...”"* 


i 


RUFEN 

Acetaminophen  -F  codeine  combinations 

• single-entity,  peripheral- 
acting  analgesia 

• combined  drugs  act  partly  through 
central  opioid  pathways 

• powerful  treatment  of  both 
pain  and  inflammation 

• virtually  no  treatment  of  the  inflam- 
matory component 

• better  tolerated  than 
aspirin 

* combined  side  effects  of  two  drugs  — 
warning  required  about  driving  or 
operating  machinery;  possible  respira- 
tory depression  with  alcohol,  tranquil- 
izers, other  common  medications 

• no  narcotic  risk,  red  tape, 
records 

• narcotic  precautions  required 

• matchless  economy  in  a 
modern  NSAID 

References: 
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TVeatment  of  the  Rheumatic  Diseases,  2nd  Ed.  Adis  Press,  Balgowlah, 
Australia.  1982.  p.  30. 

2.  Rondeau  PL.  Yeung  E,  Nelson  P:  Canad  Dent  Assoc  J 46:433-439,  1980. 

3.  Selwyn  P and  Giles  AD;  Br  Jrl  of  Clin  Practice,  Supplement  6, 

Safe  and  effective  analgesia  following  dental  surgery:  A comparison 
of  brufen  and  distalgesic.  Pg  87-90.  1980. 

4.  Thina  E:  Curr  Med  Res  Opinion,  7:423-428,  1981. 
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And  Rufen  Measures  Up  Best 


RUFEN®  (ibuprofen)  Tablets 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and  symptoms  ol  rheumatoid  arthritis  and  osteoarthritis  during  acute  flares  and  In  the  long-term  management  of  these  diseases  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain  Treatment  of  primary  dysmenorrhea. 

CONTRAINDICATIONS:  Patients  hypersensitive  to  ibuprofen.  or  with  the  syndrome  of  nasal  polyps,  anglo-edema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal  anti-inflammatory  drugs  (see  WARNINGSI. 
WARNINGS:  Anaphylactoid  reactions  have  occurred  in  patients  hypersensitive  to  aspirin  (see  CONTRAINDICATIONS).  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been  reported.  Peptic 
ulceration,  perforation,  or  gastrointestinal  bleeding  can  end  fataliy.  hovrever.  an  association  has  hot  been  established,  Rufen  should  be  given  under  close  supervision  to  patients  with  a history  ol  upper  gastro- 
intestinal tract  disease,  and  only  after  consulting  the  ADVERSE  REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic  drugs,  such  as  gold,  should  be  attempted.  If  Rufen  must  be  given,  the  patient  should  be  under  close  supervision  for  signs  ol  ulcer 
perforation  or  gastrointestinal  bleeding 

PRECAUTIONS:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have  been  reported.  If  developed,  discohtinue  Rufen  and  administer  an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with  Rufen:  caution  should  be  used  In  patients  with  a history  ol  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in  patients  with  ihlrinsic  coagulation  delects  and  those  taking  anticoagulants 
Patients  should  report  signs  or  symptoms  ol  gastrointestinal  ulceration  or  bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  corticosteroid  therapy,  this  therapy  should  be  tapered  slowly  when  adding  Rufen 
DRUG  INTERACTION:  Coumarin  iype  aniicoagulanis  The  physician  should  be  cautious  when  administering  Rufen  to  patients  on  anticoagulants 
Aspirin  Concomitant  use  may  decrease  Rufen  blood  levels 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen  should  not  be  taken  during  pregnancy  nor  by  nursing  mothers, 

ADVERSE  REACTIONS:  Incidence  greater  than  1%.  Gastrointestinal:  The  most  frequent  adverse  reaction  is  gastrointestinal  14  to  16%)  Includes  nausea*,  epigastric  pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  ol  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System  dizziness*,  headache,  nervousness  Dermatologic:  rash* 

(Including  maculopapular  type),  pruritus  Special  Senses  tinnitus  Metabolic  decreased  appetite,  edema,  fluid  retention  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see  PRECAUTIONS) 

* Incidence  3%  to  9% 

Incidence  less  than  1 In  100  Gastrointestinal  gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena  Central  Nervous  System  depression,  insomnia,  confusion,  emotional  lability,  som- 
nolence. aseptic  meningitis  with  lever  and  coma  Dermatologic  vesiculobullous  eruptions,  urticaria,  erythema  multllorme,  Stevens-Johnson  syndrome  and  alopecia  Special  Senses  hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata  and/or  changes  in  color  vision)  | see  PRECAUTIONS!  Hematologic  neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (sometimes  Coombs  positive), 
thrombocytopenia  with  or  without  purpura  eosinophllla.  decreases  In  hemoglobin  and  hematocrit  (;ardiovascular  congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood  pressure  Allergic 
syndrome  ol  abdominal  pain,  lever,  chills,  nausea  and  vomiting,  anaphylaxis,  bronchospasms  (see  CONTRAINDICATIONS)  Renal  acute  renal  failure  In  palienis  with  preexisting  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria  Miscellaneous  dry  eyes  and  moulh.  gingival  ulcers,  rhinitis. 

Causal  relationship  unknown  Gastrointestinal:  pancrealllls  Central  Nervous  System  paresthesias,  hallucinations,  dream  abnormalities,  pseudotumor  cerebri  Dermatologic  toxic  epidermal  necrolysis,  photo- 

allergic  skin  reactions  Special  Senses  coniunctivltis,  diplopia,  optic  neuritis  Hematologic  bleeding  episodes  Allergic:  serum  sickness,  lupus  erythematosus  syndrome.  Henoch-Schonlein  vasculitis.  Endocrine: 

gynecomastia,  hypoglycemia  Cardiovascular  arrhythmias  (sinus  tachycardia,  bradycardfa.  and  palpitations)  Renal  renal  papillary  necrosis 

OVEROOSAGE:  Acute  overdosage,  the  stomach  should  be  emptied  Rufen  is  acidic  and  excreted  In  the  urine,  alkaline  diuresis  may  benefit 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  arthritis  and  osteoarthrllls.  including  llareups  of  chronic  disease:  Suggested  dosage  400  mg  t i d or  q I d 

Dysmenorrhea:  400  mg  every  4 hours  as  necessary 

Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  lor  the  relief  ol  pain  Do  not  exceed  2.A00  mg  per  day 
CAUTION:  Federal  law  prohibits  dispensing  without  prescription 
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{'Ol  NriLOR  DISTRK'TS 
AM)  (Ol’NTIKS 

Kirsi  ('ounrilor  Stanley  M 

Truhlsen.  Omaha  ('ounlies  Oouglas. 
San>N 

Seiond  Disirid  Counnlor  L 1)  ( herr>. 
Lincoln  ('ountiev  ('a^^.  Lancn.-ster, 
Otoe 

1'hird  I)i>tnrt  ('ouniilor  Mvron  K 
Samuelson.  VVymore  ('ouniie.s  (iage. 
•lohnson.  Nemaha.  Launee.  Richard 
s(»n 

Fourth  Oisinct  ('ouncilor  L -I  ('hadek. 
West  Point  Counties  Antelope.  Cedar. 
Cummg.  Dakota.  Dixon.  Knox.  Madi- 
^on.  Pierce.  Stanton.  Thurston. 
Wayne 

Fifth  District:  Councilor:  William 

Chleborad,  M.D.,  Fremont  Counties 
Boone.  Burt.  Colfax.  Dodge.  Merrick. 
Nance.  Platte.  W'ashington. 

Sixth  District:  Councilor:  Robert  Herool- 
sheimer.  M D..  Seward.  Counties:  But- 
ler. Hamilton.  Polk.  Saunders.  Seward. 
York 

Seventh  District:  Councilor:  Robert 

Quick.  M D..  Crete.  Counties:  Clav,  Fill- 
more. Jefferson.  Nuckolls.  Saline. 
Thayer. 

Kighth  [)istrict:  ('ouncilor  ThomaN  H 
Wallace.  (Jordon,  Countie"  Boyd. 
Hnmn.  ('heri^.  Holt.  Kevapaha.  Hock. 
Sheridan 

Ninth  District  ('ouncilor  Warren  (1 
Bosley.  (Jrand  Island  ('ounties  Blame. 
Buffalo,  ('uster.  Dawson.  Garfield, 
(irant.  Greeley.  Hall.  Hooker.  Hf»ward. 
Loup.  Sherman.  Thomas.  Valley. 
Wheeler 

Tenth  District:  Councilor  Richard  A ('ot- 
tingham.  .\lc('nok  Counties;  Adams, 
('base.  Dundy.  Franklin.  Frontier. 
Furnas.  (Josper.  Harlan.  Hayes,  Hitch- 
cock. Kearnes.  Phelps.  Red  Willow. 
Webster 

Kleventh  District  Councilor;  R K. 
Donaldson.  .North  F^latte  Counties; 
.Arthur.  Deuel.  (Jarden.  Keith.  Lincoln. 
Logan.  McPherson.  Perkins. 

Twelfth  District;  ('ouncilor  R (J  Heasiy, 
.Scoitsbl'jff.  Counties;  Banner.  Box 
Butte.  Cheyenne.  Dawes.  Kimball. 
MorriU,  Scoits  Bluff.  Sioux. 
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corNiv 

Adams 

Antelope- Pierce  . . 

Box  Butte 

Buffalo 

Butler 

Cass 

('heyenne-Kim  ball- Deuel 
Cuming  . 

C uster  . , . 

Daw  son  . . 

Dodge 

Five  . . 

Four 

Gage 

Hall  

Hamilton 

Holt  ik  Northwest  . . 
Jefferson.  , 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha  . . 

Northeast 

Northwest 

Otoe 

Keiih-Perkins-Chase  ... 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scoits  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 
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David  Little.  Hastings 

. Robert  E.  Kopp.  Plainview  . 
Gary  Vandewege.  Alliance.  . 
Robert  Baker.  Kearney 
. Larry  Rudolph,  David  City  . 
Richard  Brendel.  Plattsmouth. 

James  Thaver,  Sidney 

. Leonard  ('hadek.  West  Point 
Loren  Jacobsen.  Broken  Bow 

Mark  Jones.  Lexington 

Randall  Morton.  Fremont 

Henry  Billerbeck,  Randolph.  . . 


Fred  ('atlett.  Hastings 
David  Johnson.  Osmond 
Wendell  Fairbanks.  Alliance 
Michael  J.  Hanich.  Kearney 
\’ictor  Thoendel.  David  City 
. Glen  K.  Knosp,  Elmwood 
. Clinton  Dorwart.  Sidney 
E L Sucha,  West  F^oint 
N.  Leon  Books.  Broken  Bow 
John  Ford.  Lexington 
Wm.  B.  Eaton.  Fremont 
Robert  Benthack.  Wayne 
Wayne  Zlomke.  Ord 

Klemens  E.  Gustafson.  Beatrice. . . . Louis  J.  Gogela.  Jr..  Beatrice 

R M Fruehling.  Grand  Island Gordon  D.  Francis.  Grand  Island 

. John  C.  Wilcox.  Aurora Lee  Wilkens,  Aurora 

Melvin  Campbell.  Ainsworth John  Brvd,  N’alentine 

(iordon  0.  Johnson.  Fairbury R A Blatny,  Fairbury 

D M Laflan,  Creighton D.  J.  Nagengasl.  Bloomfield 

H A.  Dinsdale.  Lincoln 

• Gerald  Rounsborg.  North  l^latte. . . . Cleve  Hartman.  North  Platte 

Joseph  David.  Norfolk Charles  E.  Henkel.  Norfolk 

. Milton  Simons.  Omaha Fred  F Faustian.  Omaha 

. D.  J.  .Nagengast.  Bloomfield (L  Tom  Surber.  Norfolk 

J.  F Hutchins.  Gordon James  F,  Panzer.  Gordon 

. Dean  R.  Thomson.  Nebraska  City  ..  Paul  R.  Madison,  Nebraska  City 

Berl  Spencer.  Ogallala Kurt  Johnson.  Ogallala 

Warren  R.  Miller.  Columbus Ronald  W.  Klutman,  Columbus 

Walter  Gardner.  Crete Walter  Gardner.  Crete 

. Richard  Tempero.  Papillion William  R,  Marsh.  Papillion 

. I.  M.  French.  Wahoo John  E.  Hansen.  Jr..  Wahoo 

. David  Imes,  Gering Robert  Heasty.  Scoltsbluff 

Van  E.  Vahle.  Seward Robert  Herpolsheimer,  Seward 

.Carroll  V’erhage.  Geneva Chas.  F.  Ashby.  Geneva 

. Paul  M.  Scott.  Auburn Gary  Ensz.  .Auburn 

-David  A Allerheiligen,  McCook...  E.  C.  Beyer.  McCook 

. L.  I.  Grace.  Blair . Alan  Holmes.  Blair 

.James  D.  Bell.  Vork -B.  N.  Greenberg.  York 


PLAN  TO  ATTEND 

1983  ANNUAL  SESSION 
NEBRASKA  MEDICAL  ASSOCIATION 


The  following  organizations  are  participating  in  program  development: 

Lincoln  Area  Heart  Association 
Missouri  Valley  Dermatologic  Society 
Nebraska  Academy  of  Family  Physicians 
Nebraska  Academy  of  Ophthalmology 
Nebraska  Academy  of  Otolaryngology 
Nebraska  Affiliate  — American  Heart  Association 
Nebraska  Allergy  Society 
Nebraska  Association  of  Nuclear  Physicians 
Nebraska  Association  of  Pathologists 

Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Nebraska  Chapter,  American  College  of  Physicians 
Nebraska  Chapter,  American  College  of  Surgeons 
Nebraska  Medical  Association  Physicians’  Advocacy  Committee 
Nebraska  Pediatric  Society 
Nebraska  Perinatal  Crganization 
Nebraska  Psychiatric  Society 
Nebraska  Radiological  Society 

Nebraska  Section,  American  College  of  Cbstetricians  & APRIL 
Gynecologists 

Nebraska  Society  of  Anesthesiologists 
Nebraska  Society  of  Internal  Medicine 
Nebraska  Thoracic  Society 
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it's  not  a very  good  idea.  But  today,  modern  busi- 
ness dictates  that  physicians  with  their  own  prac- 
tices spend  a great  percentage  of  time  as 
businessmen  at  the  expense  of  their  job 


We  provide  you  with  an  environment  serving  a 
purpose:  practicing  medicine  No  salesmen  or 
accountanis  calling,  no  books  to  balance  and  no 
late  hours  You  concentrate  on  practicing  medicine 
with  a health  care  system  that's  one  of  the  finest  in 
the  world  You'll  work  in  modern,  well-equipped 
hospitals  and  clinics  with  the  most  up-to-date 
technology 

Also  included  are  excellent  programs  of  com- 
pensation, opportunities  for  professional  growth 
and  specialization,  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care  and  more 

With  the  Air  Force,  we  want  you  to  do  one  thing: 
practice  medicine  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine 


Contact:  Archie  Summerlin 

116  South  42nd  Street 
Omaha.  Nebraska  68131 


Call  Collect; 
402  221-4319 


mo: 

A grc<it  woy  of  bfe 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


SoniLEY 


MEDICAL 


SLPPLY  COMPAIVY 

P.O.  Box  83108.  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


Was  king  toNotes 

(Continued  from  page  7 A) 

disappointment  over  the  Senate’s  action  and 
warned  that  if  the  FTC  “prevails  in  its  fight  to 
gain  jurisdiction  over  the  professions,  the 
public  will  suffer  because  medical  societies  will 
no  longer  be  able  to  carry  out  their  patient 
advocacy  activities. 

The  FTC  did  not  prevail.  Two  days  later 
House  members  of  a House-Senate  conference 
committee  refused  to  accept  the  Rudman 
Amendment  language  and  stripped  its  pro- 
visions from  the  bill  thus  assuring  that  nothing 
in  the  law  specifically  gives  FTC  authority  to 
regulate  professionals  such  as  physicians. 

“The  Congress  acted  wisely  by  striking 
language  from  the  continuing  resolution  that 
would  have,  for  the  first  time,  given  the 
Federal  Trade  Commission  the  power  to 
regulate  America’s  learned  professions,  which 
traditionally  have  been  regulated  by  the 
states”,  said  Dr.  Sammons.  “By  rejecting  the 
language  proposed  by  Senator  Rudman,  the 
House  of  Representatives  clearly  refused  to 
acknowledge  FTC’s  claims  to  oversee  this 
nation’s  professionals  or  their  organizations  — 
The  American  Medical  Association  now  looks 
forward  to  a victory  in  the  next  Congress  when 
the  House  and  Senate  can  act  to  maintain 
doctors’  rights  to  carry  out  patient  advocacy 
activities.” 


* * * 

A tax  on  part  of  the  health  insurance 
benefits  that  employees  receive  from  em- 
ployers has  been  proposed  by  senior  Ad- 
ministration officials. 

Supporters  say  that  the  tax  would  not  only 
generate  several  billions  in  revenue,  but  would 
help  control  medical  costs,  which  have  been 
rising  twice  as  fast  as  the  Consumer  Price 
Index. 

Health  and  Human  Services  (HHS)  Depart- 
ment Secretary  Richard  Schweiker  has  recom- 
mended such  a tax,  and  Martin  S.  Feldman, 
chairman  of  the  President’s  Council  of  Eco- 
nomic Advisers,  strongly  supports  it.  David 
Stockman,  the  director  of  the  Office  of 
(Continued  on  page  tl) 
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An  added  compile  jfion... 
in  the  treatment  of  bacteriot  bronchitis* 


iniiottms  m4  U$«9«;  Cecior*  (cetacior  L«ty)  is  mdicalM  m the 
'reatment  oi  the  totiowing  infections  <«^en  caused  by  susceptible 
strains  of  the  desipnaled  microorganisms 
Louver  respiratory  infections  including  pneumonia  caused  by 
Sr/epiDCOccus  pnevmcme  (Diplococcus  pneumonrae)  HsemopMus 
viuervae  andS  pyogenes  (group  A beta-hemotylic  streptococci) 
Appropriate  Culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  ot  the  causairve  organism  to  Cedor 
Contraindication:  Cecior  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warainfi  IN  PENiCiLUN-SENStTiVE  PATIENTS  CEPHALOSPORIN 
antibiotics  should  be  ADMINISTERED  CAUTIOUSLY  THERE  tS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY  OF  THE  PENICILLINS  ANO  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS  INCLUDING  ANAPHYLAXIS  TO  BOTH  DRUG 
CLASSES 

Anbbiotics  including  Cedor  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  alierov  particuiariv 
10  drugs  ^ 

PSMdomembranous  colitis  has  been  reported  with  virtualty  all 
Oroad-spedrum  antibiotics  (including  macroiides.  semisyntheiic 
pemonms,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  m patients  who  develop  diarrhea  in  assodalion  with  the 
use  of  anhbiotics  Such  colitis  may  range  m seventy  from  mild  to 
iife-threaiening 

Treatment  with  broad-spedrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  clostndia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic -assooated  colitis 
MikJ  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy  appropriate  badenologic  studies,  and 
fluid,  eiectrotyie  and  protein  supplementation  When  the  colitis  does 
not  improve  alter  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomyan  is  the  drug  of  choice  for  aniibiotic- 

assooated  pseudomembranous  colitis  produced  by  C diffiaie  Other 
causes  of  coliiis  should  be  ruled  out 
PrKMbons:  General  Precautions — If  an  allergic  reaction  to  Cecior 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , pressor 
amines,  arrtihistammes  or  corticosteroids 
Prolonged  use  of  Cecior  may  result  in  the  overgrowth  of 
nonsusceplibie  organisms  Careful  observation  of  the  patient  is 
essential  H supermfecfion  occurs  during  therapy,  appropriate 
measures  should  be  taken  » 

U'foct  Coombs  tests  have  been  reported  during  treatment 
*ith  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  aniiglobulm  tests  are 
wrformed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
wnose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  (bombs'  test  may 
be  due  to  the  drug 

m should  be  administered  with  caution  in  the  presence  of 
i^rke^impaired  renal  function  Under  such  conditions,  careful 
cnnioi  observation  and  laboratory  studies  should  be  made  because 
sate  dosage  may  be  lower  than  that  usually  recommended 
AS  a result  01  administration  of  Cecior.  a false-positive  reaction  for 
3^|C^in  the  unne  may  occur  This  has  been  observed  with 
WWW  s and  Fehling  s solutions  and  also  with  Ctmitest*  tablets  but 
•C'ucoseEfuymaiic  Test  Strip.  USP,  Lilly) 
antitMotics  should  be  prescribed  with  caution  in 
c(S!ttt*^  ^ fflstory  ol  gastrointestinal  disease,  particularly 

^,j^^^J''^'^'*^^—f*'6gnancY  Category  fl— Reproduction 
ih«?*l  - PCfformed  in  mice  and  rats  at  doses  up  to  1 2 times 
given  three  times  the  maximum  human 
fwealed  no  evidence  of  impaired  lerlility  or  harm  to 
wM  ana 

r«n ^ Pfeoflant  women  Because  animal 

ihK  always  predictive  of  human  response 

^ ^ pregnancy  only  it  clearly  needed 

Small  amounts  ot  Cecior  have  been  detected  in 
followng  administration  of  single  500-mg  doses 

0 20.  0 21.  and  0 16  mcg-ml  at  two,  three 
OU-.  and  hve  hours  respectively  Trace  amounts  were  detected  at  one 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Cedor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children — Safety  and  elteciiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions;  Adverse  effects  considered  related  to  therapy 
with  Cecior  are  uncommon  and  are  listed  below 

Gaslromteslinal  symptoms  occur  in  about  2 5 percent  ol  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multitorme  or  the  above  skin  manifestations  accompanied  by 
arthritis>arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  ot  therapy  with  Cecior 
Such  reactions  have  been  reported  more  trequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a tew  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  ot  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  yncer/am— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic—Shght  elevations  of  SGOT,  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Wema/opoiehc— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Rena/— Slight  elevations  m BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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'Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  5 pneumoniae  or  H mtiuemae  * 

Note  Cecior  is  contraindicated  m patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-atiergic 
patients 

Penicillin  IS  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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Eli  Lilly  Industries.  Inc. 
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Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Cecior.’^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  K influenzae,  ^ pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Cecior.^ 


CefQCor 


Pulvules*.  250  and  500  mg 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska.  Division,  Inc. 
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Blizzard  Precautions 


INCLEMENT  weather  has  a way 
of  making  its  appearance  un- 
announced and  its  departure 
painful.  Sometime  ago  someone  cautioned  that 
acts  of  God  are  fair  game.  The  lesson  painfully 
learned  from  many  natural  disasters  is  that  it  is 
foolhardy  to  compete  with  nature;  preparation 
and  appropriate  response  are  the  only  means 
of  survival. 

The  early  onset  of  winter  should  alert  us  to 
the  potentials  of  blizzards  and  their  con- 
sequences. People  die  in  blizzards  from 
inappropriate  response  and  exposure  to  the 
elements.  Inappropriate  response  most  fre- 
quently occurs  when  a motorist  ventures  onto 
the  highway  in  the  face  of  obvious  blizzard 
warnings  without  appropriate  survival  equip- 
ment (Picture).  Similarly,  when  the  motorist 
leaves  the  security  of  his  automobile  to  seek  a 
better  shelter,  he  becomes  fair  game  to  the 
acts  of  God. 

Venturing  forth  in  a blizzard  or  inclement 
weather  should  be  done  only  with  appropriate 
clothing  and  protection  from  frostbite.  An 
awareness  of  the  wind-chill  factor  is  essential. 


R.  W.  GILLESPIE,  M.D. 

Four  simple  steps  to  survival  have  been 
recommended  following  the  blizzard  of  1966. 
They  are  as  essential  today  as  they  were  when 
21  people  died  following  the  March  22,  1966 
storm: 

STEPS  TO  SURVIVAL 

1.  Avoid  travel  during  inclement  weather;  if 
enroute,  stop  and  seek  shelter  before  the 
blizzard  actually  arrives. 

2.  While  traveling,  maintain  a near  full  tank  of 
gasoline  by  frequent  fuel  stops. 

3.  During  winter  weather  a car  survival  kit  is 
essential.  This  kit  should  contain: 

a.  A complete  _ change  of  clothing,  over- 
shoes and  blankets. 

b.  A transistor  radio. 

c.  A full  length  of  clothesline  rope. 

d.  Two  three  pound  coffee  cans:  one  with 
matches  and  candles,  and  the  second 
with  food  supplies  such  as  candy  bars 
and  other  high  caloric  nutriments. 
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e.  A compass  and  a first  aid  kit. 

4.  K the  motorist  finds  himself  stalled,  he 
should  do  the  folio  ving: 

a.  Never  leave  the  security  of  the  car;  if 
you  do  leave  the  car,  you  should  utilize 
a clothesline  rope,  tying  one  end  about 
your  waist  and  the  other  end  on  the  door 
handle  to  insure  safe  return  to  your 
vehicle. 

b.  While  in  the  car  the  motor  may  be 
allowed  to  run  intermittently  to  provide 
heat.  Care  should  be  taken  to  insure 
that  the  exhaust  is  not  obstructed. 


Brucellosis 

Since  Cecil’s  textbook  of  medicine  lists 
Nebraska  fifth  amongst  the  states  with  highest 
incidence  of  brucellosis  in  the  past  10  years, 
Windle  and  Osterholm’s  article  in  this  issue  of 
the  NMJ  should  be  valuable  to  update  our 
awareness. 

Brucellosis,  synonyms  undulant  fever  and 
Bang’s  Disease,  is  probably  a much  overlooked 
disorder  in  medical  circles  in  Nebraska.  The 
Nebraska  morbidity  report  indicates  that  no 
cases  have  been  reported  through  the  years 
1981  or  1982.  Our  animal  populations  must 
indeed  be  relatively  free  of  the  disorder. 
However,  the  potential  for  active  and  re- 
covered cases  missed  clinically  must  be  very 
great  indeed. 

Contact  with  carcasses  of  infected  animals, 
dairy  or  milk  products  made  from  those 


Windows  on  the  side  away  from  the 
storm  should  be  cracked  open, 

c.  If  the  motor  is  stalled,  the  candle-heat 
method  is  vital  to  survival.  If  candles  are 
not  available,  paper  can  be  utilized  to 
provide  heat.  Paper  is  also  an  excellent 
insulating  material  in  place  of  a blanket. 

Blizzard  survival  is  an  individual  and  com- 
munity responsibility.  We  have  a commitment 
to  our  patients  to  alert  them  to  the  steps  to 
survival  and  forestall  the  devastating  effects  of 
another  blizzard  of  ’66. 


animals,  or  placentas  from  involved  stock  all 
provide  a ready  source  of  infection.  In  confined 
animal  populations  now  very  popular  in  the 
breeding  protocols  of  swine  producers,  the 
potential  for  aerosol  and  inhalation  spread  is 
possible. 

The  wide  variety  of  potential  infected 
material  must  indeed  create  a very  large 
potential  at-risk  population.  Brucellosis  can 
occur  in  cows  (abortus),  pigs  (suis),  sheep 
(melitensis),  dogs  (canis),  but  horses,  cats, 
chickens  and  some  hunted  animals  such  as 
caribou  and  deer  all  carry  the  potential  for 
brucellosis  infection. 

Thanks  to  the  authors  for  their  jolt  of 
awareness. 

Klemens  E.  Gustafson,  M.D 
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ORIGINAL  ARTICLES 


Animal  Rabies:  Nebraska  1981 


DI’RING  the  latter  1970’s,  states 
to  the  north  and  east  of  Ne- 
braska experienced  a rapid 
increase  in  reported  cases  of  wild  and  domes- 
tic animal  rabies.  The  number  of  cases 
reported  yearly  in  Nebraska  remained  fairly 
constant  and  at  a low  level  until  1980,  when  a 
remarkable  increase  occurred  (Fig.  1).  This 
was  repeated  in  1981  when  the  total  was 
double  that  of  1980.  States  to  the  northwest 
and  west  have  not  yet  reported  an  increase. 
Thus,  it  would  appear  the  movement  of  the 
epizootic  is  from  northeast  to  southwest  and 
west. 

FIGl  KK  1 


During  1981,  eleven  counties  not  previously 
reporting  animal  rabies  had  cases  for  the  first 
time.  From  a geographic  standpoint,  there  are 
two  “hot  spots”  in  the  state  (Fig.  2):  one  in  the 
northeast,  the  other  south  central.  Though  a 
few  rabid  animals  have  been  confirmed  from 


TABLE  I 

RABIES  IN  .ANIMALS 
Januaiy  1,  1973  — December  31,  1981 


WILD 

DO.MESTIC 

Skunk 

. . . 232 

Bovine 

. . 40 

Bat 

99 

Cat 

. . 24 

Raccoon  

9 

Dog 

. . 15 

Civit  Cat 

1 

Pig 

. . . 1 

Coyote 

1 

Mouse 

1 

Fox 

1 

PAUL  A.  STOESZ,  M.D.* 

Director,  Division  of  Disease  Control 
Nebraska  State  Department  of  Health 


southeast  and  west  Nebraska,  there  are  large 
areas  where  they  are  still  absent.  It  would  seem 
logical  that  these  areas  will  become  involved  in 
this  progression  this  year  or  next,  since  there 
seem  to  be  no  natural  barriers  to  the  animal 
reservoir. 

Inspection  of  Table  I reveals  the  major 
animal  reservoir  is  the  skunk.  This  species  is 
not  so  much  a hazard  to  the  average  citizen  as 
to  the  farmer  and  outdoorsman.  Cattle  are  at 
particularly  high  risk  when  on  open  range, 
which  probably  accounts  for  their  high  count. 
Unimmunized  feral  cats  and  dogs  are  mostly 
found  in  this  same  environment.  Approved 
vaccines  and  immunization  schedules  for  dogs, 
cats,  and  cattle  exist;'  therefore,  primaiy 
protection  of  these  animals  and  secondary 
protection  for  humans  is  feasible. 

Despite  the  fact  that  rabid  species  have 
been  sighted  in  the  metro-urban  areas  of 
Lincoln  and  Omaha,  the  relatively  high  levels 
of  immunization  in  the  pet  population  miti- 
gates transmission  to  humans.  Also,  absence  of 
confirmed  cases  indicates  indigenous  rabies 
probably  does  not  exist  in  these  areas. 

The  diploid  cell  vaccine  made  available  in 
1980  was  distributed  exclusively  by  the 
Department  of  Health.  For  the  first  time  this 
made  possible  an  accurate  determination  of 
the  number  of  persons  treated  for  exposure  to 
rabid  animals  (skunk,  bat,  racoon,  fox,  coyote, 
cattle,  dog  and  cat).  In  1980,  207  persons 
received  post-exposure  treatment;  in  1981, 
184  persons  received  this  treatment.  This  is 
well  within  the  computed  norm  of  135-315 
cases  annually  (using  national  exposure/ 
100,000  population  statistics).- 


*Repiint  reque.sl>  .should  lie  direcled  to:  iUU  Cenlemhal  Mall  So.. 
Box  9r)007.  Lincoln.  NE  6H")09 
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Various  factors  are  involved  in  making  the 
decision  whether  to  treat.  The  results  of  the 
fluorescent  antibody  test  of  the  brain  of  the 
animal  tested  provide  the  most  definitive 
information.  If  the  animal  brain  is  not  available 
for  examination,  other  information  will  be  of 
help  to  the  physician.*  The  circumstances  of 
the  bite  incident  will  usually  reveal  whether 
the  animal  was  behaving  normally  and  be  an 
indirect  measure  of  its  health  at  the  time  of  the 
attack.  Inappropriate,  aggressive  behavior 
would  tend  to  indicate  an  illness  impairing 
judgement  of  the  animal.  In  the  case  of  wild 
animals,  the  species  susceptible  to  rabies  are 
known  and  in  Nebraska  are  the  fox,  skunk,  bat, 
racoon  and  coyote.  Bites  causes  by  any  of 
these  would  warrant  post-exposure  immuniza- 
tion of  the  victim,  if  the  animal  is  not  available 
for  examination.  Bites  inflicted  by  rodents  or 
lagomorphs  do  not  call  for  treatment,  since  in 
Nebraska  these  animals  have  never  been  found 
to  be  rabid.  The  enzootic  distribution  of  rabies 
for  a given  area  provides  a measure  of  tbe 
likelihood  of  an  animal  being  rabid  and  can  be 
established  by  a call  to  the  Division  of  Disease 
Control,  State  Department  of  Health.  If 
current  immunization  status  of  a domestic 
animal  can  be  established,  post-exposure 
immunization  of  the  victim  may  be  avoided. 
Other  factors  to  be  considered  in  the  treat-not- 
treat  decision  are  detailed  elsewhere.* 

To  enhance  better  utilization  of  the  State 
Health  Laboratory,  individuals  shipping  brain 


specimens,  where  possible,  should  submit  only 
those  of  rabid  species. 

All  licensed  veterinarians  in  the  state  have 
been  supplied  kits  to  ship  specimens  to  the 
State  Health  Laboratory.  These  contain  ex- 
plicit instructions  for  proper  preparation  for 
shipment.  Physicians  and  families  of  bite 
victims  should  be  referred  to  a local  veterin- 
arian for  this  service. 

If  properly  packed,  specimens  mailed  parcel 
post  will  arrive  at  the  State  Health  Laboratory 
in  good  condition  more  quickly  than  by  any 
other  method,  including  the  State  Patrol. 

The  currently  recommended  treatment 
schedule  includes  the  use  of  hyperimmune 
rabies  globulin  (human)  injected  intramus- 
cularly in  a dose  of  20  U/kg  in  divided  doses,  at 
the  time  of  administration  of  the  first  dose  of 
vaccine.  The  currently  used  vaccine  is  human 
diploid  cell  vaccine  (HDCV)  and  is  injected 
intramuscularly  in  the  deltoid  area  in  a dose  of 
1.0  ml  on  days  0,  3,  7,  14  and  28.* 

A post-immunization  titer  is  no  longer 
recommended.^  A recent  study  makes  intra- 
dermal  injection  of  0.1  ml  of  HDCV  look  quite 
promising,  but  this  will  be  limited  to  pre- 
exposure immunization  of  high  risk  personnel.’’ 

The  last  human  rabies  death  in  Nebraska 
was  reported  in  1929.  A high  level  of 
cooperation  among  law  enforcement,  com- 
munity veterinarians,  physicians  and  public 


FIGURE  2 


KABIU  ANIMALS  BY  SPKCIKS 
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health  agencies  will  mitigate  against  further 
occurrence  of  this  uniformly  fatal  disease. 

Summary 

The  epizootic  occurrence  of  animal  rabies  in 
Nebraska  for  1981  reached  a historic  high. 
This  study  indicates  skunks  to  be  the  chief 
wild  animal  reservoir  and  cattle  the  dominant 
risk  to  humans.  “Hot  spots”  exist  in  the 
northeast  and  south  central  parts  of  the  state. 
Consideration  of  the  species  and  immunization 
status  of  the  biting  animal,  appropriateness  of 
the  animal’s  behavior  during  the  bite  incident, 
and  enzootic  distribution  of  rabies  cases  is 
necessary  in  making  the  decision  whether  to 
order  post-exposure  treatment.  This  informa- 


tion must  be  received  in  light  of  current 
recommendations.  The  most  recent  post- 
exposure immunization  schedule  is  presented. 
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Brucellosis:  A Case  for  Concern 


Case  Presentation 

A 33  year  old  white  male  farmer 
presented  to  Clarkson  Hospital 
with  a three  month  history  of 
weakness,  leg  cramps  and  fatigue.  The  patient 
initially  presented  to  his  regular  physician  with 
the  sudden  onset  of  diaphoresis,  fever,  myal- 
gias, and  light  headedness  which  was  initiated 
by  heavy  exertion  on  an  extremely  warm 
summer  day.  A tentative  diagnosis  of  heat 
prostration  was  made  by  his  physician;  treat- 
ment with  electrolyte  balanced  fluids  and  a 
cooling  blanket  were  instituted. 

The  patient  subsequently  returned  to  work, 
but  profound  weakness  and  generalized 
myalgias  persisted  over  the  next  12  weeks.  The 
patient  also  continued  to  have  periodic 
myalgias,  fatigability  and  episodes  of  pre- 
cordial chest  pressure.  In  addition  he  noticed 
other  non-descript  symptomatology  including 
bloating,  flatulence,  periodic  left  upper  quad- 
rant pain,  two  episodes  of  nocturnal  sweats, 
and  a single  day  of  fever  to  101°F.  The  patient 
denied  nausea,  vomiting  or  a change  in  bowel 
habits.  He  noted  an  increased  appetite  and 
gained  approximately  20  pounds.  The  patient 
later  admitted  to  delivering  calves  the  prior 
spring. 

Pertinent  physical  findings  included  a tem- 
perature of  36.8°  C with  a normal  pulse  and 
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respirations.  The  patient  had  absence  of 
cervical,  axillary  or  supraclavicular  adeno- 
pathy, and  had  normal  skin,  cardiovascular, 
pulmonary,  and  genitourinary  exams.  The 
abdominal  exam  was  unremarkable  without 
tenderness,  hepatosplenomegaly,  palpable 
mass  or  guarding.  The  patient’s  muscular 
exam  disclosed  no  evidence  of  swelling, 
erythema  or  weakness,  but  mild  generalized 
myalgia  was  noted. 

The  patient’s  hemoglobin  was  normal.  The 
white  blood  cell  count  was  5,000/mm^  with 
40%  segmented  neutrophils,  8%  band  forms 
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and  the  remainder  lymphocytes  with  a number 
of  atypical  lymphocytes  noted.  The  patient’s 
sedimentation  rate  (Wintrobe  method)  was 
normal.  The  patient’s  automated  chemistry 
disclosed  normal  electrolytes  and  normal  renal 
function  parameters.  Abnormal  findings  on  lab 
chemistry  studies  included  an  elevated  LDH 
235  units  (normal  less  than  225  units),  alkaline 
phosphatase  170  units  (normal  less  than  120 
units),  SGOT  55  units,  (normal  less  than  40 
units)  and  GGT  59  units  (normal  less  than  38). 
The  patient’s  CPK  and  aldolase  enzyme 
fractions  were  within  normal  limits.  The 
patient’s  thyroid  function  and  serum  cortisol 
studies  were  within  normal  limits.  Tests  for 
hepatitis  B surface  antigen,  toxoplasmosis 
immunofluorescent  antibody,  antinuclear  anti- 
body, and  heterophil  antibodies  were  all 
negative.  The  Brucella  tube  test  was  per- 
formed with  a positive  titer  of  1:800  (normals 
less  than  1:80).  The  IgM  fluorescent  antibody 
titer  was  positive  at  1:320.  Blood  cultures  were 
noted  to  be  positive  for  gram  negative  rods 
identified  as  Brucella  abortus. 

A chest  x-ray  was  without  abnormality;  a 
liver  and  spleen  scan  disclosed  only  mild 
splenic  enlargement.  A liver  biopsy  was 
performed  with  numerous  small  non-caseating 
granulomas  identified;  however,  no  organisms 
were  noted. 

The  patient  was  initiated  on  therapy  with 
intramuscular  Streptomycin  at  500  mg.  b.i.d. 
and  Tetracycline  1 gram  orally  four  times  a day 
with  clinical  resolution  of  myalgia  and  fatiga- 
bility. 

Discussion 

Brucellosis  is  an  uncommon  infection  that  is 
seen  primarily  in  humans  working  in  animal 
related  fields:  abattoirs,  veterinarians,  and 
livestock  feeders.  There  are  presently  fewer 
than  400  cases  reported  annually  in  the  United 
States  with  the  majority  of  cases  occurring  in 
the  southwest  and  middle  west  portions  of  the 
country.' 

Brucellosis  is  transmitted  by  ingestion  of 
animal  tissues  or  milk  products,  or  contact 
with  infected  animal  tissue  through  skin 
wounds.  Transmission  by  inhalation  or  via  the 
conjunctival  sac  has  been  reported,  but  are 
quite  rare.  F'our  species  of  Brucella  infect 
humans:  Brucella  abortus.  Brucella  melitensis. 
Brucella  suis,  and  Brucella  canis. 


After  penetration  of  the  epithelium,  the 
Brucella  organisms  are  ingested  by  the  poly- 
morphonuclear leukocytes  and  spread  via  the 
lymphatic  system  most  commonly  to  the 
axillary,  cervical,  and  supraclavicular  lymph 
nodes.  Bacteremia  ensues  in  5 to  35  days, 
depending  upon  the  initial  size  of  the  inoculum. 
Fever  occurs  with  sequestration  by  the  liver, 
spleen  and  bone  marrow  with  metastases 
occurring  with  subsequent  granuloma  forma- 
tion.^'' 

Fever  often  greater  than  38°  C,  with  an 
appropriate  rise  in  pulse,  occurs  in  over  95%  of 
the  patients  and  may  be  related  to  endogenous 
pyrogen  released  by  leukocytes.  In  seven  days 
of  monitoring,  our  patient  did  not  have  a 
temperature  recorded  higher  than  37.2°  with 
only  a single  temperature  elevation  noted  in 
the  prior  three  months  prior  to  diagnosis.^'^ 

Seventy  percent  of  patients  note  myalgias 
and  weakness  similar  to  our  patient’s  experi- 
ence. 50%  have  anorexia  and  moderate  weight 
loss,  although  our  patient  had  actually  gained 
weight  during  his  illness.  45%  of  patients  have 
moderate  headache,  20%  complain  of  cough, 
and  an  additional  15%  will  have  polyarthral- 

gia,2.3.4 

On  physical  examination  lymphadenopathy 
and  splenomegaly  are  considered  common 
findings  with  hepatomegaly  present  in  ap- 
proximately 40%  of  the  patients.  It  has  been 
reported  that  90%  of  patients  will  present  with 
a constellation  of  fever,  chills,  and  sweats 
accompanied  by  weakness  and  malaise.  Our 
patient’s  most  prominent  consistent  findings 
were  those  of  exertional  weakness  and  myalgia.-  ^ 

Because  of  the  non-specific  presentation  of 
Brucellosis,  the  differential  diagnosis  is  lengthy 
(Table  1).  The  most  common  differential  to  the 
practicing  clinician  is  influenza,  infectious 
mononucleosis,  and  viral  hepatitis.  The  pa- 
tient’s protracted  time  course  often  will  allow 
one  to  eliminate  several  diseases  from  the 
differential. 

The  diagnosis  in  our  case  was  documented 
by  the  standard  Brucella  tube  agglutination 
assay,  which  is  recommended  for  screening.-  " " 
The  initial  humoral  response  on  exposure  and 
infection  with  Brucellosis  is  an  acute  phase 
reactant  IgM  antibody  rise.  This  is  followed  by 
a subsequent  IgG  antibody  which  continues  at 
low  liters  for  life.  Specific  titers  of  IgG  and  IgM 
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can  be  measured  to  distinguish  acute  vs. 
chronic  or  latent  prior  exposure  to  disease.  A 
reversal  from  a strongly  positive  titer  to 
negative  indicates  eradication  of  the  Brucella 
organism.  If  the  titer  is  negative,  the  patient  is 
then  considered  cured. 

Blood  cultures  for  the  Brucella  organisms  are 
positive  in  only  109?^  of  the  patients.  The 
laboratory  should  be  notified  when  Brucellosis 
is  suspected,  since  the  organism  is  a fastidious 
slow  growing  bacteria,  plus  a highly  contagious 
organism  requiring  special  handling.  Cultures 
should  not  be  discarded  as  negative  until  seven 
to  fourteen  days  of  culture. 

TABLE  1:  Differential  Diagnosis 
Influenza 

Infectious  Mononucleosis 
Toxoplasmosis 
Hepatitis 
Pyelonephritis 
Ankylosing  Spondylitis 
Thyrotoxicosis 

Disseminated  Gonococcal  Infection 
Rheumatic  Fever 
Systemic  Lupus  Erythematosus 
Malaria 
Tuberculosis 
Typhoid  Fever 
Hodgkins  Disease 
Leukemias 

.Metastatic  Carcinomas 

Treatment  is  directed  to  relieve  symptoma- 
tology and  prevent  complications.  Prior  to 
antimicrobial  therapy,  mortality  was  3%  with  a 
much  higher  morbidity  reported.”  In  the 
antibiotic  treatment  era,  complications  have 
decreased  to  less  than  1%.  The  most  common 
complication  of  Brucellosis  is  osteomyelitis. 
The  most  feared  complication  is  cardio- 
vascular in  origin  with  granulomatous  seeding 
of  valves  and  myocarditis  reported.  Since  the 
advent  of  antimicrobial  therapy,  cardiovas- 
cular complications  are  quite  rare. 

Brucellosis  can  seed  many  other  sites 
including  the  liver  (as  in  our  patient),  genito- 


urinary, lung,  and  the  central  nervous  system, 
especially  the  optic  nerve.  Brucella  suis  and 
Brucella  melitensis  appear  more  virulent  than 
the  Brucella  abortus  species. 

The  prognosis  of  Brucellosis  is  excellent,  if  a 
prolonged  course  of  therapy  is  given.  Several 
antibiotics  have  been  demonstrated  to  be 
effective.  The  current  recommendations  call 
for  Tetracycline  500  mg.  orally  four  times  daily 
on  Days  1 through  45  with  Streptomycin  1 
gram  intramuscularly  given  on  Days  1 through 
6 and  8 through  13.  Only  27c  will  relapse  with 
this  therapeutic  protocol.^ 

Conclusion 

Brucellosis,  although  uncommon,  should  be 
in  the  differential  of  the  Nebraska  physician 
presented  with  a patient  with  symptoms  of 
fever,  chills,  weakness  and  lymphadenopathy. 
If  the  patient  has  had  recent  exposure  to 
animal  tissue,  especially  swine  or  cattle,  the 
index  of  suspicion  should  be  high.®  Our 
patient’s  exposure  most  likely  occurred  with 
evaluating  and  aiding  in  the  delivery  of  calves 
without  wearing  gloves.  Although  atypical  in 
presentation,  our  experience  prompts  us  to 
strongly  encourage  Nebraska  physician  to 
consider  the  diagnosis  of  Brucellosis  in  index 
cases  with  an  appropriate  epidemiologic  set- 
ting and  with  indolent  “viral  like”  symptoms. 
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Cancer  Mortality: 

Excess  and  Trends  in  Nebraska 


Recent  studies  by  Mason  et  al'  - 
detennined  age  adjusted  can- 
cer mortality  rates  for  the 
contiguous  U.S.  for  the  period  1950-1969. 
Variations  in  cancer  mortality  by  geographic 
location  were  quite  striking.  Color  coded  maps 
were  used  to  identify  cancer  mortality  “hot 
spots,”  and  to  encourage  the  investigation  of 
specific  cancers  in  counties  with  excessively 
high  rates.  During  1950-1969  cancer  mortality 
rates  in  Nebraska  were  significantly  elevated 
for  a number  of  sites.  For  example,  colon 
cancer  in  white  males  was  elevated  in  Douglas, 
Butler,  Lancaster,  and  Saline  counties.  Colon 
cancer  in  white  females  was  elevated  in  Butler, 
Colfax,  York,  Richardson,  Johnson,  Otoe,  and 
Cass  counties.  Cancer  of  the  esophagus  in 
m.ales  was  elevated  in  Douglas  and  Sarpy 
counties  combined.  Lung  cancer  in  white 
males  was  significantly  elevated  but  not  in  the 
top  10  percent  of  rates  (considering  the  U.S.  as 
a whole)  in  Douglas  County.  This  paper 
presents  the  results  of  recalculating  the  cancer 
mortality  rates  in  Nebraska  for  a more  recent 
time  period.  The  principal  aim  was  to  assess 
which  cancer  sites  and  counties  remained 
consistently  significantly  high. 

MATERIALS  AND  METHODS 

Cancer  mortality  rates  were  calculated  for 
16  cancer  sites  for  each  of  the  93  counties  in 
Nebraska,  and  for  21  cancer  sites  for  each  of 
the  9 county  groups.  These  county  groups  are 
the  same  as  the  U.S.  Bureau  of  Economic 
Analysis’  State  Economic  Areas  (SEA’s); 
namely,  one  county  or  a group  of  contiguous 
counties  with  similar  economic  and  social 
characteristics  (see  Appendix  Table  Al).  I’he 
basis  for  grou[)ing  sites  according  to  either 
individual  county  or  county  group  was  to 
provide  consistency  with  the  1950-1969  study 
by  Mason  et  al.  J'he  same  boundaries  were 
used  for  county  groups  as  in  Mason’s  study. 

File  data  weie  restricted  to  white  male  and 
female  residents  of  Nebraska.  Age,  sex,  and 
site  specific  mortality  rates  were  calculated 
using  18  age  categories  (0-4,  5-9  . . . 75-79, 
80-84,  and  85  and  over).  J’he  population 
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chosen  for  the  denominator  of  the  specific 
rates  was  obtained  either  from  the  1970  U.S. 
Census  (for  the  1968-1972  deaths)  or  from  a 
1975  U.S.  census  bureau  estimate  (for  the 
1973-1977  deaths)  made  available  by  the 
National  Cancer  Institute.  The  three  digit 
death  coding  format  for  underlying  cause  of 
death  was  based  on  the  International  Classifi- 
cation of  Diseases  Adaj)ted  for  Use  in  the 
United  States,  Eighth  Revision  (ICDA-8),' 
after  checking  for  comparability  with  ICD-6 
used  by  Mason  et  al. 

Age  adjusted  mortality  rates  were  calculated 
using  the  direct  method,  applying  age,  sex, 
race  and  site  specific  county  and  county  group 
rates  to  the  total  1960  U.S.  population  (all 
races,  sex  specific).  If  the  rate  foi-  a county  (or 
county  group)  minus  two  standard  deviations 
did  not  overlap  with  the  state  rate  plus  tw'o 
standard  deviations,  a statistically  significant 
(p  < 0.05)  elevated  rate  was  indicated.  The 
method  used  was  generally  the  same  as  that  of 
Mason. 

For  each  county  and  county  group,  com- 
parisons were  made  to  the  1960  age  adjusted 
U.S.  rate  using  1973-1977  deaths.  Standard 
deviations  for  the  1973-1977  U.S.  mortality 
rates  are  not  yet  available.  Hence,  state 
standard  deviations  were  used  as  a substitute 
for  U.S.  standard  deviations  when  comparison 
was  made  to  elevated  county  or  county  group 
rates. 

Uounties  with  elevated  lates  in  1950-1969 
wei'e  compared  with  the  results  for  1968-1972 
and  1973-1977  to  see  if  they  remained 
consistently  high  for  the  same  cancers.  J'rends 
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for  selected  cancer  sites  were  reviewed  for  the 
State  as  a whole. 

RESULTS 

The  consistently  significantly  elevated  (and 
in  the  top  10  percent  of  rates  nationally  in 
1950-1969)  findings  for  Nebraska  were; 

1)  total  cancer  in  males  in  Douglas  County  and; 

2)  cancer  of  the  esophagus  in  males  in  State 
Economic  Area  (SEIA)  2,  which  is  Douglas  and 
Sarpy  counties  combined.  No  cancers  were 
consistently  elevated  for  females.  The  total 
number  of  while  male  esophageal  cancer 
deaths  in  Nebraska  was  309  during  1968-1977. 
Of  this  total.  109  occurred  in  Douglas  and 
Sarpy  counties.  The  age  adjusted  mortality 
rate  was  6.4  per  100,000  per  year  in  State 
Economic  Area  2,  65.1  percent  higher  than  the 
rate  for  the  U.S.  Most  of  the  deaths  occurred 
in  Douglas  County. 

Colon  cancer  in  males  is  still  elevated, 
though  not  significantly  so,  in  three  counties 
(see  Table  A2  for  all  non-significantly  elevated 
results).  Elevations  are  7 percent  in  Douglas, 
(154  deaths).  6 percent  in  Lancaster  (75 
deaths),  and  60  percent  in  Butler  County  (12 
deaths).  In  females,  3 counties  have  elevated 
ratios  for  colon  cancer.  These  include  19 
percent  in  Richardson  (13  deaths),  28  percent 
in  Colfax  (14  deaths),  and  135  percent  in 
Johnson  (11  deaths).  Total  cancer  for  females 
in  Douglas  County  is  non-significantly  elevated 
at  4 percent  (1,466  deaths). 

Lung  cancer  in  males  in  Douglas  County  was 
significantly  elevated  but  not  in  the  top  10 
percent  of  rates  nationally  in  1950-1969  and 
was  significantly  elevated  above  the  U.S. 
average  in  1973-1977  (562  deaths;  rate  ele- 
vated 16  percent).  Multiple  myeloma  is  now 
signficantly  elevated  by  60  percent  in  SEA  2 
for  males  (35  deaths).  Considering  the  state  as 
a whole,  the  mortality  rate  for  multiple 
myeloma  in  males  is  now  significantly  elevated 
(by  about  54  percent)  over  the  national 
average.  There  are  no  new  significantly  ele- 
vated findings  for  females. 

Tables  1 and  2 show  lung  cancer  mortality 
trends  for  selected  Nebraska  counties  for 
males  and  females,  respectively.  The  state  rate 
for  white  male  lung  cancer  is  about  20  percent 
lower  than  the  U.S.  rate.  Although  Dakota 
County  had  the  same  white  male  lung  cancer 


mortality  rate  as  Douglas  County  in  1950- 
1969,  its  rate  was  not  significantly  elevated 
because  it  had  fewer  cases  (47  versus  1,223). 
In  1973-1977,  Dakota  County’s  rate  was 
elevated  about  16  percent  above  that  for  the 
L.S.  Again,  because  of  fewer  deaths  than 
Douglas  County  (23  versus  562),  its  rate  was 
not  significantly  elevated. 

For  males,  the  rates  of  increase  of  lung 
cancer  mortality  over  15  years  for  the  selected 
counties  are  similar  to  that  of  the  U.S., 
although  the  rate  of  increase  for  the  state  as  a 
whole  is  somewhat  higher  than  the  U.S.  (78.7 
percent  versus  63.9  percent). 

For  females,  Douglas  County  is  above  the 
state  and  U.S.  average  but  not  significantly. 
The  rates  of  increase  are  not  too  dissimilar 
from  that  of  the  U.S.  except  for  Lancaster 
County,  which  is  low,  and  Douglas  and  Sarpy 
counties  which  are  high.  The  rate  of  increase  in 
females  in  Sarpy  county  is  210  percent  greater 
than  that  of  the  U.S.,  with  the  greatest  part  of 
the  increase  occurring  in  the  1973-1977 
period.  The  number  of  deaths  in  Sarpy  County 
is  small,  however,  leading  to  rate  instability. 
For  males,  the  rate  of  increase  in  Sarpy  County 
is  below'  that  of  the  U.S. 

Tables  3 and  4 show  statewide  trends  in 
cancer  mortality  rates  for  selected  sites  in 
males  and  females,  respectively.  The  cancers 
listed  comprise  about  75  percent  of  total 
cancer  mortality  in  the  state.  For  both  sexes, 
lung  cancer  and  multiple  myeloma  rates  are 
increasing  most  rapidly,  while  stomach  cancer 
shows  the  greatest  rate  decrease. 

DISCUSSION 

The  only  consistently  high  statistically  sig- 
nificant mortality  rates  found  in  Nebraska 
during  both  1950-1969  and  1968-1977  are 
total  cancer  in  white  males  in  Douglas  County 
and  esophageal  cancer  in  males  in  State 
Economic  Area  2 (predominantly  Douglas 
County).  Upon  examining  the  esophageal 
cancer  death  certificates,  it  was  ascertained 
that  approximately  10  percent  had  meat 
packing  listed  either  as  occupation  or  industry. 
The  proportion  of  individuals  previously  work- 
ing in  this  industry  compared  to  Douglas 
County’s  other  industries  is  not  available  at 
this  time.  Further  analysis  revealed  most  cases 
to  be  located  on  the  east  side  of  Omaha,  in 
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lower  socio-economic  status  census  tracts.^ 
Possible  risk  factors  among  whites  for  esopha- 
geal cancer  (other  than  increasing  age)  in- 
clude:' cigarette  smoking,  alcohol  (content  > 
12  percent  or  contaminated),  low  vegetable 
and  fruit  intake,  nitrosamines,  and  tannins 


(coloring  or  dyeing  agents).  Individuals  of  Wsh 
and  Polish  first  generation  may  be  susceptible. 

Risk  factors  among  whites  for  colon  cancer 
include:  foods  low  in  fiber  and  high  in  animal 
protein  and  fat,  nitrosamines,  ulcerative  colitis. 


TABLE  1 


Age  Adjusted^  Lung  Cancer^  Rates  in  Selected  Nebraska  Counties 
For  White  Males:  1950-1969,  1968-1972,  and  1973-1977 


1950  - 1969  1 968-1972  1 973  - 1977  Percent  Change  in 

Number  Average  Annual  Number  Average  Annual  Number  Average  Annual  the  Average  Annua 


County  of 
Residence 

of 

Deaths 

Death  Rate 
Per  100,000 

of 

Deaths 

Death  Rate 
Per  100,000 

of 

Deaths 

Death  Rate 
Per  100,000 

Death  Rate 
Over  15  Years 

Douglas 

1,223 

42.5* 

456 

59.8 

562 

72.6* 

70.8 

Dakota 

47 

42.5 

25 

82.9 

23 

72.1 

69.6 

Lancaster 

383 

29.6 

155 

44.9 

172 

47.9 

61.8 

Sarpy 

53 

33.8 

38 

63.7 

34 

52.7 

55.9 

Hall 

132 

33.3 

62 

54.9 

80 

54.3 

63.1 

State 

4,142 

27.7 

1,701 

43.5 

1,956 

49.5 

78.7 

U.S. 

571,226 

38.0 

N/A 

N/A 

285,127 

62.3 

63.9 

a 

Total  1960  U.S.  population  (all  races  and  both  sexes  combined). 

*^8th  Revision  ICDA:  Code  162. 

6th  Revision  ICDA:  Code  162,  163. 

♦County  rate  significantly  elevated  (p<0.05)  above  U.  S.  rate. 

N/A  Not  Available 

TABLE  2 

Age  Adjusted^  Lung  Cancer^  Rates  in  Selected  Nebraska  Counties 
For  White  Females:  1950-1969,  1968-1972,  and  1973-1977 


1 950  - 1 969 

1%8-1972 

1973  - 1977 

Percent  Change  in 

Number 

Average  Annual 

Number 

Average  Annual 

Number 

Average  Annual 

the  Average  Annual 

County  of 

of 

Death  Rate 

of 

Death  Rate 

of 

Death  Rate 

Death  Rate 

Residence 

Deaths 

Per  100,000 

Deaths 

Per  100,000 

Deaths 

Per  100,000 

Over  1 5 Years 

Douglas 

197 

5.8 

100 

10.1 

182 

17.6 

203.4 

Dakota 

7 

6. 1 

4 

11.9 

6 

13.4 

119.7 

Lancaster 

99 

5.8 

29 

6. 1 

56 

11.4 

96.6 

Sarpy 

5 

2.8 

3 

4.7 

14 

15.1 

439.3 

Hall 

18 

3.9 

10 

7.5 

13 

9.0 

130.8 

State 

793 

4.7 

327 

7.  1 

508 

10.7 

127.7 

U.S. 

108,326 

6.3 

N/A 

N/A 

86,455 

15.2 

141.3 

^Total  1960  U.S.  population  (all  races  and  both  sexes  combined). 

*’8th  Revision  ICDA:  Code  162. 

6th  Revision  ICDA:  Code  162,  163. 

N/A  Not  Available 
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vitamin  A deficiency,  familial  multiple  adeno- 
matous polyposis  coli,  hereditary  non-poly- 
posis coli  (cancer  family  syndrome),  and 


hereditary  site  specific  colon  cancer.  Immi- 
grants from  Ireland  may  be  at  higher  risk. 

Shallow  ground  water  in  the  Platte  Valley 


TABLE  3 

Trends  in  Statewide  Nebraska  Cancer  Mortality  Rates.  Males. 
Selected  Sites.  (Aqe  Adjusted,  Sexes  Combined) 


1950-1969 

1973-1977 

Number 

Average  Annual 

Number 

Average  Annual 

Percent  Change  in 

of 

Death  Rate 

of 

Death  Rate 

the  Average  Annual 

Site 

Deaths 

Per  100,000 

Deaths 

Per  100,000 

Death  Rate 

Total 

23,955 

157.5 

7,125 

172.8 

9.7 

Multiple  Myeloma 

290 

1.9 

162 

3.9 

105.3 

Lung 

4,142 

27.7 

1,956 

49.5 

78.7 

Brain 

662 

4.8 

218 

6.1 

27.1 

Esophagus 

487 

3.2 

154 

3.9 

21.9 

Lymphosarcoma  and 
Reticulosarcoma 

713 

4.8 

215 

5.4 

12.5 

Bladder 

867 

5.5 

265 

6.0 

9.1 

Colon 

2,568 

16.6 

765 

17.9 

7.8 

Pancreas 

1,456 

9.5 

378 

9.1 

-4.2 

Leukemia 

1,446 

9.8 

385 

9. .2 

-6.1 

Prostate 

3,038 

19.0 

774 

16.7 

-12.1 

Stomach 

2,478 

15.9 

326 

7.7 

-51.6 

TABLE  4 

Trends  in  Statewide  Nebraska  Cancer 

Mortality 

Rates . Females . 

Selected  Sites.  (Age  Adjusted,  Sexes 

Combined) 

1950-1969 

1973-1977 

Number 

Average  Annual 

Number 

Average  Annual 

Percent  Change  in 

of 

Death  Rate 

of 

Death  Rate 

the  Average  Annual 

site 

Deaths 

Per  100,000 

Deaths 

Per  100,000 

Death  Rate 

Total 

20,736 

123.8 

6,081 

115.4 

-6.8 

Lung 

793 

4.7 

508 

10.7 

127.7 

Multiple  Myeloma 

246 

1.5 

115 

2.1 

40.0 

Lymphosarcoma  and 
Reticulosarcoma 

583 

3.5 

231 

4.4 

25.7 

Brain 

448 

3.2 

149 

3.7 

15.6 

Pancreas 

1,046 

5.9 

362 

6.2 

5.1 

Breast 

3,948 

24.6 

1,163 

24.1 

-2.0 

Leukemia 

999 

6.3 

324 

5.9 

-6.3 

Colon 

3,000 

17.1 

901 

15.3 

-10.5 

Corpus  Uteri 

909 

5.4 

213 

3.9 

-27.8 

Bladder 

366 

2.0 

84 

1.3 

-35.0 

Cervix  Uteri 

938 

6.1 

152 

3.2 

-47.5 

Stomach 

1,404 

7.7 

214 

3.4 

-55.8 
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has  been  found  contaminated  with  nitrate- 
nitrogen  (NO3-N)  concentrations  ranging  from 
0.1  to  33  milligrams  per  liter.  The  study  area 
included  Buffalo  and  Hall  counties.  Spalding 
and  Exner''  note  that  the  highest  concentra- 
tions occur  downgradient  from  cultivated  and 
irrigated  fields.  Both  Butler  and  Colfax  coun- 
ties are  several  miles  downstream  from  where 
these  groundwater  measurements  were  made 
and  are  directly  across  from  each  other  on 
opposite  sides  of  the  Platte  River.  Johnson 
and  Richardson  Counties  are  drainages  of  the 
Nemaha  river,  where  10-20  or  higher  milli- 
grams per  liter  of  nitrate-nitrogen  has  been 
found.  While  nitrates  can  serve  as  a base  for 
nitrosamine  generation,  there  is  insufficient 
data  herein  to  draw  any  conclusions  regarding 
cause  and  effect  relationships. 

Although  lung  cancer  in  males  was  signifi- 
cantly high  in  Douglas  County  for  the  1950- 
1969  period,  it  was  not  in  the  top  10  percent 
for  rates.  In  1973-1977  it  was  again  signifi- 
cantly elevated  but  it  is  uncertain  whether  it  is 
in  the  top  10  percent  for  rates.  This  finding  of 
excess  lung  cancer  in  an  urban  area  is  not 
unusual. 

Burmeister’  found  excess  cancer  mortality 
for  lip,  stomach,  prostate,  leukemia,  lymphatic, 
and  multiple  myeloma  in  Iowa  farmers..  After 
lip  cancer,  the  largest  risk  ratio  was  for 
multiple  myeloma  — rate  elevated  in  farmers 
by  85  percent.  Similar  findings  were  noted  by 
Burmeister  in  Washington  State  farmers. 
Caldwell  et  aP  found  an  increased  incidence  of 
leukemias  and  lymphomas  in  a six  county  area 
of  Nebraska  during  1957-1967.  The  calculated 
rate  was  approximately  double  that  expected. 
In  1950-1969,  Mason  et  al  found  a statistically 
significantly  elevated  rate  (but  not  in  the  top 
10  percent  of  rates)  for  leukemia  in  white 
males  in  SEA  9 and  SEA  2.  Four  of  the 
counties  investigated  by  Caldwell  et  al  are  in 
SEA  9.  Mason  et  al  also  found  a statistically 
signficantly  elevated  rate  (and  in  the  top  10 
percent  of  rates)  for  lymj)hosarcoma  in  white 
females  in  Lancaster  County  and  SEA’s  5 and 
8.  However,  for  the  1973-1977  period  covered 
by  this  study,  there  were  no  consistently 
significant  excesses  found  for  leukemia,  lym- 
phosarcoma and  reticulosarcoma,  lip,  or  pro- 
state cancer. 

Unlike  the  1950-1969  NCI  study,  this 
investigation  used  Code  162  foi-  lung  cancer. 


and  did  not  include  Code  163.  Code  163  is 
unspecified  as  to  primary  or  secondary  site  in 
the  6th  revision.  There  is  good  comparability 
in  death  certificate  coding  for  primary  site  lung 
cancer  between  the  time  periods  studied.  Part 
of  the  statewide  trends  in  selected  cancer  sites 
can  be  accounted  for  by  changes  in  coding 
practices  between  the  two  revisions.  The 
population  used  herein  was  that  measured  in 
1970  and  estimated  for  1975,  not  the  sum  of 
the  twenty  year’s  population  used  by  NCI.  The 
principal  method  of  age  adjustment  used 
herein  was  sex  specific,  although  when  com- 
parison was  made  to  Mason’s  data,  both  sexes 
were  combined. 

It  would  be  useful  to  obtain  the  1973-1977 
cancer  rates  needed  to  qualify  each  site  to  be 
in  the  top  10  percent  nationally.  Although  such 
rates  have  been  calculated  herein  for  Ne- 
braska, they  are  not  readily  available  for  the 
entire  U.S.  The  acquisition  of  national 
standard  deviations  for  the  period  1973-1977 
would  also  be  desirable.  The  use  of  Nebraska’s 
state  standard  deviation  as  a substitute  may 
create  false  negatives. 

The  approach  used  in  this  study  to  find 
statistically  significant  elevation  by  site  is  a 
conservative  one.  Cancer  sites  remaining  sta- 
tistically significant  in  both  time  periods 
(p  < 0.05  in  both  1950-1969  and  1973-1977 
equals  p < 0.05-,  or  p < 0.0025  assuming  inde- 
pendence), are  considered  to  be  of  highest 
priority  for  further  investigation.  However,  this 
method  is  probably  not  the  most  useful  one  for 
identifying  excesses  of  the  rarest  tumors,  since 
deaths  over  a five  year  period  may  yield  too 
few  cases  in  a given  county  or  county  group, 
resulting  in  a large  standard  deviation. 

One  might  question  the  degree  to  which  a 
cancer  mortality  rate  excess  in  this  study  is  a 
reliable  indicator  of  an  incidence  rate  excess. 
Incidence  data  is  preferred  because  it  is  a 
better  measure  of  risk  than  mortality,  par- 
ticularly for  cancers  with  a low  case  fatality 
rate.  However,  Nebraska  does  not  have  inci- 
dence data  available  for  the  entire  population 
of  the  state.  In  a separate  study,  comparisons 
of  excess  mortality  with  excess  incidence  in 
Iowa  — which  has  a statewide  cancer  registry 
— revealed  some  congruence  for  lung,  colon, 
and  total  cancer.  Excesses  of  mortality  or 
incidence  for  cancer  of  the  esophagus  were  not 
found  in  Iowa.  Hence,  direct  comparisons  for 
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congruence  were  not  possible  for  this  cancer 
site.  However,  correlation  of  incidence  rates 
with  mortality  rates  for  esophageal  cancer 
throughout  Iowa  was  quite  good.  Considerable 
caution  needs  to  he  exercised,  however,  in 
extrapolating  Iowa’s  results  to  any  other  state, 
including  Nebraska. 

SUMMARY 

Analysis  of  cancer  mortality  for  white 
residents  of  Nebraska  was  completed  for  93 
counties  and  9 county  groups  for  the  periods 
1968-1972  and  1973-1977.  Comparison  was 
made  to  previously  published  results  (NCI, 
1950-1969).  Sixteen  cancer  sites  were  evalu- 
ated by  county  and  21  cancer  sites  were 
evaluated  by  county  group.  Selected  cancer 
sites  were  evaluated  for  the  State  as  a whole. 
Data  was  age  adjusted  using  the  total  1960 
U.S.  population  as  the  standard.  Cancers 
significantly  high  in  both  time  periods  include 
esophageal  cancer  in  males  in  Omaha.  Colon 
cancer  is  no  longer  statistically  significantly 
elevated  in  Nebraska  counties.  Lung  cancer  is 
significantly  elevated  in  males  in  Douglas 
County.  Considering  the  state  as  a whole, 
multiple  myeloma  is  now  significantly  elevated 
in  males. 
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APPENDIX 

TABLE  A1 

Listing  of  County  Croups,  Including  Federal 
County  Identification  Codes,  Nebraska 

1.  Lancaster  (109) 

2.  Douglas  (055),  Sarpy  (1 53) 

3.  Cedar  (027),  Dixon  (051),  Dakota  (093),  Wayne  (179),  Thurston  (173), 
Cuming  (039),  Burt  (021),  Dodge  (053),  Washington  (177) 

4.  Saunders  (155),  Cass  (025),  Otoe  (131),  Gage  (067),  3ohnson  (097), 
Nemaha  (127),  Pawnee  (133),  Richardson  (147) 

5.  Scotts  Bluff  (157),  Box  Butte  (013),  Banner  (007),  Morrill  (123),  Kimball 
(105),  Cheyenne  (033),  Deuel  (049),  Keith  (101),  Perkins  (135),  Chase 
(029) 

6.  Adams  (001),  Clay  (035),  Fillmore  (059),  Saline  (151),  Hamilton  (081), 
York  (185),  Seward  (159),  Polk  (143),  Butler  (023),  Thayer  (169), 
Jefferson  (095) 

7.  Hayes  (085),  Frontier  (063),  Gosper  (073),  Phelps  (137),  Kearney  (099), 
Dundy  (057),  Hitchcock  (087),  Red  Willow  (145),  Furnas  (065),  Harlan 
(083),  Franklin  (061),  Webster  (181),  Nuckolls  (129) 

8.  Sioux  (165),  Dawes  (045),  Sheridan  (161),  Cherry  (031),  Keya  Paha 
(103),  Brown  (017),  Rock  (149),  Holt  (089),  Garden  (069),  Grant  (075), 
Hooker  (091),  Thomas  (171),  Arthur  (005),  McPherson  (1 17),  Logan 
(113) 

9.  Boyd  (015),  Knox  (107),  Antelope  (003),  Pierce  (139),  Blaine  (009), 

Loup  (115),  Garfield  (071),  Wheeler  (183),  Boone  (011),  Madison  (119), 
Stanton  (167),  Custer  (041),  Valley  (175),  Greeley  (077),  Sherman  (163), 
Howard  (093),  Nance  (125),  Platte  (141),  Colfax  (037),  Merrick  (121), 
Lincoln  (11 1),  Dawson  (047),  Buffalo  (019),  Hall  (079) 
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TABLE  A2 


TABLE  A2  (continued) 


Non-Significantly  Elevated 
Cancer  Sites  in  Nebraska 

I97:i-77  Ratio  of  Monaliiy 
Kates  (age  adjusted,  all 

County  or  sex  spenfici 


Sex 

Site  County  Group  (SEA) 

County/U.S. 

Male 

Stomach 

Dixon 

1.16 

(4)  • 

Colon 

Douglas 

1.07 

(154) 

Butler 

1.60 

(12) 

Lancaster 

1.06 

(75) 

Other  mouth 
and  throat 

SEA  2 

1.23 

(45) 

Thyroid 

SEA  2 

1.27 

(3) 

Connective 

Tissue 

SEA  5 

1.40 

(3) 

Hodgkin's 

Disease 

SEA  2 

1.39 

(17) 

Multiple 

Myeloma 

SEA  3 

1.30 

(12) 

•Numbers 

in  parenthesi 

s refer  to  the  frequency 

of  deaths 

during 

1973-1977  in  each  County  or  County  Group. 


Sex 

Site 

County  or 

County  Group  (SEA) 

197  T77  Ratio  of  Mortalit; 
Rates  (age  adjusted,  all 
races,  sex  specific) 
County/U.S. 

Female 

Total 

Douglas 

1.04 

(1,466) 

Stomach 

Dixon 

1.73 

(2) 

Colon 

Colfax 

1.28 

(14) 

Richardson 

1.19 

(13) 

Johnson 

2.35 

(11) 

Breast 

Burt 

1.31 

(11) 

Ovary 

Douglas 

1.21 

(107) 

Senders 

1.69 

(10) 

Salivary 

Glands 

SEA  7 

1.80 

(2) 

Other  Endo- 
crine Glands 

SEA  3 

2.10 

(1) 

Multiple 

Myeloma 

SEA  7 

1.86 

(12) 

•Numbers  in  parenthesis  refer  to  the  frequency  of  deaths  during 
1973-1977  in  each  County  or  County  Group. 


Severe  Hypoglycemia  Complicating 
Disopyramide  (Norpace)  Therapy. 
A Case  Report. 


Disopyramide  (Norpace)  has 

gained  wide  use  as  an  anti- 
arrhythmic  agent.  Anticholin- 
ergic side  effects  have  been  most  frequently 
noted.  The  Physicians’  Desk  Reference  carries 
mention  of  rare  hypoglycemia.'  Goldberg,  et  al, 
reported  severe  hypoglycemia  in  an  88  year  old 
female  receiving  disopyramide.^  Cessation  of 
the  drug  was  accompanied  by  the  return  of 
blood  glucose  levels  to  normal.  Re-challenge 
with  disopyramide  reproduced  hypoglycemia. 
Quevedo,  et  al,  reported  two  instances  of 
severe  hypoglycemia  in  a 72  year  old  female 
and  a 72  year  old  male."  Hypoglycemia  cleared 
in  each  with  termination  of  disopyramide 
administration.  One  became  hypoglycemic 
later  after  accidentally  reinstituting  diso- 
pyramide. Taketa  and  Yamamoto  reported  a 
case  of  a 41  year  old  male  diabetic  in  whom  50 
units  of  Lente  insulin  were  required  to  control 
his  diabetes.''  After  the  addition  of  200  mgs  of 
disopyramide  daily,  the  insulin  requirements 


JOHN  D.  HARTIGAN,  M.D.* 

fell  to  20  units  daily.  When  disopyramide  was 
stopped,  the  daily  insulin  requirements  rose 
abruptly  to  50  units  again. 

Case  Report 

An  86  year  old  female  was  admitted  to 
Bergan  Mercy  Hospital  with  pneumonia  in  the 
left  lower  lobe.  The  history  indicated  a febrile 
illness  of  four  days  duration.  She  had  been 
receiving  digoxin,  0.25  mg  daily;  dyazide,  one  a 
day;  and  disopyramide,  100  mgs  four  times 
daily  for  a year  to  control  recurrent  atrial 
flutter. 

•Request  reprints  sent  to:  .John  D Hartigan,  M.D.  Bergan  Mercy 
Medical  Building.  7710  Mercy  Road.  Suite  601.  Omaha.  Nebraska  68124. 
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Physical  examination  disclosed  a well  de- 
veloped, well  nourished,  alert,  pleasant,  elderly 
female.  Blood  pressure  was  110/70  mmHg. 
The  pulse  rate  was  96  and  the  temperature 
was  103.4  F.  Examination  of  the  lungs 
disclosed  fine  and  coarse  rales  on  inspiration 
and  expiration  in  the  lower  left  chest.  The 
breath  sounds  were  slightly  diminished  over 
this  area.  The  heart  was  normal  in  size.  There 
was  a grade  II  systolic  apical  murmur.  There 
was  no  gallop  or  rub.  The  remainder  of  the 
general  physical  examination  was  unrevealing. 

Laboratory  findings  included  the  following: 
Hgb  12.3  gm%:  RBC  3,980,000  per  mm"; 
W’BC  15,800  per  mm^,  with  707c  segs  and  247c 
bands.  Urinalysis  was  within  normal  limits. 
Serum  electrolytes  were:  Sodium  120  meq/L; 
chloride  87  meq/L;  potassium  3 meq/1;  blood 
sugar  66  mg%;  and  BUN  34  mg7c.  The  chest 
X ray  disclosed  infiltration  of  the  low-er  left 
lung,  obscuring  the  left  lower  border  of  the 
heart.  An  electrocardiogram  disclosed  in- 
complete right  bundle  branch  block. 

Dyazide  was  stopped,  and  oral  Erythromy- 
cin begun  (0.5  Gm.  every  6 hours),  after 
sputum  specimens  were  obtained  for  gram 
stain  and  culture.  Digoxin  and  disopyramide 
were  continued;  the  digoxin  level  was  1.6 
ng/ml.  Her  temperature  became  normal  during 
the  second  hospital  day. 

.418 


l\ 

100  / 


Figure  1.  Blood  glucose  levels  during  early 
hospitalization. 


On  the  third  day,  blood  studies  again  noted 
the  low  serum  electrolytes,  and  a blood  sugar 
of  37  mg%  (Figure  1).  The  patient’s  sensorium 
was  clear.  However,  by  afternoon  she  was 
difficult  to  arouse  and  her  breathing  was 
stertorous.  Her  temperature  was  98.6  F.  The 
blood  sugar  was  27  mg%,  sodium  was  122 
meq/L,  potassium  2.8  meq/L,  and  chlorides 
were  95  meq/L.  Serum  insulin  was  42  uU/mL 
(normal  0-25  uU/mL).  Serum  disopyramide 
was  5.4  ng/ml  (therapeutic  level  2. 0-4.0  ng/ml). 
Blood  gases  were:  pH  7.46;  PC02  33  mmHg; 
P02  59  mmHg  (breathing  40%  O2). 

Fifty  grams  of  glucose  were  given  intra- 
venously, She  had  received  neither  insulin  nor 
hypoglycemic  agents.  Ten  percent  glucose  in 
normal  saline  (with  added  potassium)  was 
begun  at  100  cc/hour.  Ninety  minutes  later, 
the  blood  sugar  was  67  mg%  and  the  patient 
was  responsive.  Three  hours  later,  the  blood 
sugar  was  418  mg%;  intravenous  glucose  and 
disopyramide  were  discontinued.  The  follow- 
ing day,  the  blood  sugar  was  65  mg%,  Na  128 
meq/L,  Cl  99  meq/L,  and  K was  2.7  meq/L. 
The  patient  was  alert  and  comfortable. 

The  patient  slowly,  steadily  improved. 
Sputum  cultures  produced  Klebsiella  pneu- 
moniae. A standard  glucose  tolerance  test 
done  on  the  17th  hospital  day  was  normal.  On 
the  19th  hospital  day,  with  the  patient  fasting, 
400  mgs  disopyramide  was  given,  and  the 
blood  sugar  determinations  were  done  hourly 
(Figure  2). 


Hours  After  Oral  Administration 
of  400  mg  Disopyramide 

Figure  2.  Blood  glucose  levels  done  hourly  after 
oral  administration  of  disopyramide. 
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Blood  sugar  fell  from  94  mg%  at  fasting  level 
to  66  mg%  three  hours  after  administration  of 
400  mg  of  disopyramide.  She  was  asympto- 
matic. The  serum  in^alin  at  the  beginning  of 
disopyramide  tolerance  test  was  7 uU/ml,  and 
at  three  hours,  was  5 uU/ml.  The  test  was 
stopped  and  food  given.  She  was  discharged 
home  three  days  later  without  symptoms.  No 
further  episodes  of  hypoglycemia  have  oc- 
curred since  stopping  disopyramide. 

Discussion 

This  case  is  the  fifth  case  reported  in  which 
hypoglycemia  occurred  during  disopyramide 
therapy.  Four  of  these  cases  did  not  have 
diabetes  and  were  not  receiving  either  insulin 
or  oral  hypoglycemic  agents.  One  was  an 
insulin-dependent  diabetic  whose  insulin  re- 
quirements fell  markedly  during  disopyramide 
therapy.  His  insulin  requirements  rose  after 
cessation  of  the  disopyramide.  Four  of  the 
subjects,  including  our  patient,  were  elderly. 
The  nutritional  status  in  three  was  poor  at  the 
inception  of  disopyramide  therapy.  In  them, 
the  fall  in  blood  sugar  levels  occurred  shortly 
after  beginning  disopyramide. 

In  the  case  presented,  disopyramide  had 
been  tolerated  well  for  a year.  However,  during 
an  acute  febrile  illness  and  concurrent  low 
caloric  intake,  the  patient  developed  severe 
hypoglycemia.  The  insulin  level  was  elevated 
at  the  time  of  the  lowest  blood  sugar;  this  has 
not  been  the  usual  finding.  Serum  insulin 
levels  during  the  disopyramide  tolerance  test 
did  not  rise  as  the  blood  sugar  levels  fell. 


Impaired  glycogenolysis,  increased  tissue  utili- 
zation of  glucose,  and  impaired  autonomic 
nervous  system  response  to  hypoglycemia 
have  been  suggested  as  possible  causal  factors 
in  the  disopyramide-induced  hypoglycemia. 
However,  the  exact  mechanism  is  not  settled. 

This  case  is  reported  to  draw  attention  to 
the  lurking  danger  of  hypoglycemia  during 
disopyramide  therapy.  Advanced  years  and 
poor  nutrition  seem  to  increase  the  risk  of 
hypoglycemia. 

Summary 

This  case  report  emphasizes  the  possibility 
of  hypoglycemia  associated  with  the  use  of 
disopyramide.  Review  of  the  literature  dis- 
closed but  four  previously  reported  instances. 
The  present  report  described  an  elderly 
female  who  tolerated  disopyramide  for  a year, 
then  developed  life  threatening  hypoglycemia 
when  pneumonia  and  poor  nutrition  occurred. 
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President's  Page 


FEATURES 


When  this  issue  crosses  your  desk  the 
recently  convened  88th  Session  of  the  Ne- 
braska Legislature  will  be  in  full  swing. 
Committee  hearings  will  be  in  progress  and 
perhaps  there  w'ill  be  some  indication  of  any 
significant  new  legislation  to  be  considered. 

As  always  there  will  be  issues  that  impact 
the  practice  of  medicine.  At  this  time  it  is  not 
possible  to  foresee  what  all  of  these  may  be.  It 
is  known  the  chiropractic  licensure  law  must 
again  be  considered.  Also  other  licensure 
issues  from  several  health  fields  are  expected. 
Additional  issues  such  as  a sales  tax  on  all 
services  will  demand  attention. 

In  any  event  be  assured  our  staff  and 
legislative  representative  will  be  diligently 
working  to  provide  important  counsel  regard- 
ing the  issues  that  affect  the  practice  of 
medicine  and  the  well  being  of  the  patients  we 
serve.  They  will  be  working  in  consort  with  the 
Commission  on  Legislation  and  Legal  Affairs, 
an  outstanding  group  of  dedicated  physicians 
and  auxiliaries  who  devote  much  time  in  our 
interest.  Also  physicians  from  each  legislative 
district  have  been  appointed  or  volunteered  as 
contact  persons  who  are  willing  to  visit  with 
their  senators  on  any  pertinent  matter.  We  are 
very  grateful  for  the  assistance  all  of  these 


persons  provide.  Without  them,  our  voice 
would  be  very  small  indeed. 

As  usual,  the  Nebraska  Medical  Association 
office  will  keep  the  membership  informed 
through  timely  newsletters.  It  is  my  hope  this 
will  be  a good  year  for  organized  medicine  and 
for  all  of  Nebraska. 

Allan  C.  Landers,  M.D.,  President 
Nebraska  Medical  Association 
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Coming  Meetings 


SCIENTIFIC/SKI  MEETING  — The  North- 
western Medical  Association  convenes  for 
its  36th  Annual  Meeting  at  Sun  Valley,  ID, 
from  Feb.  7-11,  1983.  Transplants-implants, 
general  medical  subjects,  ski-injury  pre- 
vention, high-altitude  physiology  and  finan- 
cial planning  will  be  discussed  by  experts. 
Approved  for  10  CME  Category  I credits. 
Registration  3-5  p.m.  on  February  7,  Chall- 
enger Inn,  Sun  Valley.  Non-members  regis- 
tration $100.  For  information,  write  to 
Norman  Christensen,  M.D.,  2456  Buhne 
St.,  Eureka,  CA  95501  or  phone  (707)443- 
2248. 

CANCER  UPDATE  — 1983,  February  17-19, 
Creighton  University  School  of  Medicine, 
The  course  will  stress  the  application  of  the 
latest  developments  in  management  of  Head 
and  Neck,  Breast,  GI,  GU,  Hematologic  and 
GYN  cancer.  Guest  faculty  is  comprised  of 
nationally  recognized  surgical  and  radiation 
oncologists  including  Dr.  John  Bedwinek, 
Washington  University  School  of  Medicine; 
Dr.  Ralph  Benson,  Jr.,  Mayo  Medical 
School;  Dr.  George  Bosl,  Memorial  Sloan- 
Kettering  Cancer  Center;  Dr.  Michael  Cord- 
er.  University  of  Iowa  College  of  Medicine; 
Dr.  Dw'ight  Hanna,  Pittsburgh;  Dr.  Francis 
Major,  University  of  Colorado  Medical 
Center.  The  program  is  addressed  specifical- 
lly  to  surgeons  and  primary  care  physicians 
who  must  make  the  decision  on  the  mode  of 
care  for  their  cancer  patients. 

GOOD  SAMARITAN  HOSPITAL’S  UPDATE 
ON  MEDICINE  — Friday,  February  25, 
1983,  7:00  p.m.  - 10:00  p.m.  and  Saturday, 
February  26,  1983,  8:00  a.m.  - 8:00  p.m.  at 
the  Holiday  Inn,  Kearney,  Nebraska.  The 
program  will  include  a variety  of  presenta- 
tions on  newer  developments  in  medicine. 
There  will  also  be  activities  for  spouses 
and  children.  For  more  information  contact 
Mary  Daake,  Director,  Education  Services. 
(308)  236-4633. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 

OF  MEDICINE,  WINTER  AND  SPRING 

CONTINUING  MEDICAL  EDUCATION 

COURSE  LISTING 

To  register  or  for  further  information  please 
contact  the  Center  for  Continuing  Education, 
UNMC,  42nd  and  Dewey,  Omaha,  Nebraska 
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68105.  (402)  559-4152.  Attention:  Marge 
Adey  or  Roxanne  Pankinon. 

KEYSTONE  SKI  CONFERENCE  “Diagnostic 
Dilemmas,  The  Approach  and  the  Answers” 
February  13-18,  1983,  Keystone  Lodge, 
Keystone,  Colorado.  Registration  Fee 
$250.00,  20  hours,  AAFP  and  AMA  Ap- 
proved. 

INFECTIOUS  DISEASES  OF  INFANTS 
AND  CHILDREN  — March  4,  1983,  Red 
Lion  Inn,  Omaha,  Nebraska.  Registration 
Fee  $250.00.  Guest  speaker  Dr.  Paul  Wehrle, 
President  Elect,  American  Academy  of 
Pediatrics.  6 hours  submitted  for  AMA  and 
AAFP  credit.  Registration  Fee  $75.00. 

32nd  ANNUAL  OB-GYN  COURSE  (co- 
sponsored by  Creighton  School  of  Medicine) 
March  10  and  11,  1983,  Holiday  Inn,  72nd 
and  1-80,  Omaha,  Nebraska.  12  hours  to  be 
approved  by  AMA  & AAFP.  Registration 
Fee  $120.00. 

NEBRASKA  ACADEMY  OF  FAMILY  PHY- 
SICIANS 35TH  ANNUAL  SCIENTIFIC 
ASSEMBLY  — March  11  and  12,  1983, 
Holiday  Inn,  72nd  & 1-80,  Omaha,  Nebraska. 

SURGICAL  MANAGEMENT  OF  CVA’A 
(Circuit  Course,  Hastings,  Nebraska)  March 
16,  1983,  Holiday  Inn,  Hastings,  Nebraska. 
3 hours  of  AMA  & AAFP  credit.  Registration 
Fee  $30.00. 

FAMILY  PRACTICE  REVIEW  (program  is 
offered  two  times)  March  21  - April  1,  1983 
and  May  9-20,  1983  — Center  for  Continu- 
ing Education,  University  of  Nebraska 
Medical  Center.  Approved  for  100  hours  of 
AMA  and  AAFP.  Registration  Fee  $775.00. 

EMERGENCY  MEDICINE  REVIEW  — 
April  18-23,  1983.  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center.  45  hours  of  ACF’P,  AMA  & AAFP 
credit.  Registration  Fee  $475.00. 

HEMATOLOGY  CIRCUIT  COURSE  (Circuit 
Course,  Hastings,  Nebraska)  May  18,  1983. 
Holiday  Inn,  Hastings,  Nebraska.  3 hours  of 
AMA  & AAFP  Credit  to  be  submitted. 
Registration  Fee  $30.00. 

RURAL  EMS  CONFERENCE  (Peter  Kewit 
Conference  Center,  Omaha)  May  18-20, 
1983.  To  be  submitted  for  15  hours  AMA  & 
AAFP  credit  hours.  Registration  Fee  $75.00. 


In  Memoriam 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Maurice  E.  Stoner,  M.D.  (Born  December  25, 
1914  — died  December  7,  1982)  Medical 
Specialty:  Internal  Medicine.  Doctor  Stoner 
was  a 1942  graduate  of  Creighton  University 
School  of  Medicine.  He  was  a member  of 
both  the  American  Medical  Association  and 
the  Nebraska  Medical  Association.  He  is 
survived  by  son,  Jerry;  daughters,  Mrs. 
Steven  Leahy  and  Colleen  Stoner,  all  of 
Omaha;  Mrs.  Stewart  Thornburg,  Mrs. 
Stephen  Hansen;  Mrs.  Stephen  Algya  and 
eleven  grandchildren. 


WashingtoNotes 

(Continued  from  page  12 A) 

Management  and  Budget,  proposed  such  a tax 
when  he  was  a member  of  the  House  of 
Representatives. 

According  to  officials  at  HHS,  the  Treasury, 
and  the  Budget  Office,  a tax  on  a portion  of  the 
health  insurance  provided  to  an  employee  is 
likely  to  be  included  in  the  budget  that 
President  Reagan  sends  to  Congress  in  mid- 
January,  though  the  President  has  not  made  a 
final  decision. 

Congressional  action  would  be  needed  to 
impose  such  a tax.  The  chairman  of  the  Senate 
Finance  Committee,  Sen.  Robert  Dole  (R-KS) 
indicated  last  summer  that  he  was  receptive  to 
the  idea,  but  organized  labor,  the  health 
insurance  industry,  and  the  U.S.  Chamber  of 
Commerce  all  oppose  it.  A number  of  Con- 
gressional Democrats  have  also  spoken  out 
against  it. 

Most  U.S.  health  insurance  is  provided  by 
employers  as  a fringe  benefit.  Under  current 
law,  an  employer  who  pays  health  insurance 
premiums  for  his  employees  can  deduct  the 
payments  as  a business  expense  on  his  tax 
return,  but  the  payments  are  not  counted  as 
taxable  income  for  the  employee. 


Raymond  J.  Wyrans,  M.D.  (Born  June  10, 
1910  — died  November  16,  1982)  — 
Medical  Specialty:  Internal  Medicine. 

Doctor  Wyrans  was  a 1935  graduate  of  the 
University  of  Nebraska  College  of  Medicine. 
He  was  a member  of  both  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association. 


The  proposal  would  require  a worked  to  pay 
income  tax  on  employer  contributions  to 
health  insurance  premiums  above  a certain 
level.  The  precise  ceiling  has  not  been  set,  but 
estimates  are  in  the  range  of  $1,200  to  $2,400 
a year  for  a family  and  $900  to  $1,200  for  an 
individual.  (Employers  spent  an  average  of 
$1,000  in  health  benefits  for  each  employee 
last  year,  according  to  the  U.S.  Chamber.) 

If  the  ceiling  were  set  at  $1,800,  the 
Treasury  could  get  $3.4  billion  in  additional 
federal  income  taxes,  with  the  tax  liability  of 
23  million  taxpayers  increased  by  an  average 
of  $148  each,  according  to  a study  by  the 
National  Center  for  Health  Services  Research, 
a branch  of  the  U.S.  Public  Health  Service. 

If  the  employers’  entire  contribution  were 
taxed,  the  government  would  reap  a bonanza 
— if  enacted  next  year,  workers  would  have  to 
pay  an  additional  $20  billion  in  income  taxes 
and  such  an  increase  in  workers’  taxable 
income  would  also  increase  1983  Social 
Security  payroll  taxes  by  $6.5  billion. 

Such  a drastic  approach  is  considered 
unlikely. 

President  Reagan  has  said  he  will  not  seek  a 
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tax  increase  next  year,  but  Administration 
officials  say  that  the  realth  insurance  tax  can 
be  defended  on  the  grounds  that  it  will  help 
control  the  cost  of  medical  care,  which  in  the 
first  10  months  of  J 982  rose  9.2  percent  — 
double  the  overall  4.5  percent  CPI  rise, 
according  to  the  Bureau  of  Labor  Statistics. 

Feldstein  and  other  economists  believe  that 
the  current  system  gives  employees  more 
insurance  than  they  need  and  encourages  them 
to  use  more  health  care  than  they  require. 

Labor  leaders  strongly  oppose  the  idea.  The 
AFL-CIO  said  it  represents  “unnecessary 
government  intrusion  into  the  collective  bar- 
gaining process”  and  “would  result  in  a loss  of 
insurance  for  many  employees.”  The  Health 
Insurance  Association  of  America  says  a 
nation-wide  limit  on  tax-free  employer  con- 
tributions would  discriminate  against  employ- 
ees who  live  in  high-cost  areas  and  against 
groups  containing  large  numbers  of  older 
workers  — who  usually  have  the  highest 
premiums. 

♦ * * 

The  AMA  has  cautioned  the  Congress  to 
proceed  slowly  in  implementing  a system  for 
prospective  payment  for  hospital  services. 

Joseph  F.  Boyle,  M.D.,  chairman  of  the 
AMA  Board  of  Trustees,  told  a congressional 
committee  that  the  AMA  supported  develop- 
ing and  exploring  payment  systems  for  in- 
stitutions based  on  “predetermined  rates  or 
other  payment  systems  that  create  incentive 
for  facilities  to  be  more  cost-conscious.” 

He  warned,  however,  that  “it  would  be 
inappropriate  to  institute  a radical  change  in 
the  Medicare  and  Medicaid  hospital  reim- 
bursement system  without  assurances  that 
quality  care  will  be  maintained.” 

Dr.  Boyle  also  cautioned  against  implement- 
ing any  full-scale  prospective  payment  system 
“without  experimentation  and  until  ongoing 
projects  have  been  analyzed  to  determine  their 
effects  on  costs  and  quality.” 

Testifying  before  the  health  subcommittee 
of  the  House  Commerce  Committee,  the  AMA 
official  urged  Congress  to  “consider  not  only 
how  much  these  programs  are  designed  to  save 
in  terms  of  dollars  but  also  what  effects  they 


will  have  in  human  terms  and  upon  the  quality 
of  care  that  will  be  available  to  the  American 
people.” 

In  his  testimony.  Dr.  Boyle  emphasized  that 
“decisions  made  in  the  near  future  concerning 
how  hospitals  and  other  providers  are  reim- 
bursed will  have  long-range  implications  on 
access  to  and  the  quality  of  care  for  years  to 
come.” 

Hospitals,  through  their  boards,  administra- 
tors, and  medical  staffs,  are  likely  to  respond 
to  changes  in  the  reimbursement  system  to  try 
to  maintain  access  and  quality  care,  he  said,  if 
hospitals  find  they  are  being  under-reimbursed, 
he  continued,  likely  actions  will  be  shifting 
costs  to  other  payers,  deferring  such  spending 
as  maintenance  (often  leading  to  higher  long- 
term costs),  and  postponing  or  eliminating 
necessary  modernization  and  technological 
improvements,  depriving  patients  of  the  high- 
est quality  of  care. 

“In  extreme  cases,  hospitals  providing  es- 
sential care  could  be  forced  to  close,”  he 
warned. 

Current  data  are  not  adequate  to  confirm 
that  prospective  payment  is  an  appropriate 
nationwide  reimbursement  system,  Dr.  Boyle 
continued.  “We  strongly  urge  that  further 
demonstrations  go  forward  before  any  attempt 
is  made  to  radically  alter  the  manner  in  which 
payment  is  made  for  hospital  care.” 

Lacking,  he  said,  is  detailed  information 
about  what  long-term  changes  would  occur  in 
hospitals  under  a prospective  payment  system. 
“What  do  we  do  if  the  ‘incentives’  change 
behavior  in  a way  that  cuts  costs  but  also 
forces  elimination  of  needed  services  and 
activities?”  he  asked.  “Considerations  such  as 
these  are  best  answered  through  demonstra- 
tion projects  prior  to  the  nationwide  imple- 
mentation of  a new  medicare  reimbursement 
system.” 

Any  such  program,  he  went  on,  should  be 
tested  on  a limited  scale. 

“It  would  be  a major  mistake  to  impose  a 
prospective  payment  system  on  a nationwide 
scale  unless  that  process  had  a successful 
track  record,”  Dr.  Boyle  said. 

“It  is  important  to  determine  not  only 
whether  there  are  short-term  savings  that  may 
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be  generated  by  a prospective  payment  system, 
but  also  whether  the  hospitals  will  continue  to 
be  able  to  provide  quality  care.” 

The  physician  pointed  out  that  while  pro- 
spective payment  systems  could  be  tailored  to 
achieve  cost  savings,  “the  question  of  side 
effects  . . . must  be  considered.”  He  quoted  a 
General  Accounting  Office  report  earlier  this 
year  warning  that  “there  is  a point  when  a 
reduction  in  reimbursement  could  adversely 
affect  access  to  and/or  quality  of  care  for 
beneficiaries.  Also,  if  the  prospective  reim- 
bursement does  not  apply  to  all  payers,  a 
facility  can  have  an  incentive  to  shift  costs  to 
non-covered  payers.” 

Dr.  Boyle  emphasized  that  a proposal  that 
did  not  cover  all  payers  nationwide  might  lead 
to  massive  cost  shifting.  Further,  he  warned, 
an  inadequate  reimbursement  system  could 
foster  a two-tiered  system  of  health  care  in  this 
country,  with  one  level  of  care  for  private-pay 
patients  and  the  other  level  of  care  for  public 
patients.” 

If  Medicare  and  Medicaid  fail  to  beai’  their 
fair  share  of  financial  responsibility  “the 
potential  would  exist  for  some  hospitals  to 
discourage  acceptance  of  public  patients. 
Those  hospitals  with  large  public  patient  loads 
would  find  themselves  with  increasing  difficulty 
in  maintaining  financial  viability,”  he  said. 

Other  questions  that  arise,  the  physician 
said,  include: 

— Would  all  costs  of  hospitals  be  covered 
adequately,  including  such  costs  as  teaching 
programs  and  capital  expenditure? 

— Would  there  be  any  adjustments  and  ap- 
peals mechanism? 

— What  level  of  access  to  care  would  be 
acceptable? 

— Would  care  have  to  be  rationed? 

— How  would  hospitals  be  encouraged  to  make 
expenditures  to  improve  technology? 

— Would  the  system  make  adjustments  for 
hospitals  that  already  have  undertaken  cost- 


saving measures  and  are  operating  efficient- 
ly? 

“Questions  such  as  these  must  be  used  to 
measure  any  system  of  prospective  payment,” 
he  said,  “and  they  should  be  answered  prior  to 
national  implementation  of  any  reimburse- 
ment system.” 

American  Medical  Association  President 
William  Y.  Rial,  M.D.,  has  commended  the 
Presidential  Commission  on  Drunk  Driving  for 
its  efforts  to  reduce  alcohol-related  highway 
deaths  and  pledged  AMA  support  of  further 
efforts  by  the  Commission. 

“Fatalities  and  serious  injuries  resulting 
from  accidents  involving  drunk  drivers  have 
reached  epidemic  proportons  in  this  country,” 
said  Rial,  a family  practitioner  from  Swarth- 
more.  Pa.  “The  AMA  believes  that  increased 
efforts  at  reducing  carnage  on  our  highways 
caused  by  drunk  driving  are  long  overdue.” 

In  December  1981,  the  AMA  House  of 
Delegates  adopted  a resolution  supporting 
more  stringent  enforcement  of  drunk  driving 
laws  and  urging  state  medical  associations  to 
work  towards  such  a goal. 

“The  AMA  has  gone  on  record  supporting 
federal  legislation  that  provides  funds  to  states 
that  voluntarily  improve  their  laws  and  pro- 
grams to  curtail  drunk  driving,”  Rial  testified. 
He  added  that  funding  made  available  through 
Public  Law  97-364  makes  the  achievement  of 
such  goals  possible. 

In  addition  to  supporting  the  funding  of 
state  efforts  to  improve  drunk  laws.  Rial  also 
stressed  the  importance  of  strengthening 
alcohol  treatment  programs.  “While  the  As- 
sociation recognizes  that  the  problem  of  drunk 
driving  is  not  limited  to  those  suffering  from 
alcoholism,”  Rial  said,  “we  believe  that  treat- 
ing such  individuals  can  be  effective  in 
curtailing  drunk  driving.  Improving  treatment 
for  alcoholism  is  one  in  a number  of  important 
components  in  the  AMA’s  total  commitment  to 
public  health.” 
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Here  Is  Your  Check-list  of  Programs  for  the  1 1 5th  Annual  Session 

Lincoln  Hilton  Hotel,  April  29  - May  2 


□ NEBRASKA  CHAPTER,  AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS  — Intensive  3V2  hour  seminar  on 
current  concepts  of  managing  the  cardiac  patient  with  emphasis  on  techniques  for  the  family  physician. 
Friday,  April  29,  8:00  a.m.  - 12:00  noon. 

□ LINCOLN  AREA  HEART  ASSOCIATION,  AMERICAN  HEART  ASSOCIATION/LINCOLN  DIVISION  - A 
seminar  sponsored  by  the  American  Heart  Association  will  present  the  latest  information  of  office  diagnosis 
of  peripheral  vascular  disease,  angina  and  small  strokes.  Friday,  April  29,  12:30  p.m.  - 5:00  p.m. 

I I MISSOURI  VALLEY  DERMATOLOGIC  SOCIETY  — This  3 hour  program  will  cover  common  dermatosis, 
cancer  of  the  skin,  as  well  as  recent  developments  in  dermatology.  Saturday,  April  30,  9:00  a.m.  - 1 2:00  noon. 

I I NEBRASKA  THORACIC  SOCIETY  — This  program  will  include  a discussion  on  respiratory  failure  divided  into 
ventilatory  failure  and  hypoxemic  respiratory  failure,  and  the  complications  of  key  respiratory  failures 
including  those  of  mechanical  ventilation.  Saturday,  April  30,  9:00  a.m.  - 2:30  p.m. 

I I NEBRASKA  ACADEMY  OF  OPHTHALMOLOGY  — This  will  include  a lecture  by  Professor  Louis  A.  Wilson  of 
the  Department  of  Ophthalmology  of  Emory  University  in  Atlanta,  Georgia,  discussing  external  diseases  of 
the  eye.  Saturday,  April  30,  1:00  p.m.  - 5:00  p.m. 

I I NEBRASKA  AFFILIATE  — AMERICAN  HEART  ASSOCIATION  — The  objective  of  this  session  is  to  train 
the  participant  in  the  skills  of  Basic  Life  Support.  Sunday,  May  1,  1:00  p.m.  - 5:00  p.m. 

I I NEBRASKA  ASSOCIATION  OF  PATHOLOGISTS  — This  course  is  designed  to  acquaint  physicians  with 
various  laboratory  services  available  in  diagnosing  and  treating  patients.  Saturday,  April  30,  1 :00  p.m.  - 5:00 
p.m. 

I I NEBRASKA  ASSOCIATION  OF  NUCLEAR  PHYSICIANS  — The  course  will  provide  a review  of  current 
aspects  of  the  use  of  nuclear  medicine  in  evaluating  cardiac  disease;  specifically  on  the  evaulation  and 
management  of  ischemic  heart  disease  as  it  relates  to  nuclear  cardiology.  Sunday,  May  1 , 1 :00  p.m.  - 4:30  p.m. 

I 1 NEBRASKA  PSYCHIATRIC  SOCIETY  — The  subjects  of  this  program  will  include  “The  Evaluation  and 
Treatment  of  Alcohol  Abuse,”  “Alcoholism  Counseling  and  Education,”  and  “Alcohol  Abuse  and  the  Impaired 
Physician.”  Saturday,  April  30,  1 :00  p.m.  - 5:00  p.m. 

□ NEBRASKA  CHAPTER,  AMERICAN  ACADEMY  OF  PEDIATRICS  AND  THE  NEBRASKA  PEDIATRIC  SOCIETY 
— “Medical  Therapy  of  the  Toddler  and  Adolescent.”  The  various  speakers  will  cover  topics  of  oncology, 
infectious  disease,  allergy  and  adolescent  support.  Saturday,  April  30,  9:00  a.m.  - 5:00  p.m. 

I I NEBRASKA  ALLERGY  SOCIETY  — The  course  will  cover  other  causes  of  wheezing  and  their  relationship  to 
bronchial  asthma.  New  procedures  in  diagnosis  and  treatment  of  gastroesophageal  reflux  will  be  discussed. 
Saturday,  April  30,  8:00  a.m.  - 10:00  a.m. 

I I NEBRASKA  RADIOLOGICAL  SOCIETY  — This  course  will  provide  current  information  to  the  practicing 
physician  about  the  best  way  to  plan  the  imaging  of  common  medical  problems.  Friday,  April  29,  2:00  p.m.  - 
5:00  p.m. 

I I NEBRASKA  SOCIETY  OF  INTERNAL  MEDICINE  — A panel  discussing  marketing  and  competition  in  health 
care,  the  hospital  corporate  structure  and  how  it  affects  the  practicing  internist.  Also,  an  address  by  an  ASIM 
representative.  Saturday,  April  30,  1:00  p.m.  - 5:00  p.m. 

I I NEBASKA  PERINATAL  ORGANIZATION  — Topics  to  be  presented  include:  follow-up  studies  of  high-risk 
infants  by  Dr.  M.  B.  Resnick  of  Gainesville,  Florida,  parenting,  management  of  rupture  of  membranes,  nutrition 
for  the  premie,  update  on  herpes,  ultrasound  of  the  neonate,  steroids  and  tocolytics,  and  psychosocial 
implications  of  a Cesarean  birth.  Bob  Devaney  will  speak  at  the  noon  luncheon.  Friday,  April  29,  7:15  a.m.  - 
6:00  p.m. 

[U  Other  programs: 

NEBRASKA  ACADEMY  OF  OTOLARYNGOLOGY  — Saturday,  April  30,  10:00  a.m.  - 12:00  noon. 
NEBRASKA  SOCIETY  OF  ANESTHESIOLOGISTS  — Sunday,  May  1,  1:00  p.m.  - 4:00  p.m. 

NEBRASKA  MEDICAL  ASSOCIATION  PHYSICIAN  ADVOCACY  COMMITTEE  - Monday,'May  2,  9:00  a.m.  - 
1 1 :00  a.m. 

NEBRASKA  CHAPTER,  AMERICAN  COLLEGE  OF  SURGEONS  — Saturday,  April  30,  9:00  a.m.  - 5:00  p.m. 
NEBRASKA  CHAPTER,  AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS  — Friday,  April  29,  2:00  p.m.  - 
5:00  p.m. 

NEBRASKA  CHAPTER,  AMERICAN  COLLEGE  OF  PHYSICIANS  — Saturday,  April  30,  9:00  a.m.  to  12:00 
noon. 

NEBRASKA  SECTION,  AMERICAN  COLLEGE  OF  OBSTETRICIANS  & GYNECOLOGISTS  — Saturday,  April 
30,  12:00  noon  to  2:00  p.m. 

ALL  SESSIONS  WILL  BE  AT  THE  HILTON  HOTEL 

Specific  room  locations  for  all  sessions  will  be  announced  in  program  and  registration  materials  which  you  will 
receive  in  your  mail  the  first  week  in  April. 
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12/31/80  ahd  conform  to  IRS  tax  deductibility  re- 
quirements under  Sec.  602  of  the  Tax  Reform  Act  — 
Public  Law  94-445  effective  1/1/77. 

•ALASKAN  CONFERENCE  - July  2-16,  1983. 
Visit  Victoria,  Vancover,  Juneau,  Columbia  and  Mala- 
spina  Glaciers,  Seward. 

•CARIBBEAN  CONFERENCE  - July  27-Aug.  6, 
1983.  Visit  St.  Thomas,  Antigua,  Barbados,  Martin- 
ique, and  St.  Croix, 

MEDITERRANEAN  CONFERENCE  - Aug.  20  - 
Sept.  3,  1983.  Visit  Major  Cities  in  Italy,  Greece, 
Egypt,  Israel,  Turkey,  Yugoslavia. 

*FLY  ROUNDTRIP  FREE 

EXCELLENT  GROUP  FARES  - FINEST  SHIPS 

The  number  of  participants  in  each  conference  is  limited. 
Early  registration  is  advised. 


For  color  brochure 
and  additional 
information  contact: 


International  Conferences 
189  Lodge  Ave. 

Huntington  Station,  N.Y.  1 1746 
Phone  (516)  549-0869 


WashingtoNotes 

Richard  S.  Schweiker,  Secretary  of  the 
Department  of  Health  and  Human  Services 
(HHS)  for  the  first  two  years  of  the  Reagan 
Administration,  resigned  earlier  in  the  month. 
It  was  reported  that  Schweiker  would  become 
president  of  the  American  Council  of  Life 
Insurance,  a lobbying  organization  for  the 
insurance  industry.  Schweiker’s  unexpected 
departure  was  preceded  by  the  earlier  resig- 
nation of  HHS’s  number  two  man.  Under 
Secretary  David  B.  Swoap  who  returned  to 
California  to  head  that  state’s  welfare  agency. 

President  Reagan  has  nominated  former 
Republican  Representative  Margaret  Heckler 
of  Massachusetts  to  succeed  Schweiker.  Heck- 
ler, considered  a moderate,  was  defeated  in 
last  November’s  election.  She  is  an  attorney, 
an  advocate  of  women’s  rights  and  is  pro- 
consumer; however,  she  is  strongly  opposed  to 
abortion.  Heckler  is  the  second  woman  to  be 
appointed  to  the  Reagan  Cabinet.  Elizabeth 
Dole,  wife  of  Senator  Robert  Dole  (R-KS)  was 
(Continued  on  page  6A) 
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COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen.  Omaha.  Counties:  Douglas. 
Sarpy. 

Second  District:  Councilor;  L.  D,  Cherry, 
Lincoln.  Counties:  Cass.  Lancaster. 
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Third  District:  Councilor:  Myron  E. 
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Fourth  District:  Councilor:  L.  J.  Chadek. 
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Fifth  District:  Councilor:  William 

Chleborad,  M.D..  Fremont.  Counties: 
Boone.  Burt.  Colfax,  Dodge,  Merrick, 
Nance,  Platte,  Washington. 
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Scottshl'jff.  Counties:  Banner.  Box 

Butte,  Cheyenne.  Dawes,  Kimball. 
VorriM,  Scotts  Bluff.  .Sioux 
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John  C.  Wilcox.  Aurora Lee  Wilkens,  Aurora 

Melvin  Campbell.  Ainsworth John  Brvd,  Valentine 

Gordon  0.  Johnson.  Fairbury R.  A.  Blatny,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

H. A.  Dinsdale,  Lincoln  oln Paul  Collicott,  Lincoln 

Gerald  Rounsborg,  North  Platte. ...  Cleve  Hartman,  North  Platte 

Joseph  David,  Norfolk Charles  E.  Henkel,  Norfolk 

Milton  Simons,  Omaha Fred  F.  Paustian.  Omaha 

D,  J.  Nagengast.  Bloomfield G.  Tom  Surber,  Norfolk 

J.  F Hutchins,  Gordon James  F.  Panzer,  Gordon 

Dean  R.  Thomson,  Nebraska  City  . . . Paul  R.  Madison.  Nebraska  City 

Berl  W.  Spencer,  Ogallala E.  K.  Johnson.  Ogallala 

Warren  R Miller,  Columbus Ronald  W.  Klutman,  Columbus 

Robert  E.  Tuma.  Crete Robert  E.  Tuma.  Crete 

Thomas  Heywood.  Papillion J Paul  Glabasina.  Papillion 

I.  M.  French.  Wahoo John  E.  Hansen,  Jr,  Wahoo 

David  Imes,  Gering Robert  Heasty.  Scottsbluff 

R W Herpolsheimer,  .Seward Roger  Meyer.  Utica 

Carroll  Verhage.  Geneva Chas.  F Ashby,  Geneva 

Paul  M.  Scott,  Auburn Gary  Ensz,  Auburn 

David  A.  Allerheiligen,  McCook.  ..  E.  C.  Beyer.  McCook 

L.  I.  Grace,  Blair Alan  Holmes.  Blair 

James  D.  Bell,  York -B.  N.  Greenberg.  York 


4-A  Nebraska  Medical  Journal  March  1983 


I 


) 

i 

* 

I 

i 

{ 


The  Nebraska  Medical  Journal 


MARCH  1983 


VOL.  68  NO.  3 


EDITOR  - 

ALAN  D.  FORKER,  M.D. 
5505  Ellendale  Road, 
Lincoln,  NE  68510 


Associate  Editors; 

Deepak  M.  Gangahar,  M.D.,  Lincoln 
Charles  S.  Wilson.  M.D.,  Lincoln 


Editorial  Board; 

John  F.  Aita,  M D.,  Omaha 
Rodney  S.  W.  Basler,  M.D.,  Lincoln 
Paul  E.  Collicott.  M.D.,  Lincoln 
John  F.  Connolly,  M.D.,  Omaha 
Douglass  A Decker,  Jr,  M.D.,  Lincoln 
Donald  A.  Dynek,  M.D.,  Lincoln 
Robert  E.  Ecklund,  M D.,  Omaha 
Wendell  Fairbanks,  M.D.,  Alliance 
Robert  W.  Gillespie,  M.D.,  Lincoln 
Robert  C.  Goodlin,  M.D.,  Omaha 
Klemens  E.  Gustafson,  M D.,  Beatrice 
Bruce  D.  Gutnik,  M D.,  Omaha 
Roger  K.  Harned.  M.D.,  Omaha 
Edward  A.  Holyoke,  M D.,  Ogallala 
Mark  R.  Hutchins,  M.D.,  Lincoln 
Sushil  S.  Lacy,  M.D.,  Lincoln 
Matilda  S.  Mclntire,  M.D.,  Omaha 
Walter  J.  O'Donohue,  M.D.,  Omaha 
Jerald  R.  Schenken,  M D.,  Omaha 
Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln 
Patricia  Cole  Stivrins,  M.D.,  Lincoln 
William  M.  Vosik,  M.D.,  Kearney 
Arthur  L.  Weaver,  M.D.,  Lincoln 


SUBSCRIPTION  RATE 

$15.00  Per  Year  U.S. 

$15.00  Per  Year  Foreign  Country 
Single  Copies  $1.00  Each 

• 

Address  all  correspondence  relating  to 
subscriptions,  advertising  or  address 
changes  to  Mr.  Ken  Neff,  Business 
Manager,  1512  First  National  Rank 
Building,  Lincoln,  Nebraska  68508 
Phone:  (402)  474-4472. 

• 

Copyright'^  1983  Nebraska  Medical  Asso- 
ciation. Information  concerning  reprints  of 
the  articles  in  this  Journal  and  concerning 
obtaining  permission  for  the  reproduction 
of  any  portion  of  this  Journal  may  be 
obtained  from  the  Editor. 

Published  monthly  and  Second-Class 
Postage  paid  at  Lincoln.  Nebraska  and  at 
additional  mailing  offices.  (ISSN  0091- 
6730) 


EDITORIALS— 

The  Fetal  Hydantoin  Syndrome 45 

Patricia  C.  Stivrins,  M.D. 

What’s  Wrong  With  Competition? 46 

John  F.  Connolly,  M.D. 


ORIGINAL  ARTICLES— 

Colostomy — There  Are  Alternatives 47 

Jon  S.  Thompson,  M.D. 

Paul  E.  Hodgson,  M.D. 

The  Fetal  Hydantoin  Syndrome:  A Case  Report  and  Review 51 

Richard  A.  Morin,  M.S. 

Frank  J.  Menolascino,  M.D. 

Nebraska  SIDS  Survivors: 

Impressions  of  the  Response  System 54 

Robert  S.  Grant,  M.D.,  M.P.H. 

Judy  Balsanek,  M.S.W. 

Prescribing  Principles  for  Psychotropic  Medications 56 


Kay  Shilling,  M.D. 

William  H.  Reid,  M.D.,  M.P.H. 

PERINATAL  PAGE— 

Persistent  Fetal  Circulation:  Current  Concepts 60 

David  L.  Bolam,  M.D. 

FEATURES— 

President’s  Page 62 

Coming  Meetings 63 

New  Members 66 

The  Auxiliary 66 

In  Memoriam 67 

Howard  H.  Davis,  M.D. 

Francis  Martin,  M.D. 


March  1983 


Nebraska  Medical  Journal  5-A 


^^pending  more  time  with 
accountants  and  saiesmen . . . 
than  with  your  job  and  famiiy? 

That's  today's  modern  physician  becoming  today's  modern  business- 
man . . at  the  expense  of  job  and  family. 

We  provide  you  with  an  environment  serving  a purpose— practicing 
medicine  at  regular  working  hours.  No  books  to  balance,  no  salesmen  and 
attorneys  calling,  and  no  late  hours.  You  concentrate  on  practicing  medi- 
cine with  a health  care  system  that's  one  of  the  finest  in  the  world.  You'll 
work  in  modern,  well-equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology. 

Also  included  are  excellent  programs  of  compensation,  opportunities 
for  professional  growth  and  specialization,  30  days  vacation  with  pay 
each  year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice  medicine. 

We  would  like  to  provide  you  with  more  information  about  Air  Force 
medicine. 
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Omaha.  Nebraska  68131 
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A greort  YMiy  of  life. 

WashingtoNotes 

(Continued  from  page  4A) 

recently  named  to  head  the  Department  of 
Transportation.  Heckler’s  appointment  must 
be  confirmed  by  the  U.S.  Senate. 

Schweiker  had  earned  a reputation  for 
loyalty  in  the  administration  as  he  faithfully 
carried  out  policies  aimed  at  reducing  the  size 
and  expense  of  programs  within  his  Depart- 
ment. Prior  to  being  appointed  to  the  HHS 
post,  Schweiker  had  served  two  terms  as  a U.S. 
Senator  from  Pennsylvania  and  four  terms  as  a 
member  of  the  House  of  Representatives. 

Joseph  F.  Boyle,  M.D.,  AMA  Board  Chair- 
man and  AMA  President  William  Y.  Rial, 
M.D.,  in  a joint  statement  said:  “We  commend 
Dick  Schweiker  for  his  helmsmanship  of  HHS 
in  difficult  times.  We  congratulate  Margaret 
Heckler  as  Secretary  Designate--But  because 
the  position  of  HHS  Secretary  is  such  a 
difficult  and  important  one,  some  reservations 
need  to  be  expressed.  HHS,  the  government’s 
biggest  agency,  would  be  more  manageable 
and  effective  if  it  were  divided  into  a separate 
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Department  of  Health  and  a Department  of 
Human  Services. 

“Further,  it  would  have  served  the  public’s 
interest  if  the  Administration  had  sought  the 
counsel  of  major  associations  involved  in 
health  care  delivery  before  making  this  ap- 
pointment. While  we  are  surprised  and  deeply 
disappointed  at  the  process,  we  are  anxious  to 
know  Secretary  Designate  Heckler’s  views  on 
health  care  and  to  share  ours”  the  AMA 
officials  added. 

In  a ceremony  in  the  East  Room  of  the 
White  House,  former  Rep.  Margaret  Heckler 
was  nominated  for  what  she  called  “the 
hardest  assignment  in  Washington,”  replacing 
Richard  Schweiker  as  HHS  Secretary  of  the 
Health  and  Human  Services. 

An  hour  after  Heckler  was  nominated  to 
replace  Schweiker,  presidential  adviser  Ed 
Meese  told  a luncheon  that  Social  Security 
Commissioner  John  Svahn  would  become  the 
new  HHS  Undersecretary,  replacing  David  B. 
Swoap. 

The  shakeup  caught  both  Administration 
and  HHS  officials  by  surprise,  and  brought  to 
the  forefront  of  the  government’s  largest 
agency  a 50-year-old  lawyer  who  on  Capitol 
Hill  is  considered  to  be  a strong  feminist  with 
one  major  exception — she  opposes  abortion. 

Despite  her  reputation  as  a liberal  Repub- 
lican, the  former  Rep.  Heckler  was  considered 
a “loyal  soldier”  of  the  Reagan  Administration 
on  almost  every  issue  except  those  involving 
women’s  rights.  She  split  with  the  major 
activist  women’s  groups  only  on  one  im- 
portant point-abortion.  As  a Roman  Catholic 
and  the  representative  of  a district  with  a large 
Catholic  population,  she  was  a strong  anti- 
abortionist. She  made  a determined  effort  to 
avoid  an  anti-Eual  Rights  Amendment  plank  in 
the  1980  Republican  platform. 

Calling  Reagan  “the  finest  President  I have 
known,”  Heckler  said  at  her  nomination 
ceremony,  “It  is  with  a sense  of  faith  in  your 
vision  and  goals  for  American  that  I accept . . 
“She  lost  her  House  seat  last  fall  to  Democrat 
Barney  Frank. 

(Continued  on  page  8A) 
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Schweiker’s  main  role  as  HHS  Secretary  was 
to  act  as  a buffer  between  the  Reagan 
Administration  and  the  army  of  critics  in 
Congress  seeking  to  prevent  Administration 
cutbacks  in  social  programs.  He  used  his  eight 
years’  experience  as  a representative  and  12  as 
a senator  to  defuse  some  of  the  hostility 
toward  Reagan’s  programs. 

Heckler,  a 1956  graduate  of  the  Boston 
College  Law  School,  will  run  the  biggest 
agency  in  the  federal  government,  with  an 
annual  budget  of  $300  billion,  of  which 
Social  Security  commands  $170  billion.  Medi- 
care $50  billion,  and  Medicaid  $20  billion.  The 
Reagan  Administration  was  known  to  be 
anxious  about  improving  its  image  with  women 
and  the  sudden  elevation  to  cabinet  rank  of 
first.  Dole,  and  now.  Heckler,  is  seen  as  a 
significant  move  in  that  direction. 

Schweiker’s  sudden  departure  was  the  sec- 
ond Cabinet  resignation  in  a week  and  the 
fourth  in  the  Reagan  Administration.  Trans- 
portation Secretary  Drew  Lewis,  like  Schwei- 
ker  a Pennsylvania  moderate,  resigned  earlier 
this  month.  Previously,  Secretary  of  State 
Alexander  Haig  and  Energy  Secretary  James 
B.  Edwards  left  the  Reagan  team. 

Schweiker’s  two  years  in  the  Reagan  Cabi- 
net were  stormy,  with  fights  over  welfare, 
medical  programs,  health  insurance,  and  Soc- 
ial Security.  He  had  a running  feud  with 
Budget  Director  David  Stockman  and  only  last 
month  had  to  appeal  directly  to  the  President 
to  win  back  proposed  cutbacks  of  $500  million 
that  would  have  gutted  the  U.S.  Public  Health 
Service.  Schweiker  also  had  been  excluded 
from  White  House  task  forces  to  reform  the 
Social  Security  system  and  hold  down  the  cost 
of  medical  care. 

♦ * * ♦ 

The  Administration  has  entered  its  latest 
ploy  towards  its  long-awaited  proposal  to 
inject  more  competition  into  the  health  care 
economy. 

Speaking  before  a recent  national  health 
maintenance  organization  (HMD)  policy  con- 
ference in  Washington,  White  House  health 

(Continued  on  page  1.3A) 
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BRIEF  SUMMARY 

PROCARDIA*  CAPSULES  For  Oral  Use 

(nifedipine) 

INDICATIONS  AND  USAGE:  I.  Vasospasllc  Angina:  PROCARDIA  (nifedipine)  is  indicated  tor  the 
management  ot  vasospastic  angina  confirmed  by  any  of  the  following  criteria:  1 ) classical  pattern 
ol  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  or  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCaROI  A 
may  also  be  used  where  the  clihical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  conlirmed,  eg.  where  paiivhas  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  fihdihgs  are  compatible  with  ihtermittent  vaso- 
spasm. or  when  angina  is  refractory  to  nitrates  and/or  adequate  doses  of  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Etfort-Assoclated  Angina):  PROCARDIA  is  indicated  tor 
the  management  of  chronic  stable  angina  (etfort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and/or  organic  nitrates 
or  who  cahhot  tolerate  those  agehts 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  beeh  effective  ih  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  In  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  ot  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities.  When  in- 
troducing such  cohcomitaht  therapy,  care  must  be  takeh  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs,  (See  Warhings.) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  m most  patients,  the  hypotehsive  effect  of 
PROCARDIA  IS  modest  ahd  well  tolerated  occasiooal  patients  have  had  excessive  and  poorfy  tol- 
erated hypotension.  These  responses  have  usually  occurred  duriog  ihitial  titration  or  at  the  time  of 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and/or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  ihleraction  with  high  dose  lentaoyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  of  fentanyl,  in  other  surgical  procedures,  or  with  other  harcotlc 
ahalgesics  cannot  be  ruled  out 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  mcreases.  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  Important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginnmg 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  tor 
such  an  event. 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular  re- 
sistance. careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
ol  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  lor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure.  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  In  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  Interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combinatioh  may  ihcrease  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-adminislered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  ahtlanglhal  effectiveness  of  this  combinatioh 

Digitalis:  Administration  ot  PROCARDIA  with  digoxih  ihcreased  digoxin  levels  in  nine  ot  twelve 
normal  volunteers  The  average  ihcrease  was  45%  Aholher  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ot  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured. digitalis  toxicity  was  not  observed  Since  there  have  beeh  isolated  reports  ot  patieols  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adiust- 
mg.  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalizatlon 

(iarcinogenesls,  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose. 

Pregnancy:  Category  C Please  see  full  prescribing  inlormalion  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  commoh  adverse  evehts  ihclude  dizziness  or  light-headedness, 
peripheral  edema,  nausea,  weakness,  headache  and  Hushing  each  occurrihg  m about  10%  ol  pa- 
tiehts.  transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  0 5%. 
Syncopal  episodes  did  not  recur  with  reductioh  ih  the  dose  ot  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally,  the  tollowmg  have  beeh  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inttammation.  joint  stittness.  shaki- 
ness.  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  le- 
ver. sweating,  chills,  and  sexual  ditticultles  Very  rarely,  introduction  ol  PRfJCARDIA  therapy  was 
associated  with  ah  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed , not  readily  distinguishable  Irom  the  nat- 
ural history  ot  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  maoy  ol 
these  evehts  were  drug  related  Myocardial  inlarction  occurred  in  about  4%  ol  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  distur- 
bances each  occurred  in  (ewer  than  0 5%  ot  patients 

Laboratory  Testa:  Rare,  mild  to  moderate,  transient  elevations  ol  enzymes  such  as  alkaline  phos- 
phatase, CPK,  LDH,  SGOT,  ahd  SGPT  have  beeh  noted,  and  a single  incident  ot  signilicanlly  ele- 
vated transaminases  and  alkaline  phosohatase  was  seen  In  a patient  with  a history  ol  gall  bladder 
disease  after  about  eleveo  months  ot  niMipine  therapy  The  relatiohship  to  PROCARDIA  therapy  is 
uhcerlain  These  laboratory  abnormalities  have  rarely  beeh  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  Orahge.  soft  gelalih  PROCARDIA  CAPSULE  contaihs  10  mg  of  nitedipme 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ol  tOO  (NDC  0069-2600-66).  300  (NDC  0069- 
2600-72).  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  (rom 
light  ahd  moisture  and  stored  at  controlled  room  temperature  59' to  77'F  (15°  to  25'C)  in  the  man- 
ufacturer's original  container 

More  detailed  professional  inlormalion  available  on  request 
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PFIZtn  INC 


jdning  the  human  race  again" 


Ouotes  from  an  unsolicited  ^ 
letter  received  by  Pfizer  from  an  | 
angina  patient  j 

» 'hile  this  patient  's  ettpenence  ' 
IS  'epresentative  of  many 
unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procartffa  nor  will  they  all  1 

respond  to  the  samedt&greer 


e 1983.  Plizer  Inc 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

' My  doctor  switched  me  to 
PROCAR D1 A as  soon  as  it  became 

available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
worL.and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life  for 
your  patients — having  fewer  anginal  attacks,  taking  fewer 
nitroglycerin  tablets,  doing  more,  and  being  more  productive 
once  again 

Side  effects  are  usually  mild  (most  frequently  reported  are 
dizziness  or  lightheadedness,  peripheral  edema,  nausea, 
weakness,  headache  and  flushing,  each  occurring  in  about  10% 
of  patients,  transient  hypotension  in  about  5%,  palpitation  in 
about  2%  and  syncope  in  about  0.5%). 


* Procardia  is  indicated  for  the  management  of  . 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component. 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effeaiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 


PROCARDIA 


(NIFEDIPINE)"""’"® 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 


Bactrim  attacks  tli 

(trimethoprim  and  sultamethoxazole/Roche) 


Bactrim  concentrates  in  serum 
and  penetrates  sputum''^ 


ROCHE 


tia  jor  pathogens 
if  chronic  t>ronchitis* 


Bactrim  clears  sputum  of 
susceptible  bacteria 


In  sputum  cultures  from  patients  with  acute 
exacerbations  of  chronic  bronchitis,  H.  influ- 
enzae and  S.  pneumoniae  are  isolated  more 
often  than  any  other  pathogens.^  ’ One  study 
of  transtracheal  aspirates  from  76  patients 
with  acute  exacerbations  found  that  80%  of 
the  isolates  were  of  these  two  pathogens.* 
Bactrim  is  effective  in  vitro  against  most 
strains  of  both  .V.  pneumoniae  and  H.  influen- 
zae— even  ampicillin-resistant  strains.  And  in 
acute  exacerbations  of  chronic  bronchitis 
involving  these  two  pathogens,  sputum  cul- 
tures taken  seven  days  after  a two-week 
course  of  therapy  showed  that  Bactrim  eradi- 
cated these  bacteria  in  91%  (50  of  55)  of  the 
patients  treated.* 


als  H.  influenzae — even 
n icillin-resistant  strains 


tjacks  5.  pneumoniae 


Bactrim  reduces  coughing 
and  sputum  production 


In  three  double-blind  comparisons 
with  ampicillin  q.i.d.,  Bactrim  DS 
proved  equally  effective  on  all  clinical 
parameters.’’'  Bactrim  reduced  the 
frequency  and  severity  of  coughing, 
reduced  the  amount  of  sputum  pro- 
duced and  cleared  the  sputum  of 
purulence. 

Bactrim  has  the  added  advantages 
of  b.i.d.  dosage  convenience  and  a 
lower  incidence  of  diarrhea  than  with 
ampicillin,  and  it  is  useful  in  patients 
allergic  to  penicillins. 

Bactrim  also  proved  more  effective 
than  tetracyclines  in  10  clinical  trials 


involving  nearly  700  patients.'"  Overall  clinical 
condition  of  the  patients,  changes  in  sputum 
purulence,  reduction  in  sputum  volume  and 
microbiological  clearance  of  pathogens — all 
improved  more  with  Bactrim  therapy  than 
with  tetracyclines.  G.I.  side  effects  occurred 
in  only  7%  of  patients  treated  with  Bactrim 
compared  with  12%  of  tetracycline-treated 
patients.  (See  Adverse  Reactions  in  summary 
of  product  information  on  next  page.) 

Bactrim  is  contraindicated  in  pregnancy  at 
term  and  nursing  mothers,  infants  under  two 
months  of  age,  documented  megaloblastic 
anemia  due  to  folate  deficiency  and  hypersen- 
sitivity. 

Bactrim  DS.  For  acute  exacerbations  of 
chronic  bronchitis  in  adults*  when  it  offers  an 
advantage  over  single-agent  antibacterials. 


References:  1.  Hughes  DTD,  Bye  A,  Hodder  P:  Adv  Antimi- 
crob  Antineoplastic  Chemother  II2:\105-\106,  1971.  2.  Jordan 
GW  et  al:  Can  Med  Assoc  J //2:91S-95S,  Jun  14.  1975.  3.  Beck 
H,  Pechere  JC:  Prog  Antimicrob  Anticancer  Chemother  1:663- 
667,  1969.  4.  Quintiliani  R:  Microbiological  and  therapeutic 
considerations  in  exacerbations  of  chronic  bronchitis,  in 
Chronic  Bronchitis  and  Its  Acute  Exacerbations:  Current  Diag- 
nostic and  Therapeutic  Concepts;  Princeton  Junction,  NJ,  Com- 
munications Media  for  Education,  Inc.,  1980,  pp.  9-12. 

5.  Schreiner  A et  al:  Infection  6(2):54-56,  1978.  6.  Data  on  file, 
Hoffmann-La  Roche  Inc..  Nutley,  NJ.  7.  Chodosh  S;  Treatment 
of  acute  exacerbations  of  chronic  bronchitis;  results  of  a double- 
blind crossover  clinical  trial,  in  Chronic  Bronchitis  and  Its  Acute 
Exacerbations:  Current  Diagnostic  and  Therapeutic  Concepts. 
Op.  cit.,  pp.  15-16.  8.  Chervinsky  P:  Double-blind  clinical  com- 
parisons between  trimethoprim-sulfamethoxazole  (Bactrim’") 
and  ampicillin  in  the  treatment  of  bronchitic  exacerbations. 
Ibid.,  pp.  17-18.  9.  Dulfano  MJ:  Trimethoprim-sulfamethoxa- 
zole vs.  ampicillin  in  the  treatment  of  exacerbations  of  chronic 
bronchitis.  Ibid.,  pp.  19-20.  10.  Medici  TC:  Trimethoprim-sulfa- 
methoxazole (Bactrim’")  in  treating  acute  exacerbations  of 
chronic  bronchitis:  summary  of  European  clinical  experience. 
Ibid.,  pp,  13- 14. 
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(160  mg  trimethoprim  and  800  mg  sulfamethoxazole/RocheJ 

*Due  to  susceptible  organisms.  Please  see  next  page  for  summary  of  product  information. 


Bactrim 

(trimethoprim  and  sulfamethoxazole/Roche} 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter,  Proteus 
mirabllls,  Proteus  vulgaris,  Proteus  morgar}ll.  It  is  recommended  that  initial  episodes 
of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note.  The  increasing  frequency  of  resistant  orga- 
nisms limits  the  usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections 
For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus  Intluen- 
zae  or  Streptococcus  pneumoniae  when  In  physician’s  judgment  It  offers  an  advan- 
tage over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of  repeated 
use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  la  not  indicated  for  prophy- 
lactic or  prolonged  administration  In  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains  of 
Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's  judgment 
It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel  when 
antibacterial  therapy  Is  Indicated. 

Also  tor  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with  docu- 
mented megaloblastic  anemia  due  to  folate  deficiency,  pregnancy  at  term,  nursing  motners 
because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus.  infants  less 
than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococcal 
tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with  Bactrim 
than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis. aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides 
Experience  with  trimethoprim  is  much  more  limited  but  occasional  interference  with  hema- 
topoiesis has  been  reported  as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides  Sore  throat,  lever,  pallor, 
purpura  or  jaundice  may  be  early  signs  of  serious  blood  disorders  Frequent  CBC's  are 
recommended,  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with  glucose-6- 
phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur.  Dur- 
ing therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful 
microscopic  examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal 
function.  Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin;  reassess  coag- 
ulation time  when  administering  Bactrim  to  these  patients. 

Pregnancy  Teratogenic  Effects.  Pregnancy  Category  C.  Because  trimethoprim  and  sulfa- 
methoxazole may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only  if  poten- 
tial benefits  justify  the  potential  risk  to  the  fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim  Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia.  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reactions.  Erythema  multiforme.  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness. pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis.  Gastro- 
intestinal reactiom  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  pseudomembranous  colitis  and  pancreatitis.  CNS  reactions  Headache,  periph- 
eral neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insom- 
nia. apathy,  fatigue,  muscle  weakness  and  nervousness  Miscellaneous  reactions  Drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L E.  phenom- 
enon Due  to  certain  chemical  similarities  to  some  goitrogens.  diuretics  (acetazolamide. 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goi- 
ter production,  diuresis  and  hypoglycemia  in  patients,  cross-sensitivity  with  these  agents 
may  exist  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  Infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections— 1 DS  tablet  (double  strength).  2 
tablets  (single  strength)  or  4 teasp  (20  ml)  b i d for  10-14  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min  If  creatinine  clearance  is  between  15  and  30  ml/min.  use 
one-half  the  usual  regimen  Bactrim  is  not  recommended  If  creatinine  clearance  is  below 

15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage  1 DS  tablet  (double  strength).  2 tablets  (single  strength)  or  4 teasp 

(20  ml)  b I d lor  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  lor  14  days  See  complete  product  information  lor 
suggested  children’s  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800  mg 
sulfamethoxazole,  bottles  of  100.  Tel  E-Dose*  packages  of  100.  Prescription  Paks  of  20  and 
28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole — bottles  of 
100  and  500.  Tel-E-Dose*  packages  of  100.  Prescription  Paks  of  40  Pediatric  Suspension. 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonlul  (5  ml),  cherry 
flavored— bottles  of  100  ml  and  16  oz  (1  pint)  Suspension,  containing  40  mg  trimethoprim 
and  200  mg  sulfamethoxazole  per  teaspoonlul  (5  ml),  fruit  licorice  flavored— bottles  of 

16  oz  (1  pint) 

ROCHE  LABORATORIES 
nOLHc  y Division  of  Hoffmann  La  Roche  Inc 
yrj  Nutley.  New  Jersey  071 10 


OPPORTUNITY 

WITHOUT 

RISK. 


The  biggest 
improvement  in 
Savings  Bonds  in 
40  years. 


New  Variable 
Interest  Rate. 

Looking  for  an  ideal  invest- 
ment? One  with  a variable 
interest  rate?  But  one 
where  rates  can’t  drop 
below  a certain  level? 

WeD,  there  is  one  avail- 
able to  everyone,  even  if 
you  have  only  $25  to  invest. 

It’s  U.S.  Savings 
Bonds.  Now  changed  from 
a fixed  to  a variable  interest 
rate,  with  no  limit  on  how 
much  you  can  earn. 

A Guaranteed 
Minimum. 

Although  interest 
rates  will  fluctuate,  you’re 
protected  by  a guaranteed 
minimum.  And  if  you  hold 
your  Bond  to  maturity, 
you’ll  double  your  money. 
You  may  do  even  better. 

Take  another  look  at 
Savings  Bonds.  We  did,  and 
made  them  better. 


. stock\»»fs^ 
m^^erica. 


E5| 

VjOUKI  and  The  Advertising  Council. 


A public  service  of  this  publication 


Hear  President  Reagan’s  Personal  Physician 

Daniel  Ruge,  M.D. 


Physician  to  the  President  since  January  20,  1981 
Born  in  Murdock,  Nebraska,  May  13,  1917 
Graduated  from  Murdock  Public  School  1935 
B.A.  North  Central  College  1939 
M.D.  Northwestern  University  1945 
Ph.D.  Northwestern  University  1961 
Certified  American  Board  Neurological  Surgeons  1954 
Lt.  Comm.  U.S.  Navy  1954-56 
Neurosurgeon  in  Chicago  1952-1976 
Professor  of  Surgery  Northwestern  University 
Clinical  Professor  of  Surgery  George  Washington 
University 

Director,  Spinal  Cord  Injury  Service,  Veterans 
Administration  Central  Office  1976-1981 

Daniel  Ruge,  M.D. 


Inaugural  Banquet  for  President  Dwaine  J.  Peetz,  M.D. 
Sunday,  May  1,  7 p.m.  Lincoln  Hilton  Ballroom 


W ashingtoNotes 


(Continued  from  page  8A) 

consultant  David  A.  Winston  said  he  had 
reason  to  believe  a competition  policy  would 
be  introduced  “very  soon.”  The  annual  meet- 
ing was  sponsored  by  the  Group  Health 
Association  of  America  and  the  American 
Association  of  Foundations  for  Medical  Care. 

Winston,  an  unpaid  special  consultant  with 
responsibility  for  coordinating  the  develop- 
ment of  an  Administration  strategy  for  health 
care  reform,  predicted  that  the  proposal  would 
include  a so-called  “tax  cap”,  limiting  the 
dollar  amount  of  health  care  benefits  that  are 
non-taxable  to  the  employee,  and  mandatory 
cost  sharing  for  certain  Medicare  patients. 
Winston,  currently  a first  vice  president  in  the 
Washington  Office  of  Blyth  Eastman  Paine 
Webber  Health  Care  Funding,  formerly  was 
minority  health  staff  director  for  Sen.  Richard 
Schweiker  when  the  outgoing  HHS  Secretary 
was  a ranking  minority  member  of  a Senator 
Labor  and  Human  Resources  health  sub- 
committee. 


Winston  was  less  optimistic  about  the 
proposal’s  chances  for  enactment,  saying  he 
could  not  predict  whether  such  a proposal 
would  pass.  He  was  convinced,  however,  that 
top-level  Administration  officials  were  com- 
mitted to  making  the  health  care  system  more 
responsive  to  price. 

Discussing  why  the  Administration’s  plans 
for  a so-called  “pro-competition”  proposal  had 
lagged  for  two  years,  Winston  said  the 
Administration  assessment  was  that  “almost 
anything  would  irritate  almost  everyone.” 

For  a period,  Winston  said,  “we  thought 
seriously  that  the  smartest  political  thing”  was 
to  do  nothing.  More  recently,  data  on  current 
and  projected  health  care  expenditures  made 
the  Administration  take  notice  of  a pressing 
need  for  change,  he  added. 

Winston  said  the  $56.4  billion  spent  on 
(Continued  on  Page  68) 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  AHiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  “E"  St,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Dr.  Richard  O’Brien,  Dean 
California  at  24th  Street,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Ste.  13,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 
Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Kenneth  P.  Wall,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 
3624  Leavenworth,  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D.,  Dept,  of  Neurology 
601  North  30th  Street,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
Howard  A.  Dinsdale,  M.D.,  President 
600  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Otolaryngology 
Barbara  Heywood,  M.D.,  President 
401  E.  Gold  Coast  Rd.,  Papillion  68128 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke,  President 

Craft  State  Office  Bldg.,  200  S.  Silher,  North  Platte  69101 

Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Jack  R.  Zastera,  M.D..  President 
8617  Douglas  St.,  Omaha  68114 

Nebraska  Association  of  Pathologists 

Andrew  (1.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  ('hapter  — American  Academy  of  Family  Physicians 
K.  Kon  Arrasmilh,  M l),,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Ste.  5,  Omaha  68154 
Nebraska  (’hapter  — American  Academy  of  Physician  Assistants 
Bonnie  Shearer.  PA-C,  President 
706  Sherman  Dr.,  Bellevue  68005 
Nebraska  (’hapter  — American  College  of  Pediatrics 
Dale  Kbers.  M.I).,  ('hairman 
4701  Normal  Blvd.,  Lincoln  68506 
Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E.  Taylor,  M.I).,  F.A.(’.P..  Governor 
Box  81009.  Lincoln  68.501 
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Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  President 

8300  Dodge  St.,  #124,  Omaha  68114 

Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Henneman,  President 
3608  Worthington,  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  "0”  St,  Suite  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  “L"  St.  Lincoln  68509 
Nebraska  League  for  Nursing 
Ellen  McGovern,  President 

Methodist  Hospital,  8300  Dodge  St..  Omaha  68114 
NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff.  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs.  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Ave..  Fremont  68025 

Nebraska  Pharmacists  Association 

Robert  P.  Marshall,  Pharm.D.,  R.P.,  Executive  Director 
600  S.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
T.  Bulent  Tunakan,  M.D.,  President 
8504  Cass  Street.  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr..  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
John  Miner,  R.S.,  President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

Roger  K.  Harned.  M.D.,  F^resident 
Dept,  of  Radiology.  UNMC.  Omaha  68105 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
Jerry  D.  Edelman,  M.D. 

UNMC,  42nd  & Dewey  Ave..  Omaha  68105 
Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott,  M.D.,  President 
120  Wedgewood  Dr.,  Ste.  A,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper.  RRT,  President 

Southeast  Community  College.  8800  “O”  Street.  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith.  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
720  North  87th  St..  Omaha  68114 
Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 
Chris  Graff.  LPN 
5608  S.  38th  St..  Lincoln  68516 
Nebraska  Urological  Association 

Charles  F.  Damico.  M.I)..  President 
604  W.  6th.  Hastings  68901 
Nebraska  Veterinar>-  Medical  Association 
Hob  Garey.  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  ('finical  Society 

Ms.  Lorraine  E.  Seihel.  Executive  Sccrelarv 
7363  I>acific  St..  #2 10- A.  Omaha  68114 
United  ('erehral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road.  Suite  I).  Lincoln  68510 
University  of  Nebraska  Medical  Center 

James  V.  Griesen,  Ph  i)  . Interim  Chancellor 
42iul  & Dewey  Ave.,  Omaha  68105 


Presented  By  — 

Jerry  Reed,  M.D.  and  other  musical  acts 
by  outstanding  medical  showbiz  personalities 


^:Oo 


Saturday  evening,  April  30,  1983 

^ Lincoln  Hilton  Ballroom 

Program  and  registration  details  of  1 1 5th  Annual  Session  will  be  in  your  mail  the  first  week  in  April. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 


American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  VV^  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1101  V'ermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 
Clifford  M.  Clarke,  C.A.E.,  President 
340  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leavenworth,  Omaha,  NE  68105 
National  Rehabilitation  Assocation 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 
American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 


American  Academy  of  Physicians  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue,  SW,  Ste.  300  E, 

Washington,  DC  20024 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St,  Philadelphia,  PA  19104 
American  College  of  Radiology 
Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 

Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Allan  C.  Landers,  M.D.,  Scottsbluff President 

Dwaine  J.  Peetz,  M.D.,  Neligh President-Elect 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln Executive  Director 
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The  abused  child 
will  grow  up  someday. 

Maybe. 


Kach  year,  over  one  million 
American  children  suffer  from  child 
abuse.  And  over  2, ()()()  children  die 
from  it. 

But  what  about  those  who  survive? 

Statistics  show  that  an  abused  child- 
hood can  iiflect  a person’s  entire  life. 

Many  teenage  drug  addicts  and 


many  teenage  prostitutes  report 
being  abused  children.  So  do  juvenile 
delinquents  and  adult  criminals. 

Yet  child  abuse  can  be  prevented. 

Ilie  National  C^ommittee  for 
Prevention  of  (Ihild  Abuse  is  a private, 
charitable  organization  that  knows 
how  to  prevent  child  abuse. 

But  we  need  your  help  to  do  it. 
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for  our  booklet. 
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National  Committee  f( 
Prevention  of  Child  Alsl 
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The  Fetal  Hydantoin 

The  Committee  on  Drugs  for  the  American 
Academy  of  Pediatrics  has  stated  that  in  the 
general  population,  the  incidence  of  congenital 
heart  disease  is  five  in  one  thousand  live 
births,  and  the  incidence  of  cleft  lip  and  palate 
is  two  in  one  thousand  live  births.  In  women 
with  epilepsy,  usually  taking  anticonvulsants, 
the  incidence  for  both  congenital  heart  diease 
and  cleft  lip/cleft  palate  is  eighteen  in  one 
thousand  live  births.  The  risk  of  all  abnormali- 
ties in  infants  born  to  epileptics  on  anti- 
convulsants is  4-5%  or  double  the  rate  of 
malformation  in  the  general  population. 

It  is  not  clear  whether  this  increased  risk  is 
due  to:  (1)  epilepsy  in  general  or  particular 
type  of  epilepsy;  (2)  a common  genetic 
predisposition  of  epilepsy  in  the  malformation; 
(3)  a genetic  difference  in  the  pharmaco- 
kinetics and  drug  disposition;  (4)  specific 
drugs;  or  (5)  deficiency  states  in  the  mother  or 
fetus  induced  by  the  specific  drugs. 


Syndrome 

The  fetal  hydantoin  syndrome  has  four 
major  findings:  (1)  prenatal  growth  deficiency; 
(2)  postnatal  growth  deficiency;  (3)  micro- 
cephaly; and  (4)  mental  retardation  (IQ  range 
31-84). 

The  Committee  on  Drugs  of  the  American 
Academy  of  Pediatrics  in  1979  stated  “There 
is  no  reason  at  present  to  advise  a woman  to 
switch  from  phenytoin  to  phenobarbital  or 
other  anticonvulsants.  Discontinuance  of 
medication  in  a woman  who  is  epileptic 
controlled  can  cause  prolonged  seizures  or 
serious  sequalae  to  her  and  her  fetus.  There  is 
no  evidence  at  the  present  time  to  suggest  that 
a woman  requiring  anticonvulsants  should 
either  stop  taking  medication  or  avoid  nursing.” 


Patricia  C.  Stivrins,  M.D. 
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What's  Wrong  With  Competition? 


AS  recent  changes  in  the  airline 
industry  have  demonstrated, 
^ regulatory  bodies  inevitably 
can  be  manipulated  to  stifle  competition  rather 
than  to  enhance  it.  Control  systems  can  be 
manipulated  and  steadily  eroded  by  many 
techniques.  Such  “control  of  the  controllers” 
has  led  to  an  abhorrence  of  competition 
evident  not  just  among  airlines,  but  in  arenas 
once  considered  “hotbeds  of  intense  striving.” 
Take,  for  example,  the  trends  over  the  past  few 
decades  in  medical  school  grading.  Until 
recently,  these  trends  have  epitomized  the 
thinking  of  regulators  limiting  competition 
rather  than  of  educators  encouraging  excel- 
lence. The  “pass-fail”  system,  a creation  of 
inspired  banality,  has  proved  to  be  a blunt  tool 
which  effectively  homogenizes  students  and 
blends  them  without  distinguishing  the  dili- 
gent from  the  deficient.  If  one  reviews  tran- 
scripts from  such  pass-fail  establishments, 
invariably  the  tendency  is  to  lump  everyone 
between  approximately  the  thirtieth  and  the 
eightieth  percentile  of  class  rank.  We  fail  to 
identify  anyone  who  might  be  excelling  at  the 
top  of  the  bell-shaped  curve  or  to  notice  those 
who  might  be  hanging  on  in  desperation  at  the 
bottom  of  the  bell.  Most  students  admit  that 
they  appreciate  this  competition-free  environ- 
ment, at  least  until  they  begin  to  apply  for 
competitive  residency  programs.  At  that  point, 
it’s  obviously  quite  helpful  to  be  identified  as 
above  average  or  at  least  to  have  more  going 
for  oneself  than  a perfect  attendance  record  or 
a pleasant  smile. 

Residency  training  is  now  frequently  of 
longer  duration  and  of  much  greater  signifi- 
cance to  the  physician  than  even  medical 
school,  but  all  who  are  involved  in  the  resident 
selection  process  yearn  for  just  a small  portion 
of  the  background  information  which  medical 
school  admission  committees  consider  vital  in 
selecting  students.  Even  a hint  on  the  tran- 
script about  class  rank  or  an  inkling  of  national 
board  scores  would  be  as  helpful  for  choosing 
residents  fairly  as  such  data  has  been  tradi- 
tionally considered  for  selection  to  medical 
school. 

A frequent  objection  is  that  traditional 
testing  and  grading  systems  are  meaningless 


JOHN  F.  CONNOLLY,  M.D. 

Department  of  Orthopaedic  Surgery  and  Rehabilitation 
University  of  Nebraska  Medical  Center 
Omaha,  Nebraska 


since  they  do  not  identify  all  the  essential 
qualities  of  a physician,  such  as  compassion, 
curiosity,  constancy,  etc.  Admittedly,  no  sys- 
tem is  perfect,  and  yet  tests  can  be  designed  to 
measure  a great  deal  more  than  merely 
cognitive  learning.  The  American  Academy  of 
Orthopaedic  Surgeons  has  been  a leader  in 
testing  for  clinical  judgment  and  skills  as  well 
as  for  demonstrations  of  pure  factual  recall. 
From  my  observation  of  these  tests  over  the 
past  sixteen  years,  I can  assert  that  they  do 
correlate  quite  well  with  our  residents’  daily 
clinical  performance.  This  correlation  between 
performance  on  the  annual  Orthopaedic  In- 
Training  Examination  and  the  clinician’s  per- 
formance has  also  been  documented  in  a very 
convincing  fashion  by  Buckwalter  and  co- 
authors.^ Most  important,  these  repetitive 
tests  over  a five-year  period  of  residency 
training  indicate  to  each  individual  those  areas 
that  require  a particular  effort  in  order  to 
bolster  knowledge  and  skills. 

The  science  of  testing  continues  to  improve, 
but  we  medical  educators  and  administrators 
frequently  fail  to  avail  ourselves  of  these 
effective  techniques.  Undoubtedly,  it’s  quite 
easy  to  admit  the  wisdom  of  youth  and  support 
the  students’  egalitarianism.  In  the  process, 
not  only  do  we  fail  to  discriminate  the  superior 
students  from  the  mediocre  or  deficient  ones, 
but  we  also  deprive  the  individual  students  of 
important  guides  or  even  provocations  to 
learning.  Tests  and  grades  can  be  useful  to 
educate  and  not  merely  to  intimidate.  Recent 
experiences  at  the  University  of  Nebraska 
College  of  Medicine  suggest  that  a formal 
grading  system  can  be  used  once  again  to 
encourage  excellence  rather  than  to  promote 
mediocrity. 

Reference 

1.  Buckwalter  JA,  Schumacher  R,  Albright  JP  and 
Cooper  RR:  The  validity  of  Orthopaedic  In-Training 
p]xamination  Scores,  Bone  -It.  Surg.;  63A:1001,  1981. 
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ORIGINAL  ARTICLES 


Colostomy  — There  Are  Alternatives 


PERFORMANCE  of  colostomy  is 
an  essential  part  of  the  sur- 
geon’s armamentarium  and  has 
undoubtedly  saved  the  lives  of  many  individ- 
uals with  malignancy,  inflammatory  disease, 
and  trauma  of  the  colon.  Recent  advances  in 
stoma  care  and  increased  social  acceptance 
have  greatly  improved  the  quality  of  life  of 
individuals  with  ileostomy  and  colostomy. 
However,  the  inconvenience,  recurrent  skin 
and  stoma  complications  and  the  psychological 
impact  of  a colostomy  have  prompted  en- 
deavors to  avoid  colostomy  in  some  situations 
and  develop  functional  alternatives  in  others. 

Colostomy  is  performed  either  to  provide 
temporary  decompression  and  fecal  diversion, 
or  to  function  as  the  permanent  functional  end 
of  the  gastrointestinal  tract.  Recent  surgical 
experience  suggests  that  temporary  colostomy 
is  not  necessary  in  some  situations  in  which  it 
has  been  employed.  Procedures  to  maintain 
continence  following  operation  for  benign 
conditions  of  the  colon  and  rectum  are 
becoming  much  more  successful.  Thus,  current 
surgical  management  can  lead  to  avoidance  of 
colostomy  in  many  individuals.  (Table  1). 

Table  1 

Avoiding  Colostomy 

1.  Local  therapy  of  rectal  tumors. 

2.  Selective  management  of  colon  injuries. 

3.  Stapled,  low  anastomoses. 

4.  Preserving  the  rectum  in  benign  colonic 
conditions. 

Maintaining  Continence 
1.  Continent  ileostomy. 

2.  Endorectal  pull-through  procedures. 

Local  Therapy  of  Rectal  Tumors 

Resection  of  the  rectum  is  not  necessary  in 
the  management  of  most  benign  rectal  lesions. 
These  can  be  adequately  excised  via  a 
transanal  or  posterior  approach,  even  if  large 
or  circumferential.  The  transphincteric  ap- 
proach,Kraske’s  posterior  approach,^  and 
the  abdominosacral  approach^  provide  access 
to  most  lesions  in , the  middle  and  lower 
rectum.  Colostomy  should  rarely  be  required 
in  this  situation. 


JON  S.  THOMPSON,  M.D.* 

University  of  Nebraska  Medical  Center 

PAUL  E.  HODGSON,  M.D. 

University  of  Nebraska  Medical  Center 

Abdomino-perineal  resection  with  colostomy 
is  the  standard  therapy  for  most  rectal  and 
anal  malignancies.  Radiation  therapy,  fulgura- 
tion,^'^  and  local  resection  are  methods  that 
have  largely  been  confined  to  elderly,  high-risk 
individuals  and  those  that  refused  colostomy. 
However,  recent  evidence  suggests  that  local 
therapy^  '*'®  can  achieve  similar  survival  as  more 
radical  resection  in  properly  selected  patients. 
Lesions  that  are  small  or  exophytic,  well 
differentiated  (Broder’s  Grade  1 or  2),  and 
localized  (not  circumferential,  mobile)  are 
amenable  to  local  therapy  and  are  not  likely  to 
be  associated  with  lymph  node  metastases. 
Thus,  local  therapy  can  obviate  the  need  for 
colostomy  in  properly  selected  patients  with- 
out sacrificing  long  term  survival. 

Selective  Management  of  Colon  Injuries 

The  management  of  civilian  penetrating 
colon  injuries  has  largely  been  influenced  by 
the  military  experience.  Routine  performance 
of  colostomy  resulted  in  a dramatic  reduction 
in  morbidity  and  mortality.  In  the  past  decade, 
however,  it  has  been  shown  that  as  many  as 
one-half  of  civilian  colon  injuries  can  be 
repaired  primarily,  avoiding  colostomy.®  The 
criteria  for  primary  repair  include:  an  interval 
of  less  than  six  hours  since  injury;  a small, 
clean  wound  with  little  surrounding  tissue 
damage;  minimal  fecal  contamination;  fewer 
than  two  associated  injuries;  and  absence  of 
shock.  Furthermore,  exteriorization  of  the 
repaired  colon  is  successful  in  more  than  50% 
of  high-risk  patients  who  cannot  be  suitably 
managed  by  primary  repair.'^  Routine  per- 
formance of  colostomy  for  all  left  colon  injuries 
is  no  longer  justified.  Thus,  colostomy  can  be 
avoided  in  many  individuals  by  the  selective 
management  of  colon  injuries. 

•Correspondence:  Jon  S.  Thompson,  M.D.,  Department  of  Surgery, 
University  of  Nebraska  Medical  Center,  42nd  & Dewey  Avenue,  Omaha, 
Nebraska  68105 
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Stapled  Anastomoses 

Over  the  past  few  years  a new  intestinal 
stapling  device,  the  EEA  (end-to  end 
anastomosis),  has  been  utilized  increasingly 
for  colon  resections.  While  it  is  not  clear  that 
the  stapled  anastomosis  is  more  secure  than  a 
hand-sewn  anastomosis,  the  stapler  has  per- 
mitted the  safe  performance  of  much  lower 
anastomosis  following  anterior  resection.®® 
Abdomino-perineal  resection  was  formerly 
required  for  lesions  up  to  10  cm.  from  the  anal 
verge.  With  the  EEA  lesions  between  6 and  10 
cm.  can  now  be  resected  from  above  with 
adequate  distal  margin.  In  the  Mayo  Clinic 
series,  use  of  the  stapler  preserved  the  rectum 
in  12%  of  patients  in  which  it  may  otherwise 
have  been  sacrificed.®  Furthermore,  it  has  been 
shown  that  a proximal  colostomy  does  not 
effect  the  rate  of  anastomotic  dehiscence 
following  distal  resections  and  would  be 
required  only  in  special  circumstances  when 
other  factors  place  the  anastomosis  at  risk.^®’^^ 
Thus,  the  EEA  stapler  and  more  discriminate 
use  of  colostomy  to  protect  low  anterior 
anastomoses  can  spare  additional  patients 
unnecessary  temporary  or  permanent  colos- 
tomy. 

Preserving  the  Rectum  in  Benign 
Colonic  Conditions 

In  some  benign  conditions,  e.g.,  familial 
polyposis  and  ulcerative  colitis,  the  rectum  is 
removed  prophylactically.  Preservation  of  the 
rectum  with  a subtotal  colectomy  and  ileorec- 
tostomy  is  an  alternative  in  these  patients. 
However,  there  is  a definite  risk  (at  least  10% 
and  possibly  higher)  of  developing  malignancy 
in  the  rectum  over  time  in  both  of  these 
conditions.^^-^®’^'*  Also,  the  rectum  may  develop 
inflammatory  changes  that  would  necessitate 
its  removal  at  a second  operation  in  approxi- 
mately three-fourths  of  these  patients.'®  Ac- 
cepting these  risks,  colostomy  might  be  de- 
layed or  avoided  by  presei’ving  the  rectum. 
Obviously,  frequent  and  close  observation  is 
required. 

Continent  Ileostomy 

During  the  past  decade  a procedure  for 
producing  a continent  ileostomy  has  been 
devised  as  an  alternative  to  a conventional 
ileostomy.  The  continent  ileostomy  has  two 
components.  First,  a non-peristaltic  ileal  pouch 
is  constructed  from  30  cm.  of  distal  ileum  to 


function  as  an  internal  reservoir  in  place  of  the 
external  reservoir  or  appliance  used  with 
conventional  ileostomy.  This  pouch  dilates 
from  an  initial  volume  of  75  cc  to  500  cc  after 
several  months  so  that  it  requires  emptying 
only  3 or  4 times  per  day  to  accommodate  the 
daily  ileal  output  of  600-1,000  cc.  Second,  an 
intussuscepted  nipple  valve  is  made  from  the 
terminal  15  cm.  of  ileum  beyond  the  pouch  to 
provide  continence  for  gas  and  stool.  Thus, 
only  intermittent  catherization  is  required;  and 
the  small,  flush  stoma  can  be  placed  in  a less 
conspicuous  location  above  the  pubic  hairline 
and  covered  with  a small  pad.  The  advantages 
of  a properly  functioning  continent  ileostomy 
are  obvious.  The  inconvenience,  noise,  odor, 
and  skin  problems  associated  with  conven- 
tional ileostomy  are  avoided.  In  most  cases  the 
continent  ileostomy  is  better  accepted  psy- 
chologically so  that  sexual  and  social  activity 
may  also  improve.  Dietary  restrictions  are 
minimal. 

Since  first  introduced  by  Kock  in  Sweden  in 
1969,'®  the  continent  ileostomy  (Kock  pouch) 
has  undergone  several  revisions  in  technique 
to  overcome  problems  associated  with  the 
outlet.  The  results  of  well  over  a thousand 
continent  ileostomy  procedures  have  now  been 
reported  and  results  have  improved  signifi- 
cantly with  time.'”'  ®'  Currently,  complete  con- 
tinence is  achieve  in  90%  of  patients.  Five 
percent  of  patients  have  minimal  or  partial 
incontinence  for  gas  or  stool,  which  does  not 
require  wearing  an  appliance.  Appliances  are 
worn  by  2-3%  of  patients  either  because 
revisions  have  been  refused  or  have  been 
unsuccessful.  Pouches  are  subsequently  ex- 
cised in  2-3%  of  patients  because  of  persistent 
problems  or  an  error  in  the  initial  diagnosis 
(Crohn’s  Disease).  The  overall  morbidity  has 
been  15-20%;  25-30%  of  patients  have  re- 
quired one  or  more  revisions  to  achieve  these 
results.  Mortality  due  to  construction  of  the 
continent  ileostomy  itself  has  been  rare. 

The  continent  ileostomy  is  indicated  in 
individuals  who  have  had  proctocolectomy  for 
benign  conditions,  usually  either  familial  poly- 
posis or  ulcerative  colitis.  It  can  be  performed 
either  at  the  time  of  proctocolectomy  or  at  a 
subsequent  operation  with  comparable  results. 
Individuals  with  Crohn’s  disease,  previous 
intestinal  resection  or  short  bowel  syndrome, 
malignancy  other  than  obviously  superficial 
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lesions,  and  limited  ability  to  understand  and 
perform  the  management  of  the  continent 
ileostomy  are  not  candidates  for  the  procedure. 
The  procedure  should  probably  not  be  per- 
formed in  the  elderly  as  well. 

A properly  performed  and  functioning  con- 
tinent ileostomy  can  improve  the  quality  of  life 
in  individuals  who  would  otherwise  require  a 
conventional  ileostomy.  Patients  must  be  prop- 
erly selected  and  apprised  of  the  continuing 
effort  required  of  the  patient  and  physician  to 
achieve  satisfactory  results. 

Endorectal  Pull-Through  Procedures 

The  endorectal  pull-through  procedure  with 
an  ileoanal  anastomosis  was  described  in  1947 
by  Ravitch  and  Sabistan  as  a means  to  preserve 
continence  in  patients  with  inflammatory  bowel 
disease  and  familial  polyposis.^^  Following 
several  decades  of  sporadic  cases  and  variable 
results,  the  procedure  has  recently  gained 
renewed  interest.  The  goals  of  any  procedure  to 
maintain  anal  continence  are  to  retain  the 
ability  to  control  defication  voluntarily,  to 
distinguish  the  quality  of  rectal  contents,  i.e., 
stool  versus  gas,  and  to  maintain  control  at 
night.23  Thus,  there  is  the  need  for  an 
obstructing  mechanism,  a sensory  mechanism, 
and  more  recently  appreciated,  a reservoir. 

Total  colectomy  with  mucosal  proctectomy 
and  ileoanal  anastomosis  has  recently  been 
reported  by  several  centers  as  an  alternative 
treatment  for  benign  colon  disorders.^'’’^^  The 
largest  series  has  been  reported  from  the  Mayo 
Clinic.^'*  Their  initial  results  in  50  patients 
undergoing  the  procedure  were  encouraging 
but  not  entirely  satisfactory.  Seven  (14%)  of  the 
fifty  patients  required  abandonment  of  the 
neorectum  due  to  anastomotic  complications. 
Four  (8%)  chose  not  to  have  their  temporary 
loop  ileostomy  closed.  Revision  to  a conven- 
tional or  continent  ileostomy  was  undertaken 
by  nine  (18%)  patients  because  of  stool 
frequency.  Thus,  only  30  (60%)  patients  had  a 
satisfactory  result.  Of  these  patients  the  stool 
frequency  averaged  eight  movements  per  day, 
six  during  the  day  and  two  at  night.  Nocturnal 
seepage  was  common.  Physiological  studies  on 
many  of  these  patients  revealed  that  loss  of 
rectal  reservoir  capacity  might  be  responsible 
for  some  of  this  functional  impairment.^^ 

More  recently  a variety  of  ileal  reservoirs 
have  been  combined  with  the  ileoanal  an- 


astomosis in  an  attempt  to  improve  the  stool 
frequency  and  continence  following  this  pro- 
cedure.2®'2^  Although  the  reported  experience  is 
small  at  this  point,  it  appears  that  stool 
frequency  can  be  decreased  to  5 to  6 move- 
ments per  day  and  nocturnal  control  improved. 
Good  to  excellent  results  can  be  expected  in 
80-85%  of  patients.  There  continues  to  be  a 
significant  morbidity  (50-60%)  associated  with 
these  procedures,  although  no  mortality  has 
been  reported.  A temporary  loop  ileostomy  is 
employed  in  most  reports.  Occasionally  trans- 
anal  intubation  has  been  required  to  empty  the 
reservoir. 

The  ileoanal  anastomosis  with  ileal  reservoir 
is  a promising  procedure  for  preserving  satis- 
factory anal  function.  Further  technical  modi- 
fications appear  necessary  to  achieve  a re- 
producible high  success  rate  and  lower  the 
presently  high  morbidity.  The  obvious  advan- 
tages of  this  procedure  are  the  maintenance  of 
normal  path  of  fecal  flow  and  near  normal  anal 
function  and  elimination  of  the  risk  of  recurrent 
disease  and  carcinoma.  As  with  the  continent 
ileostomy,  however,  certain  patients  will  not  be 
candidates  for  this  procedure,  including  those 
with  Crohn’s  disease,  preoperative  anal  sphinc- 
ter dysfunction,  obesity  and  those  psycho- 
logically unfit. 

Conclusion 

The  creation  of  ileostomies  and  colostomies 
remain  an  essential  part  of  the  surgical 
treatment  of  a variety  of  benign  and  malignant 
conditions  of  the  colon  and  rectum.  Current 
surgical  knowledge  would  indicate,  however, 
that  colostomy  can  be  avoided  in  several 
situations  in  which  it  was  formerly  thought  to 
be  necessary  without  jeopardizing  care  of  the 
patient.  Recent  surgical  experience  with  the 
continent  ileostomy  and  endorectal  pull- 
through  procedures  suggests  that  these  are 
attractive  alternatives  to  selected  individuals 
who  would  otherwise  require  a conventional 
ileostomy. 
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The  Fetal  Hydantoin  Syndrome; 
A Case  Report  and  Review 


IN  1963,  Meadow  described  the 
presentation  of  three  neonates 
with  cleft  lips  and/or  cleft 
palates.'  A common  factor  that  he  discerned 
was  that  the  three  were  born  of  epileptic 
mothers  who  were  taking  anticonvulsant  agents 
throughout  their  pregnancies.  He  raised  the 
possible  correlation  between  pre-natal  ex- 
posure to  anti-convulsants  and  the  appearance 
of  specific  congenital  anomalies. 

A retrospective  study,  the  Oxford  Record 
Linkage  Study,  added  further  credance  to 
Meadow’s  initial  observations  by  noting  that 
the  incidence  of  congenital  abnormalities  in 
infants  of  epileptic  mothers  was  13.0%  as 
compared  to  the  incidence  of  congenital 
abnormalities  in  infants  of  non-epileptic 
mothers  of  5.6%.'^  Further  investigation  re- 
vealed that  anticonvulsant  agents,  especially 
diphenylhydantoin,  seemed  to  have  a terato- 
genic effect  on  exposed  infants.  No  attempt 
was  made  to  delineate  the  specific  teratogenic 
mechanism. 

Hill,  in  1974,  conducted  an  extensive  review 
of  the  world  literature  regarding  congenital 
abnormalities  associated  with  prenatal  di- 
phenylhydantoin exposure.^  She  found  the 
statistically  significant  physical  findings  to 
include  disfiguring  abnormalities  such  as  cleft 
lip,  cleft  palate,  hypertelorism,  inguinal  her- 
nias, life  threatening  abnormalities  such  as 
congenital  heart  or  genito-urinary  disease,  and 
a collection  of  minor  findings  such  as  simian 
lines,  pilonidal  sinus,  large  anterior  and  pos- 
terior fontanelles,  hypoplastic  distal  phalanges 
and  nails,  broad  alveolar  ridge,  broad  nasal 
bridge,  low  hair  line,  and  digital  thumb. 

Hanson  coined  the  name.  Fetal  Hydantoin 
Syndrome  (FHS)  in  1975.^  He  described  the 
classic  facies  to  be  hypertelorism  with  promi- 
nent epicanthal  folds,  low  bridge  nose,  low  set 
and/or  abnormal  ears,  wide  mouth  and  promi- 
nent lips,  cleft  lip  and/or  cleft  palate.  Other 
classic  features  of  the  syndrome  included 
hypoplastic  distal  phalanges,  especially  in- 
volving the  fifth  digit,  with  absence  or  hypo- 
plastic nails,  postnatal  growth  retardation  and 
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mental  retardation.^®  Ocular  manifestations 
attributed  to  FHS  include  ptosis,  stabismus, 
congenital  glaucoma,  retinoschisis,  nasolac- 
trimal  duct  deformity  or  agenesis  and  colo- 
boma  of  the  iris  and/or  choroid.’^ 

One  aspect  of  the  Fetal  Fydantoin  Syn- 
drome that  has  but  a limited  description  is  the 
symptom  of  mental  retardation.  It  is  generally 
addressed  as  mild  to  moderate  mental  retarda- 
tion, without  any  further  attempt  to  assess 
the  social-adaptive 'level  or  allied  neuropsy- 
chological assessments.  In  this  case  report 
such  an  attempt  will  be  made. 

Case  Report 

The  patient  was  a 14-year-old  Caucasian 
male  who  was  admitted  to  the  Nebraska 
Psychiatric  Institute  in  Omaha,  Nebraska  for 
evaluation  of  recurrent  severe  temper  out- 
bursts and  poor  impulse  control.  The  patient’s 
mother  had  grand  mal  epilepsy  controlled 
with  multiple  anticonvulsant  medications, 
including  phenobarbital  and  diphenylhydan- 
toin, throughout  the  gestation  of  the  patient. 

His  overall  physical  stature  was  propor- 
tionally small  (at  the  fiftieth  percentile  of  a 10- 
year-old  male  in  height  and  weight).  His  head 
was  small  for  his  age  (at  the  fiftieth  percentile 
for  a 10-year-old  male  in  head  circumference) 
but  proportional  to  his  body  size.  His  facial 
structure  was  accentuated  by  hypertelorism, 
a broad  nasal  bridge,  small  rounded  and 
low  set  ears,  a broad  mouth  with  prominent 
lips  and  a scar  from  the  surgical  repair 
of  a unilateral  cleft  lip  (Figure  1).  His 
hands  were  small  with  hypoplastic  nails,  slight 
curvature  of  his  fifth  fingers,  and  slender 
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thumbs  bilaterally;  there  was  no  evidence  of 
agenesis  of  the  distal  phalanges.  Simian  lines 
were  noted  on  both  palms.  There  was  no 
clinical  evidence  of  congenital  heart  disease, 
genito-urinary  malformation,  or  inguinal  her- 
nias. 

Psychomotor  evaluation  included  the  Wech- 
sler  Intelligence  Scale  for  Children  (Revised), 
the  Nebraska-Luria  Neuropsychological  Bat- 
tery, and  the  Rorschach  Test.  The  W.I.S.C. 
revealed  a verbal  scale  IQ  of  74,  a performance 
IQ  of  77,  the  full  scale  IQ  was  reported  as  74. 
The  Nebraska-Luria  Neuropsychological  Bat- 
tery revealed  mild  diffuse  higher  cortical 
dysfunction  especially  involving  the  frontal 
cortex.  Distinct  deficits  were  noted  in  visual 
and  auditory  receptive  abilities.  The  Rorschach 
assessment  indicated  immature  perceptual 
processes. 


Figure  I.  Patient  with  characteristic  Fetal 
Hydantoin  Syndrome  facies. 

His  clinical  course  was  punctuated  with 
numerous  conflicts  with  staff  and  fellow 
patients.  He  demonstrated  poor  impulse  con- 
trol through  his  frequent  violent  temper 
tantrums,  fire  setting,  and  very  short  attention 
span.  In  addition,  he  was  chronically  sexually 
preoccupied  and  would  engage  in  sexual  play 
frequently,  without  regard  to  the  social  setting. 
It  was  observed  that  he  had  difficulty  inter- 
preting auditory  and  visual  social  cues,  which 


contributed  to  his  frequent  interpersonal 
conflicts. 

Upon  completion  of  his  evaluation,  his 
mother  requested  discharge  before  any  formal 
treatment  could  be  instituted.  Permission  to 
obtain  photographs  was  denied,  and  the 
patient  was  lost  to  follow-up. 

Discussion 

Epilepsy  is  a complication  in  approximately 
0.15%  of  pregnancies  in  the  United  States.®  It 
has  been  estimated  that  forty-five  percent  of 
epileptic  women  will  experience  an  increase  in 
seizures  during  their  pregnancy. 

The  American  Academy  of  Pediatrics  Com- 
mittee on  Drugs  reported  that  11%  of  infants 
exposed  to  hydantoin  will  have  some  recog- 
nizable pattern  of  abnormalities.®  Hanson 
noted  that  the  appearance  of  Fetal  Hydantoin 
Syndrome  is  1 in  5000  live  births.^®  However, 
as  many  as  33%  of  the  exposed  infants  might 
have  some  minor  stigmata  related  to  the  Fetal 
Hydantoin  Syndrome. 

The  exact  teratogenic  mechanism  of  hydan- 
toin has  not  been  identified.  Meadow  viewed 
the  antifolate  properties  of  hydantoin  as  the 
most  feasible  explanation;'  other  investigators 
have  not  been  able  to  substantiate  this 
possibility.®  Another  hypothesis  is  that  seizure 
phenomena  per  se  have  a teratogenic  com- 
ponent, such  as  transient  hypoxia  during  a 
seizure  episode.  FHS  infants  have  been  born 
to  epileptic  mothers  who  have  had  no  seizures 
during  the  pregnancy.® 

An  animal  model  has  been  devised  to  study 
the  teratogenic  effects  of  hydantoin.  Using 
strains  of  mice  with  a propensity  for  seizure 
disorders,  several  interesting  findings  have 
been  reported."  '®  Hydantoin,  not  the  pres- 
ence of  seizures,  is  responsible  for  the 
congenital  anomalies  in  the  mouse  offspring." 
The  risk  of  producing  malformed  offspring 
directly  correlates  with  maternal  plasma 
phenylhydantoin  concentrations.  However,  the 
reported  concentrations  of  phenlhydantoin  can 
be  well  within  established  therapeutic  range 
for  seizure  control."  No  evidence  of  drug 
interaction  between  maternal  or  fetal  geno- 
types has  been  determined." 

Millicovaky'®  observed  that  the  drug  dosage 
level  does  not  have  to  reach  the  mouse  fetus  to 
produce  the  observed  malformations,  and 
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manipulation  of  maternal  hyperoxia  decreased 
the  incidence  of  facial  clefts.  Based  on  these 
observations,  he  concluded  that  the  cardio- 
respiratory depressive  effect  of  phenylhydan- 
toin  on  the  maternal  mouse  had  a significant 
role  in  the  development  of  facial  clefts  in  the 
offspring.*^  Although  the  effects  of  phenylhy- 
dantoin  on  the  human  cardiorespiratory  sys- 
tem have  been  documented,  no  attempt  has 
been  made  to  reproduce  the  remainder  of 
Millicovaky’s  findings  in  a primate  model. 

In  addition  to  increased  seizures  in  the 
pregnant  epileptic  woman,  there  appears  to  be 
a change  in  phenylhydantoin  metabolism 
during  pregnancy.  Plasma  phenylhydantoin 
levels  decrease,  and  phenylhydantoin  metabo- 
lites, namely  4-hydroxydiphenyl-hydantoin,  de- 
crease in  urine  and  blood  samples.®  There 
appears  to  be  a decline  in  phenylhydantoin 
absorption,  and  small  dose  changes  result  in 
disporportional  increases  in  plasma  concentra- 
tions.® 

In  the  clinical  management  of  the  pregnant 
epileptic  mother  who  experiences  increased 
seizures  and/or  changes  in  phenylhydantoin 
metabolism,  control  of  seizures  can  often  only 
be  obtained  by  increasing  the  phenylhydantoin 
dosage  until  a therapeutic  plasma  concentra- 
tion is  achieved.  If  Finnell’s  observations  can 
be  generalized  to  include  humans,  the  higher 
dosage  and  plasma  concentration  will  place  the 
fetus  at  higher  risk  of  congenital  abnormalities. 
To  date,  no  teratogenic  range  for  phenylhy- 
dantoin plasma  concentration  has  been  deter- 
mined in  humans. 

In  the  patient  presented  in  this  paper,  many 
stigmata  associated  with  fetal  hydantoin  syn- 
drome were  present.  The  results  obtained 
from  the  Wechsler  Intelligence  Scale  would 
place  him  in  the  borderline  range  of  mental 
retardation.  This  finding  is  not  consistent  with 
the  reported  findings  of  mild  to  moderate 
levels  of  mental  retardation  associated  with 
FHS.  The  findings  of  the  Nebraska-Luria 
Neuropsychological  Battery  revealed  a more 
detailed  composite  picture.  There  was  mild 
diffuse  higher  cortical  dysfunction  particularly 
involving  frontal  cortical  centers.  Also  present 
were  visual  and  auditory  receptive  defects. 
These  findings  were  consistent  with  his  ob- 
served behavior:  impulsiveness,  short  atten- 
tion span  and  learning  disabilities.  Although 
none  of  these  findings  could  be  considered 


unique  or  pathognomonic  of  any  one  syndrome, 
their  presence  could  expand  the  description  of 
the  psychiatric  manifestation  of  the  Fetal 
Hydantoin  Sjmdrome. 

A realistic  limitation  to  any  attempt  to 
generalize  the  psychiatric  findings  described 
here  to  the  FHS  is  the  paucity  of  current 
reports  of  psychological  evaluations  or  neuro- 
psychological assessments  in  patients  with  the 
diagnosis  of  FHS. 

At  this  time  the  only  known  treatment  of 
FHS  is  primary  prevention  and  later,  correction 
of  life  threatening  and/or  disfiguring  abnor- 
malities. Perhaps  with  better  understanding  of 
the  psychiatric  manifestations  of  this  syn- 
drome, earlier  diagnosis  and  establishment  of 
training  and/or  educational  programs  can  help 
these  patients  reach  their  maximal  potentials. 

Summary 

This  case  report  illustrates  many  of  the 
salient  features  of  the  Fetal  Hydantoin  Syn- 
drome. The  accompanying  literature  review 
provides  a historical  prospective  and  the 
current  theoretical  explanations  of  the  tera- 
togenity  of  hydantoins.  An  attempt  is  made  to 
expand  the  current  description  of  the  neuro- 
psychological manifestations  of  the  Fetal 
Hydantoin  Syndrome. 

References 

1.  Meadow  SR:  Anticonvulsant  Drugs  and  Congenital 
Abnormalities.  Lancet  2:  1296,  1968. 

2.  Fredrick  J:  Epilepsy  and  Pregnancy:  A Report  from 
the  Oxford  Record  Linkage  Study,  Br  Med  J 2:  442-448, 
1973. 

3.  Hill  RA:  Infants  Exposed  in  Utero  to  Antiepileptic 
Drugs,  Am  J Dis  Child  127:  642-653,  1974. 

4.  Hanson  JW:  The  Fetal  Hydantoin  Syndrome,.  J 
Pediac  87:  285-290,  1975. 

5.  Jones  KL:  Genetic  and  Malformation  Syn- 
dromes in  Clinical  Medicine,  Chicago:  Year  Book 
Medical  Publishers:  193-194,  1976. 

6.  Nagy  R:  Fetal  Hydantoin  Syndrome,  Arch  Derm 
117:  593-5,  1981. 

7.  Hampton  GR:  Ocular  manifestations  of  the  Fetal 
Hydantoin  Syndrome,  Clin  Pediac  20:  470-475,  1981. 

8.  Kockgnour  NK:  Phenytoin  Metabolism  in  Preg- 
nancy, Obstet  Gynecol  4:  577-582,  1980. 

9.  American  Academy  of  Pediatrics  Committee  on 
Drugs,  Anticonvulsants  and  Pregnancy.  Pediatrics 
63:331-333,  1979. 

10.  Hanson  JW:  Birth  Defect  Compendium  New 
York,  Liso:  2nd  Ed.  433-434,  1979. 

11.  Finnell  RH:  Phenytoin-Induced  Teratogenesis: 

Animal  Model  Science  211:483-484,  1981. 

12.  Millicovaky  G:  Maternal  Hyperoxia  Greatly  Re- 
duces the  Incidence  of  Phenytoin-Induced  Cleft  Lip  and 
Palate  in  A/J  Mice  Science  212:671-672,  1981. 


March  1983  Nebraska  Medical  Journal  53 


Nebraska  SIDS  Survivors: 
Impressions  of  the  Response  System 


SUDDEN  Infant  Death  Syndrome 
(SIDS)  by  definition  is  the 
sudden  death  of  any  infant  or 
young  child  which  is  unexplained  by  history 
and  in  which  a thorough  postmortem  examina- 
tion fails  to  demonstrate  an  adequate  cause  for 
death.  The  etiology  of  SIDS  remains  an 
enigma.  The  effects  of  a SIDS  death  on 
parents,  siblings,  relatives,  friends  and  neigh- 
bors have  long  been  known  to  social  psycholo- 
gists. Families  recall  the  infant’s  death  as  one 
of  the  worst  traumas  of  their  lives,  regardless 
of  their  socioeconomic  level,  ethnic  back- 
ground or  intellectual  achievement.  Parents, 
immediately  after  the  death  of  their  infant,  are 
angry,  rejecting,  unemotional,  withdrawn,  and 
have  feelings  of  profound  guilt  and  self-blame. 
Many  experience  loneliness,  helplessness,  im- 
potency  and  emptiness.  Uninformed  and  un- 
educated neighbors  and  professionals  can 
contribute  to  and  prolong  these  feelings. 
Without  adequate  help  and  subsequent  resolu- 
tion of  these  deep  feelings  engendered  by  the 
infant’s  death,  long  term  results  could  include 
personality  changes  and  curtailment  of  ade- 
quate functioning.  SIDS  presents  a challenge, 
not  only  to  medical  researchers,  but  to  those 
professionals  who  are  part  of  the  response 
system  which  provides  support  and  informa- 
tion to  the  “SIDS  survivor”  — the  living  victim 
of  this  tragedy. 

To  aid  families  of  SIDS,  The  National 
Foundation  for  the  Sudden  Infant  Death 
Syndrome  in  1971  advocated  a four  point 
program:  1)  performance  of  autopsies  on  all 
infants  dying  suddenly  and  unexpectedly; 
2)  prompt  notification  of  the  autopsy  results  to 
the  parents;  3)  use  of  the  term  Sudden  Infant 
Death  Syndrome  on  the  death  certificate;  and 
4)  follow-up  and  counseling  for  all  families 
provided  by  a knowledgeable  health  profes- 
sional. A Nebraska  law  adopting  the  four  point 
program  was  passed  in  1978.  With  the  aid  of  a 
federal  grant,  an  information  and  counseling 
program  has  been  functioning  in  Nebraska 
since  1979.  A statewide  network  of  SIDS 
counselors  has  been  established.  Outreach  to 
parents  immediately  after  a SIDS  death 
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(through  SIDS  counselor  support  and  informa- 
tion) often  prevents  months  or  years  of 
needless  guilt  and  anguish.  Educational  pro- 
grams regarding  SIDS  and  Nebraska’s  re- 
sponse system  have  been  given  to  profes- 
sionals who  provide  immediate  help,  e.g. 
physicians,  emergency  room  staff,  ministers, 
law  enforcement  personnel,  emergency  medi- 
cal system  personnel,  morticians,  etc.  Orienta- 
tion and  educational  programs  have  been  held 
for  county  attorneys  who  have  the  legal 
responsibility  to  order  an  autopsy.  The  Coun- 
seling and  Informational  Program  emphasized 
that  positive  changes  can  occur  for  a SIDS 
survivor,  and  family  growth  can  continue,  if 
there  is  adequate  support,  both  from  within 
the  family  and  from  outside  agencies  and 
professionals. 

Periodic  evaluations  of  the  Information  and 
Counseling  Program  are  conducted.  One  phase 
of  the  evaluation  is  to  assess  the  SIDS 
survivors  experiences  with  individuals,profes- 
sionals  and  systems  in  order  to  identify  the 
strengths  and  weaknesses  of  the  response 
system.  Information  was  obtained  from  a 
questionnaire  sent  to  the  survivors.  Sixty-eight 
(68)  questionnaires  were  sent  six  to  seven 
months  after  the  infant’s  death.  The  68  SIDS 
deaths  occurred  from  July  1980  through 
December  1981.  Ten  of  the  questionnaires 
were  returned  as  undeliverable.  This  was  not 
considered  unusual  since  frequent  moves  by  a 
SIDS  family  has  been  reported  in  the  litera- 
ture. Twenty-eight  (28)  families  did  not  reply 
to  the  questionnaire.  The  average  time  to  reply 
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was  one  month.  The  thirty  SIDS  survivors  who 
replied  to  the  questionnaire  resided  in  four- 
teen (14)  counties:  one  half  were  from  the 
Douglas-Sarpy  area. 

Sixty  percent  (60%)  of  the  first  non-family 
persons  to  respond  to  a SIDS  death  were 
associated  with  community  emergency  serv- 
ices (E.M.S.,  police,  fire),  the  most  frequent 
being  the  rescue  squad.  Survivors  were  ques- 
tioned whether  the  first  person  to  arrive 
treated  them  with  sympathy  and  understand- 
ing. Table  1 compares  “how  treated  and 
number  of  responses.”  The  significant  number 
of  SIDS  survivors  who  could  not  tell  or  did  not 
answer  may  correlate  with  a state  of  shock  and 
disbelief  that  most  parents  feel  initially.  The 
SIDS  survivors  did  indicate  that  rescue  squad 
personnel  treated  them  with  sympathy  and 
understanding. 


TABLE  1:  SIDS  SURVIVORS  RESPONSES 
AS  TO  HOW  TREATED 


How  Treated 

Sympathy 

Couldn’t  tell 

Not  answered 

Cold 

Cold  and  done  wrong 


Number  of  Responses 

12 

8 

6 

2 

2 


the  family  with  support  plus  information 
regarding  the  facts  of  SIDS,  as  well  as  the 
normal  and  perhaps  unique  grief  and  mourning 
processes  related  to  the  sudden  and  unex- 
pected death  of  an  infant.  Twenty-one  of  the 
thirty  SIDS  survivors  felt  that  the  counselors 
were  helpful.  Six  of  the  thirty  did  not  answer 
whether  the  counselors  were  helpful;  two  of  the 
thirty  reported  the  counselors  were  not  help- 
ful, and  one  of  the  thirty  noted  they  did  not 
need  a counselor,  feeling  that  their  physician 
had  given  them  the  information  and  support 
needed. 

Survivors  were  asked  to  list  the  “most 
helpful  support”  persons.  A choice  of  persons 
plus  “others”  was  listed  on  the  questionnaire. 
Table  2 indicates  the  response  indicated. 


TABLE  2:  SIDS  SURVIVORS  RESPONSE 
AS  TO  MOST  HELPFUL  SUPPORT 

Most  Helpful  Support  Number  of  Responses 


Family  members 23 

SIDS  counselor 12 

Clergy 11 

Friend 9 

Physician 8 

Another  parent 8 

*Some  multiple  responses  Total  = 71* 


Sixty  percent  of  the  survivors  reported  that 
the  infant  was  taken  to  a hospital  emergency 
room,  where  one  survivor  reported  cold  and 
impersonal  treatment. 

Autopsies  were  reported  performed  on 
thirty  (100%)  of  the  SIDS  victims.  Ninety 
percent  (90%)  of  the  survivors  received  the 
results  of  the  autopsy  within  48  hours.  Six 
percent  (6%)  were  informed  within  seven  days. 
Four  percent  (4%)  could  not  recall  when  they 
received  the  results  of  the  autopsy.  Forty 
percent  (40%)  were  notified  of  the  results  by  a 
physician,  43%  were  notified  by  the  coroner, 
6%  by  the  funeral  director.  One  response 
indicated  the  cause  of  death  was  obtained  from 
the  newspaper.  Sixty- three  percent  (63%)  of 
the  survivors  were  told  the  results  of  the 
autopsy  by  phone,  23%  by  a personal  visit 
(three  by  physicians,  two  by  coroners,  two  by 
funeral  directors),  and  10%  by  mail. 

Volunteer  professional  SIDS  counselors 
made  contact  within  a week  after  the  infant’s 
death.  The  counselor’s  function  is  to  provide 


Though  a small  sample  is  presented,  several 
important  observations  are  obtained  from  this 
survey.  One,  the  E.M.S.  system  (including  fire 
and  police)  are  available  and  responding  to 
SIDS  deaths.  Two,  protocol  for  autopsies  in 
most  instances  is  being  followed.  Three,  a 
counselor  network  is  reaching  out  to  SIDS 
families. 

Social  psychologists  have  emphasized  two 
important  events  in  all  lives  — birth  and  death. 
For  a number  of  reasons,  these  two  events  now 
frequently  occur  outside  the  home.  However, 
death,  as  an  event,  tends  to  be  avoided  by 
families  and  physicians.  When  the  death  is 
sudden,  mysterious,  and  misunderstood  by  the 
family,  relatives,  the  community,  law  enforce- 
ment, and  health  officials,  the  suffering  can 
become  endless  for  the  surviving  family 
members.  If  the  community  fails  to  recognize 
the  significance  of  the  loss  for  the  parents,  a 
cruel  form  of  isolation  can  be  imposed  upon 
SIDS  survivors. 

Physicians,  because  of  their  training,  are 
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knowledgeable  regarding  the  significance  of  a 
SIDS  death  upon  the  family.  As  a personal 
health  care  provider  to  the  SIDS  family, 
physicians  can  be  informative  and  supportive. 
Their  awareness  and  appreciation  of  the 
devastating  impact  of  a SIDS  death  upon  the 
family  enables  them  to  provide  sensitive 
counseling  and  consolation.  Many  times  only 
the  physician  can  provide  the  kind  of  informa- 


tion necessary  to  relieve  the  guilt.  In  addition, 
the  physician’s  unique  position  in  the  com- 
munity also  enables  him/her  the  opportunity 
to  reinforce  the  knowledge  and  supportive 
roles  of  the  first  responders  and  the  lay  public. 
Physician  reinforcement  and  support  is  a 
significant  part  of  the  outreach  program  to 
SIDS  family  survivors. 


Prescribing  Principles  tor 
Psychotropic  Medications 


PATIENTS  with  psychiatric  dis- 
orders often  come  first  to  the 
family  physician.  Many  such 
patients  are  referred  to  a psychiatrist  because 
of  a need  for  special  clinical  expertise;  others 
are  referred  because  the  primary  care  phy- 
sician prefers  not  to  treat  these  disorders  in  his 
or  her  practice.  It  is  clear,  however,  that  a large 
number  of  psychiatric  patients  can  be  ef- 
fectively treated  and/or  followed  up  in  the 
attending  physician’s  office. 

This  paper  will  present  a number  of  key 
principles  for  the  use  of  psychotropic  medica- 
tions by  the  nonpsychiatrist.  It  should  not  be 
considered  a complete  treatise  on  psycho- 
pharmacology, but  rather  a series  of  basic 
guidelines. 

LESS  IS  MORE 

1.  There  is  little  reason  to  prescribe  more  than 
one  medication  from  any  of  the  major 
psychotropic  categories  (and  usually  little 
reason  to  prescribe  more  than  one  or  two 
in  all).  Such  combinations  tend  to  confuse 
rather  than  augment  treatment.  This  caveat 
applies  especially  to  the  elderly.  There  is, 
in  our  opinion,  little  raison  d’etre  for  any  of 
the  psychiatric  fixed  dose  preparations 
(Triavil,  Etrafon,  Limbitrol). 

2.  Most  neuroleptics  and  antidepressants, 
and  some  other  psychotropic  medications, 
can  and  should  he  given  once  daily.  This 
prescribing  practice  is  more  convenient 
and  may  increase  compliance.  Further, 
some  sedative  and  parkinson-like  side 
effects  are  more  prominent  soon  after  the 
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medication  is  taken;  these  will  be  less 
noticeable  if  all  of  the  drug  is  taken  at 
bedtime.  You  may  wish  to  initiate  treat- 
ment with  divided  doses  in  order  to  help 
the  patient  adapt  to  the  medication.  Some 
new  or  elderly  patients  resond  to  divided 
doses  with  fewer  initial  side  effects. 

3.  It  is  important  to  achieve  the  lowest 
effective  maintenance  dose,  especially  in 
patients  taking  neuroleptics  over  long 
periods.  Once  the  therapeutic  effect  is 
achieved  and  the  patient  response  sta- 
bilized, the  dose  can  often  be  decreased. 
This  is  especially  true  of  neuroleptics  and 
antidepressants;  tolerance  does  not  de- 
velop for  these  drugs.  One  should  use  care, 
however,  in  deciding  when  to  discontinue 
antipsychotic  or  antidepressant  medica- 
tion. For  those  patients  for  whom  continu- 
ing need  has  been  established,  discontinu- 
ation often  leads  to  unanticipated  relapse. 

IN  THE  BEGINNING,  GIVE  ENOUGH, 
LONG  ENOUGH 

Within  the  hounds  of  good  clinical  judgment, 

be  certain  that  an  adequate  dose  of  medication 
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is  continued  for  an  adequate  period  (often 
several  weeks)  before  deciding  that  the  drug  is 
ineffective.  Inadequate  dosage  and  duration  is 
the  second  most  common  error,  after  er- 
roneous choice  of  medication,  in  psychotropic 
drug  prescribing  practice.  This  applies  es- 
pecially to  the  antidepressants,  and  to  some 
extent  to  the  neuroleptics.  The  patient  should 
be  told  that  these  drugs  don’t  work  as  fast  or  as 
noticeably  as,  say,  a medication  for  pain.  Some 
of  the  newer  antidepressants  advertised  will 
have  a rapid  response;  however,  the  authors 
recommend  that  predictions  to  the  patient 
remain  conservative.  The  doctor’s  confidence 
that  the  patient  is  likely  to  get  better  with  time 
is  very  important. 

CHILDREN  AND  SPECIAL 
PATIENT  POPULATIONS 
Psychiatric  diagnosis  and  drug  response  are 
sufficiently  different  in  children,  compared  to 
adults,  that  we  recommend  consultation  with  a 
psychiatrist  experienced  in  this  area  before 
treatment  is  begun.  This  principle  often 
applies  as  well  to  the  elderly,  patients  with 
serious  medical  illness,  patients  who  may 
require  anesthesia,  and  other  special  patient 
{ populations. 

! NEUROLEPTICS  (“Antipsychotics”: 

i chlorpromazine,  haloperidol,  thiothixene, 

I molindone,  etc.) 

\ 1.  These  are  not  antianxiety  drugs,  and  should 

not  be  substituted  for  the  “minor  tran- 
quilizers” or  anxiolytics  in  patients  who 
complain  of  nervousness.  With  few  excep- 
tions, the  neuroleptics  should  be  pre- 
scribed only  for  carefully  diagnosed  psy- 
chotic disorders,  and  not  for  patients  who 
merely  feel  “crazy”  or  upset. 

2.  Neuroleptic  drugs  are  not  primarily  seda- 
tives, and  should  not  generally  be  used  to 
quiet  agitated  patients  unless  the  source  of 
the  agitation  is  a neuroleptic-responsive 
psychosis.  The  elderly  patient  with  agita- 
tion, for  example,  will  be  considerably 
quieter  after  thioridazine;  however,  he  or 
she  will  also  likely  have  significant  anti- 
cholinergic effects  and  will  be  exposed  to 
the  possibility  of  liver  and  CNS  toxicity.  In 
addition,  the  very  long  half-life  of  neuro- 
leptics is  unnecessary  for  the  treatment  of 
acute  agitation. 


3.  These  drugs  are  toxic  to  the  central 
nervous  system,  and  must  be  used  cau- 
tiously in  the  elderly,  in  withdrawal  states, 
in  other  organic  illness,  and  with  other 
drugs.  The  CNS  effects  may  mask  other 
important  symptoms  or  mimic  psychiatric 
illness. 

LITHIUM  CARBONATE 
Lithium  has  been  one  of  the  stars  of  the 
psychotropic  line-up  during  the  past  decade.  It 
is  extremely  effective  for  some  disorders  (e.g., 
bipolar  or  “manic  depressive”  illness);  how- 
ever, it  has  such  specific  uses  and  such  a 
delicate  therapeutic  ratio  that  treatment 
should  be  initiated  by  a psychiatrist. 

ANTIDEPRESSANTS  (amitriptyline, 
imipramine,  doxepin,  maprotiline, 
amoxapine,  phenelzine,  etc. 

1.  Antidepressants  are  often  of  no  use  (and 
may  be  dangerous)  in  many  types  of 
depression,  such  as  situational  distress 
and  uncomplicated  bereavement.  Inter- 
ested clinicians'  should  become  familiar 
with  the  clinical  and  biochemical  issues  in 
the  diagnosis  and  differentiation  of  drug- 
responsive  depressions.  In  the  past  there 
were  one  or  two  basic  families  of  anti- 
depressants; now  there  are  second  and 
third  generation  drugs.  The  therapeutic 
differences  among  these  are  far  less  than 
claimed;  however,  there  are  significant 
differences  in  side  effects  profiles  and 
some  may  have  actions  which  are  relatively 
specific  to  some  patients.  If  one  does  elect 
to  treat  complaints  of  depression,  it  may 
be  advisable  to  decide  either  to  refer  those 
patients  who  do  not  respond  to  the  first 
pharmacologic  choice,  or  to  take  the 
considerable  time  necessary  to  explore  this 
area  in  depth. 

2.  Antidepressants  are  not  harmless.  Most  can 
be  toxic  at  routine  dosage  and  lethal  in 
moderate  dosage.  Emergency  management 
of  overdose  must  focus  on  cardiovascular 
dimensions  since  most  deaths  in  this 
patient  group  are  a result  of  arrythmia.  For 
example,  in  the  emergency  management  of 
overdosage,  the  patient  should  not  be 
removed  from  intensive  observation  too 
soon  (e.g.,  before  the  patient  has  spent  24 
hours  in  normal  sinus  rhythm).  Inter- 
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actions  with  other  medications  and  high- 
tyramine  foods  are  of  particular  concern 
with  monoamine  oxidase  inhibitors  (phenel- 
zine, tranylcypromine,  etc.). 

3.  Antidepressants  do  not  act  quickly.  Most 
antidepressants  require  several  weeks  for 
maximum  effect,  although  some  act  more 
quickly  in  some  patients.  This  is  frustrat- 
ing for  the  patient,  who  is  in  pain  and  may 
be  intolerant  of  the  delay.  Attention  to 
supportive  aspects  within  the  physician- 
patient  relationship  are  particularly  help- 
ful during  this  “catching  on”  phase  of  a 
specific  pharmacotherapeutic  treatment. 

4.  Antidepressants  are  not  “energizers.  ” True 
antidepressants  are  quite  unrelated  to 
central  nervous  system  stimulants  such  as 
amphetamines  or  methylphenidate.  Some 
patients,  perhaps  because  of  the  guilt 
inherent  in  some  depressions,  have  an 
unnecessary  fear  of  becoming  “dependent 
on  the  medication.” 

STIMULANTS  (amphetamines, 
methylphenidate,  etc.) 

1.  Stimulants  are  not  antidepressants.  They 
may  be  useful  in  some  unusual  (e.g., 
narcolepsy)  or  rare  (e.g.,  “adult  hyper- 
active syndrome”)  neurological  conditions; 
however,  it  is  difficult  to  think  of  an  adult 
psychiatric  disorder  that  cannot  be  better 
approached  by  other  means.  Methyl- 
phenidate “challenge”  may  be  useful  in 
diagnosis  of  some  atypical  depressions, 
but  not  in  their  treatment. 

2.  Central  nervous  system  stimulants  can 
produce  paranoid  psychosis  at  therapeutic 
levels.  This  syndrome,  which  is  clinically 
similar  to  a schizophrenic  episode,  is  not 
limited  to  drug  abusers;  it  is  occasionally 
reported  in  persons  treated  with  stimu- 
lants for  depression,  lethargy,  and  appetite 
suppression. 

SLEEPING  MEDICATIONS 

1.  If  a patient’s  insomnia  is  related  to 
depression  or  anxiety,  evening  medications 
for  the  primary  problem  may  assist  with 
sleep.  The  short-acting  benzodiazepines 
(not  only  those  advertised  as  hypnotics) 
tend  to  be  drugs  of  choice  for  anxiety- 
related  sleep  disorders.  Appropriate  anti- 


depressants alleviate  insomnia  due  to 
some  forms  of  depression. 

2.  Drugs  should  be  used  with  caution  if  the 
major  source  of  the  sleep  problem  is  not 
clear.  The  rapidly  developing  field  of  sleep 
disorders  research  is  teaching  us  that 
patients’  complaints  of  sleeplessness 
have  widely  varying  meanings.  In  some 
cases  there  may  be  quite  adequate  sleep 
without  the  medication;  in  others  sleeping 
medications  may  complicate  a potentially 
serious  undiagnosed  syndrome  such  as 
sleep  apnea.  Adaptation  occurs  to  all 
sedative  hypnotics  with  regular  daily  (al- 
most always  within  two  to  three  weeks) 
use;  therafter  sleep  may  be  interfered  with. 
A dosage  increase  may  follow  and  can  lead 
to  iatrogenic  addiction.  Sleeping  medica- 
tion should  be  used  for  short  periods  only. 
Psychotherapy  can  be  beneficial  in  con- 
junction with  sedative  hypnotics  to  treat 
long  term  insomnia  which  is  secondary  to 
anxiety  or  depression. 

ANTIPARKINSONIAN  AGENTS 

benztropine  mesylate,  trihexyphenidyl,  etc.) 

1.  The  psychiatric  use  of  these  drugs  is 
limited  to  the  treatment  of  side  effects  of 
antipsychotic  drugs.  A number  of  clinicians 
recommend  prescribing  antiparkinsonian 
agents  prophylactically  when  initiating  the 
neuroleptic,  in  order  to  lessen  or  prevent 
side  effects  in  patients  especially  pre- 
disposed to  them  and  perhaps  to  increase 
patient  compliance.  Other  clinicians  be- 
lieve that  the  problems  of  additional 
anticholinergic  symptoms  (with  many  anti- 
parkinsonian preparations),  potential  de- 
crease in  neuroleptic  blood  levels,  and 
increased  likelihood  of  the  development  of 
tardive  dyskinesia  make  it  preferable  to 
wait  for  side  effects  to  appear  before 
prescribing. 

2.  The  antiparkinsonian  agents  are  not  thera- 
peutically psychoactive.  The  patient,  how- 
ever, may  perceive  these  drugs  as  their 
active  medication  because  they  suppress 
subclinical  side  effects.  In  addition,  several 
antiparkinsonian  agents  produce  mild 
euphoria  at  moderate  doses. 

We  have  intentially  omitted  the  antianxiety 

agents.  While  these  are  important  drugs  in  the 
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physician’s  armamentarium,  their  indications 
are  fairly  clear,  their  effect  predictable,  and 
their  side  effects  — given  appropriate  pre- 
scribing to  avoid  extended  use,  abuse,  or 
dependence  — few. 

While  we  recommend  extensive  use  of 
consultation  and  referral,  physicians  who  have 
the  time  and  inclination  to  keep  abreast  of  the 
basic  clinical  psychiatry  literature  will  find 
treating  patients  with  emotional  disorders  to 
be  rewarding.  The  combined  application  of 
sound  prescribing  practices  and  basic  psycho- 
therapeutic techniques  can  help  a large  pro- 
portion of  those  patients  who  present  with 
psychiatric  complaints,  or  who  are  returned  to 
the  primary  physician’s  care  after  specialized 
evaluation  and  treatment. 
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TRADE  NAMES  OF  GENERIC  DRUGS 


amitriptyline: 

Elavil,  Endep,  others 

henztropine  mesylate: 

Cogentin 

chlorpromazine: 

Thorazine,  others 

diazepam: 

Valium 

doxepin: 

Sinequan,  Adapin 

haloperidol: 

Haldol 

imipramine: 

Tofranil,  others 

lithium  carbonate: 

Eskalith,  Lithane,  others 

maprotiline: 

Ludiomil 

methylphenidate: 

Ritalin 

molindone: 

Mohan 

phenelzine: 

Nardil 

thioridazine: 

Mellaril 

thiothixene: 

Navane 

tranylcypromine: 

Parnate 

trihexyphenidyl: 

Artane,  Tremine 
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PERINATAL  PAGE 

Persistent  Fetal  Circulation: 
Current  Concepts 


SINCE  1969^  the  syndrome  of 
Persistent  Fetal  Circulation 
(PFC)  has  been  described  with 
increasing  frequency  as  one  of  the  causes  of 
neonatal  cyanosis.  It  is  termed  PFC  because  of 
the  persistence  of  shunting  through  the  fetal 
channels  (ductus  arteriosus  and  patent  fora- 
men ovale)  secondary  to  pulmonary  hyperten- 
sion. Other  terminology  which  is  more  accurate 
in  describing  the  pathophysiology  has  been 
proposed  including  Persistent  Pulmonary  Hy- 
pertension of  the  Newborn  (PPHN),  but  PFC 
is  more  widely  used. 

PFC  occurs  in  the  first  24  hours  of  life  in  full 
term  infants  who  have  had  some  perinatal 
hypoxemic  event  and  who  demonstrate  res- 
piratory distress,  cyanosis,  and  frequently  a 
murmur.  The  chest  radiograph,  in  the  affected 
infant,  may  or  may  not  be  abnormal.  The 
abnormal  chest  x-rays  show  “wet  lung”,  mild 
aspiration  or  meconium  aspiration  pneumonia. 
The  EKG  will  demonstrate  right  ventricular 
hypertrophy  for  age.  Echocardiography  is  used 
to  eliminate  congenital  cardiac  malformations 
as  the  cause  of  the  cyanosis  and  to  confirm 
pulmonary  hypertension  with  an  elevated 
RPEP/RVET  ratio.2’^  Tricuspid  insufficiency 
secondary  to  asphyxia  may  be  an  independent 
or  an  associated  clinical  finding.'* 

Initial  therapy  for  this  disease  is  aimed  at 
correction  of  metabolic  and  circulating  volume 
abnormalities.  Metabolic  acidosis  is  corrected 
with  bicarbonate  or  THAM  buffer  to  a base 
excess  of  zero.  There  is  ample  evidence  to 
show  the  direct  relationship  between  decreas- 
ing pH  and  increasing  pC02  on  one  hand,  and 
pulmonary  hypertension  on  the  other.  PFC 
may  be  associated  with  infants  of  diabetic 
mothers;  therefore,  the  blood  glucose  should 
be  normalized  to  45-90  mg/dl.  Myocardial 
function  may  be  impaired  and  there  may  be 
associated  hypocalcemia.  Correction  of  a 
calcium  deficit  is  recommended.  In  patients 
with  polycythemia  with  hyperviscosity,  modi- 
fied exchange  transfusions  to  reduce  the 
hemoglobin  without  decreasing  circulating 
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volume  are  indicated.  When  systemic  hypo- 
tension is  present,  transfusion  with  blood  or 
other  colloid  is  appropriate  to  ensure  an 
adequate  blood  volume. 

Subsequent  treatment  includes  ventiliation 
and  administration  of  pharmacologic  agents. 
The  original  diagnosis  of  PFC  is  confirmed  by 
failure  to  respond  to  a 100%  oxygen  challenge 
test.  The  affected  infant  will  respond  to  high 
frequency  mechanical  ventilation  or  ventila- 
tion via  an  endotracheal  tube  using  an 
anesthesia  bag  with  100%  oxygen  by  an 
increase  in  systemic  p02-  A difference  of  15 
Torr  in  right  radial  to  aortic  p02  confirms  a 
right  to  left  shunt  at  the  ductus  arteriosus.  If 
the  p02  fails  to  increase  despite  a pC02  in  the 
range  of  25-30  Torr,  then  specific  treatment 
with  tolazoline,  an  alpha  blocker  which  de- 
creases pulmonary  vascular  resistance,  is 
indicated.  Tolazoline  also  decreases  systemic 
vascular  resistance  substantially  so  that  dopa- 
mine and  volume  expanders  may  be  required 
to  maintain  renal  blood  flow,  increase  myo- 
cardial contractility  and  increase  the  systemic 
resistance.  Pancuronium  bromide  paralysis 
may  also  be  initiated  to  improve  control  of 
ventilation  and  decrease  oxygen  consump- 
tion requirements. 

Despite  a vigorous  approach  to  medical 
therapy,  nearly  50%  of  treated  patients  will 
succumb  to  hypoxemia  and  acidosis.  Adverse 
drug  reactions  are  common.'*  Current  research 
is  directed  toward  finding  a specific  pulmonary 
vasodilator  which  has  less  systemic  con- 
sequences. Prostaglandins  are  being  investi- 
gated for  their  potential  benefit.  While  PGI2 
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and  PGEj  have  not  proven  to  be  efficacious, 
analogues  of  these  agents  deserve  further 
investigation. 
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President's  Page 

Perhaps  too  much  has  already  been  written 
about  the  high  cost  of  health  care,  especially 
by  persons  that  don’t  have  practical  solutions 
in  hand.  This  message  may  well  fall  in  that 
category. 

Nevertheless  this  issue  is  a matter  of 
national  concern,  and  rightly  so.  It  would  seem 
we  may  be  reaching  a point  beyond  which 
government,  industry,  insurance  companies 
and  consumers  simply  can’t  afford  the  cost  of 
high  technology  medicine.  We  must  be  ever 
mindful  of  the  fact  that  Medicare,  Medicaid, 
and  other  third  party  payors  have  no  resources 
other  than  those  extracted  from  the  citizenry 
through  taxes,  premiums,  cost  shifting  or  what 
have  you.  Ultimately  it  is  the  consumer  or 
taxpayer  that  provides  the  dollars  and,  in  spite 
of  how  it  may  appear,  that  supply  is  ex- 
haustible. 

Outgoing  secretary  of  Health  and  Human 
Services  Richard  Schweiker  recently  said,  “At 
current  rates  of  inflation,  health  care  costs 
threaten  to  become  so  high  they  could  prove  to 
be  insupportable.” 

Hopefully  some  solutions  are  in  the  offing, 
but  they  won’t  come  easily,  and  I doubt,  they 
will  come  quickly. 

An  obvious  answer,  albeit  totally  unaccept- 
able, would  be  the  rationing  of  health  care. 
This  portends  some  type  of  criteria  for 
eligibility  for  certain  levels  of  care.  Obviously 
this  would  be  immoral  and  unethical;  some- 
thing physicians  would  find  reprehensible. 

Another  answer,  although  it  be  utopian, 
would  be  for  the  entire  population  to  go  on  a 
total  wellness  program.  This  would  eliminate 
drunk  driving,  alcoholism,  drug  abuse,  smok- 
ing, stress,  obesity,  dietary  indiscretion,  lack  of 
exercise  and  failure  to  use  seat  belts.  Achiev- 
ing this  would  leave  billions  of  non  medical 
care  spendable  dollars  in  the  possession  of  the 
populace.  Alcohol  costs,  illicit  drug  costs, 
tobacco  costs,  life  insurance  premium  costs. 


automobile  insurance  costs,  and  food  costs 
would  be  significantly  decreased. 

Unfortunately,  but  realistically,  this  is  an 
impossible  dream.  However,  any  discerning 
person  can  readily  see  what  a tremendous 
impact  this  would  have  on  cost  of  health  care; 
and  it  would  escalate  algebraically  with  each 
passing  year.  If  there  is  validity  to  claims  of 
physician  excess  now,  this  of  what  this 
impossible  dream  would  create. 

It  seems  for  every  plus  there  is  a minus, 
however.  Ironically,  the  above  goal  would 
cause  some  problems  for  government,  loss  of 
billions  of  tax  dollars.  Elimination  of  cigarettes 
and  even  the  excess  use  of  alcohol  would  be  a 
drain  on  the  treasury.  After  all,  except  for  the 
income  tax,  taxes  on  alcohol  alone  are  the 
greatest  source  of  income  for  the  United 
States  Government. 

As  stated  earlier  this  might  not  be  a solution, 
but  it  is  a thought.  And  it  sure  would  be  fun  to 
see  it  evolve. 


Allan  C.  Landers,  M.D.,  President 
Nebraska  Medical  Association 
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Coming  Meetings 


UNIVERSITY  OF  NEBRASKA  COLLEGE 

OF  MEDICINE,  WINTER  AND  SPRING 

CONTINUING  MEDICAL  EDUCATION 

COURSE  LISTING 

To  register  or  for  further  information  please 
contact  the  Center  for  Continuing  Education, 
UNMC,  42nd  and  Dewey,  Omaha,  Nebraska 
68105.  (402)  559-4152.  Attention:  Marge 
Adey  or  Roxanne  Pankinon. 

INFECTIOUS  DISEASES  OF  INFANTS 
AND  CHILDREN  - March  4,  1983,  Red 
Lion  Inn,  Omaha,  Nebraska.  Registration 
Fee  $250.00.  Guest  speaker  Dr.  Paul  Wehrle, 
President  Elect,  American  Academy  of 
Pediatrics.  6 hours  submitted  for  AMA  and 
AAFP  credit.  Registration  Fee  $75.00. 

32nd  ANNUAL  OB-GYN  COURSE  (co- 
sponsored by  Creighton  School  of  Medicine) 
March  10  and  11,  1983,  Holiday  Inn,  72nd 
and  1-80,  Omaha,  Nebraska.  12  hours  to  be 
approved  by  AMA  & AAFP.  Registration 
Fee  $120.00. 

NEBRASKA  ACADEMY  OF  FAMILY  PHY- 
SICIANS 35TH  ANNUAL  SCIENTIFIC 
ASSEMBLY  — March  11  and  12,  1983, 
Holiday  Inn,  72nd  & 1-80,  Omaha,  Nebraska. 

SURGICAL  MANAGEMENT  OF  CVA’A 
(Circuit  Course,  Hastings,  Nebraska)  March 
16,  1983,  Holiday  Inn,  Hastings,  Nebraska. 
3 hours  of  AMA  & AAFP  credit.  Registration 
Fee  $30.00. 

PEDIATRIC  UPDATE  — Developmental 
Disabilities:  Prevention,  Diagnosis  and 

Management,  March  21,  22  and  23,  1983. 
Sponsored  by:  The  Department  of  Pedi- 
atrics, University  of  Kansas  College  of 
Health  Sciences  and  Hospital.  Location  of 
Program:  Battenfeld  Auditorium,  Student 
Center-Continuation  Study  Building,  Rain- 
bow at  Olathe  Boulevard,  Kansas  City, 
Kansas.  Course  Fee:  Physicians  $200.00, 
Nurses  $110.00,  Therapists  $95.00.  Credit 
Available:  AMA  16  Hours,  AAFP  16  Hours, 
Nursing  18  Hours,  Physical  Therapy  18 
Hours,  Social  Work  18  Hours.  For  more  in- 
formation write:  Office  of  Continuing 


Education,  University  of  Kansas  Medical 
Center,  Rainbow  at  Olathe  Boulevard, 
Kansas  City,  Kansas  66103 

FAMILY  PRACTICE  REVIEW  (program  is 
offered  two  times)  March  21  - April  1,  1983 
and  May  9-20,  1983  — Center  for  Continu- 
ing Education,  University  of  Nebraska 
Medical  Center.  Approved  for  100  hours  of 
AMA  and  AAFP.  Registration  Fee  $775.00. 

MANAGEMENT  OF  THE  MEDICAL  CON- 
SEQUENCES OF  RADIATION  ACCI- 
DENTS, April  8,  1983,  cosponsored  by 
Creighton  University  School  of  Medicine, 
Midlands  Emergency  Medical  Services 
Council,  and  the  Nebraska  Chapter,  Ameri- 
can Academy  of  Family  Physicians.  Course 
objectives  are  to  update  the  physician’s 
knowledge  base  in  basic  radiation  biology;  to 
describe  the  acute  and  chronic  clinical  ef- 
fects of  radiation; -to  describe  protocols  for 
assessing  and  treating  accidentally  exposed/ 
injured  patients  and  identify  the  medical 
personnel  and  facilities  equipped  to  handle 
patients;  to  identify  specific  needs  for  local 
and  state  program  development  in  the  areas 
of  emergency  and  long-term  care,  resource 
and  manpower  allocation  and  service  areas. 
Faculty  are  Paul  B.  Beeson,  M.D.,  Emeritus 
Professor  of  Medicine,  University  of  Wash- 
ington; Ernest  0.  Jones,  Ph.D.,  University  of 
Nebraska  Department  of  Radiology;  Hiroshi 
Nishiyama,  M.D.,  Nuclear  Medicine,  Univer- 
sity of  Cincinnnati  College  of  Medicine; 
George  L.  Voelz,  M.D.,  Los  Alamos  National 
Laboratory;  Emmet  M.  Kenney,  M.D., 
Creighton  University;  Patrick  Breheny,  re- 
gional director.  Federal  Emergency  Manage- 
ment Agency  Region  III;  John  Beary,  HI, 
M.D.,  Acting  Assistant  Secretary  of  Defense 
for  Health  Affairs;  Gordon  MacLeod,  M.D., 
Professor  and  Chairman,  Department  of 
Health  Services  Administration,  Graduate 
School  of  Public  Health,  University  of  Pitts- 
burgh. 

RESPIRATORY  INTENSIVE  CARE  — A 
Team  Approach,  April  14  and  15,  1983. 
Familiarize  health  care  professionals  with 
physiologic  monitoring  of  the  pulmonary 
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system,  providing  expected  norms  based 
upon  etiology  and  suggesting  applications  of 
interpreted  data.  Sponsored  by:  Section  of 
Respiratory  Therapy  and  The  University 
of  Kansas  College  of  Health  Sciences  and 
Hospital.  Location  of  Program:  Battenfeld 
Auditorium,  Student  Center-Continuation 
Study  Building,  Rainbow  at  Olathe  Boule- 
vard, Kansas  City,  Kansas.  Course  Fee: 
Physicians  $100.00,  Respiratory  Therapists 
$65.00,  Nurses  $65.00,  Allied  Health  Pro- 
fessional $65.00,  Students,  Interns,  Resi- 
dents (upon  official  written  verification)  $50 
$50.00.  Credit  Available:  AMA  11  Hours, 
AAFP  10  Hours,  C.R.T.E.  11  Hours,  Nurse 
Anesthetists  10  Contact  Hours,  Nurses  10 
Contact  Hours.  For  more  information  write: 
Office  of  Continuing  Education,  University 
of  Kansas  Medical  Center,  Rainbow  at  Olathe 
Boulevard,  Kansas  City,  Kansas  66103, 
Telephone  (913)  588-4488. 

EMERGENCY  MEDICINE  REVIEW  — 
April  18-23,  1983.  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center.  45  hours  of  ACEP,  AMA  & AAFP 
credit.  Registration  Fee  $475.00. 

NINTH  ANNUAL  POSTGRADUATE  SYM- 
POSIUM ON  FAMILY  PRACTICE  — 
April  20  and  21,  1983.  Sponsored  by: 
Department  of  Family  Practice  and  The 
University  of  Kansas  College  of  Health 
Sciences  and  Hospital.  Location  of  Program: 
Battenfeld  Auditorium,  Student  Center- 
Continuation  Study  Buidling,  Rainbow  at 
Olathe  Boulevard,  Kansas  City,  Kansas. 
Course  Fee:  Physicians  $110.00,  Full-time 
Students,  Interns,  and  residents  (Upon 
official  written  verification)  $55.00.  Credit 
Available:  AMA  14  Hours,  AAFP  13  Hours. 
For  more  information  write:  Office  of  Con- 
tinuing Education,  University  of  Kansas 
Medical  Center,  Rainbow  at  Olathe  Boule- 
vard, Kansas  City,  Kansas  66103,  Tele- 
phone: (913)  588-4488. 

MIDWEST  DRUG  EDUCATION  CON- 
FERENCE — SEMINAR  FOR  PHY- 
SICIANS, April  21,  1983,  sponsored  by 
Assistance  League  of  Omaha  in  cooperation 
with  PRIDE-Omaha,  Creighton  University 
School  of  Medicine,  Childrens  Memorial 
Hospital  and  Methodist  Hospital.  The  phy- 


sician’s role  in  prevention,  intervention  and 
treatment  of  drug  and  alcohol  abuse  will  be 
the  focus  of  the  program.  Discussions  will 
include  the  magnitude  of  the  alcohol  prob- 
lem, the  neuropsychiatric  implications  of 
substance  abuse,  recognition,  intervention 
and  treatment  of  the  substance  abuser,  and 
the  physician’s  role  in  prevention.  A panel 
will  address  treatment  resources.  Faculty 
include  C.  W.  Dempsey,  Ph.D.,  Amherst 
College  neuroscience  program;  Miller  New- 
ton, Ph.D.,  STRAIGHT,  Inc.;  Emmet  M. 
Kenney,  M.D.,  Creighton  University;  Mit- 
chell S.  Rosenthal,  M.D.,  Phoenix  House 
Foundation,  New  York  City;  Harold  M.  Voth, 
M.D.,  Chief  of  Staff,  VAMC,  Topeka;  and 
Robert  C.  Wadman,  Omaha  chief  of  police. 
The  seminar  will  be  held  at  Methodist  Con- 
tinuing Education  Center.  (A  two-day  gen- 
eral conference  will  be  April  21  & 22  at  the 
Red  Lion  Inn;  a conference  for  teams  of 
students  and  staff  from  area  secondary 
schools  will  be  April  22.) 

REHABILITIATION  OF  THE  SPINAL 
CORD  INJURED  PATIENT  — April  25,  26 
and  27,  1983.  There  are  7,000  to  10,000 
new  cases  of  spinal  cord  injury  in  the  United 
States  each  year.  Until  the  end  of  World  War 
II  the  life  span  of  the  spinal  cord  injured 
patients  was  very  short.  Fortunately,  this 
situation  has  dramatically  changed,  and  it 
has  been  shown  that  a new  life  is  possible 
for  these  patients  despite  the  limits  of  their 
ability.  The  interest  in  the  care  of  the 
spinal  cord  injured  patient  has  resulted  in  a 
new  awareness  of  the  complications  of  spinal 
cord  injury  and  methods  to  prevent  them. 
The  primary  focus  of  this  seminar  is  to  pre- 
sent a comprehensive  overview  of  the  acute 
medical  and  nursing  management,  and  dis- 
cuss the  various  aspects  of  the  rehabilitation 
program,  including  follow-up  care.  Spon- 
sored by:  The  Department  of  Rehabilitation 
Medicine  and  The  University  of  Kansas 
College  of  Health  Sciences  and  Hospital. 
Location  of  Program:  Battenfeld  Auditorium, 
Student  Center-Continuation  Study  Build- 
ing, Rainbow  at  Olathe  Boulevard,  Kansas 
City,  Kansas.  Course  Fee:  Physicians 

$200.00,  Nurses  $100.00,  Therapists 
$100.00.  Credit  Available:  AMA  19.5  Hours, 
AAFP  18  Hours,  PT  18  Contact  Hours, 
Nurses  15  Contact  Hours.  For  more  informa- 
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tion  write:  Office  of  Continuing  Education, 
University  of  Kansas  Medical  Center,  Rain- 
bow at  Olathe  Boulevard,  Kansas  City, 
Kansas  66103,  Telephone:  (913)  588-4488. 

FOURTH  ANNUAL  SYMPOSIUM,  WHAT’S 
NEW  IN  DIABETES  — May  11  and  12, 
1983.  This  program  consists  of  lectures, 
workshops,  panels,  exhibitions,  management, 
and  opportunities  to  meet  with  the  partici- 
pants. Recognition,  evaluation,  and  thera- 
peutic implications  of  diabetes  mellitus  in 
the  adult  and  elderly  patient  will  be  covered. 
The  practical  problems  of  patient  motiva- 
tion and  compliance  will  be  contrasted  with 
the  dilemma  of  diet,  oral  agents,  and/or 
insulin  for  future  complication  prevention. 
Complication  emphasis  will  be  on  hyper- 
tension, vascular  problems,  and  the  diabetic 
foot,  a major  disability  and  medical  problem 
in  this  group  of  patients.  Sponsored  by:  The 
University  of  Kansas  College  of  Health 
Sciences  and  Hospital.  Location  of  Program: 
Battenfeld  Auditorium,  Student  Center- 
Continuation  Study  Building,  The  Univer- 
sity of  Kansas  College  of  Health  Sciences 
and  Hospital,  Rainbow  and  Olathe  Boule- 
vard, Kansas  City,  Kansas.  Course  Fee: 
Physicians  $125.00,  Nurses  $65.00,  Allied 
Health  Professionals  $65.00.  Program 
features  full  exhibit  services  and  educational 
resource  center.  For  more  information  write: 
Office  of  Continuing  Education,  University 
of  Kansas  Medical  Center,  Rainbow  at 
Olathe  Boulevard,  Kansas  City,  Kansas 
66103,  Telephone:  (913)  588-4488. 

HEMATOLOGY  CIRCUIT  COURSE  (Circuit 
Course,  Hastings,  Nebraska)  May  18,  1983. 
Holiday  Inn,  Hastings,  Nebraska.  3 hours  of 
AMA  & AAFP  Credit  to  be  submitted. 
Registration  Fee  $30.00. 

RURAL  EMS  CONFERENCE  (Peter  Kewit 
Conference  Center,  Omaha)  May  18-20, 
1983.  To  be  submitted  for  15  hours  AMA  & 
AAFP  credit  hours.  Registration  Fee  $75.00. 

A SPECIAL  WORKSHOP  ON  THE  USE  OF 
THE  CO2  LASER  IN  ENT  SURGERY  — 
May  19  and  20,  1983.  The  first  part  of  this 
course  was  designed  to  familiarize  the  ENT 
physician  with  the  surgical  Carbon  Dioxide 
LASER.  Because  of  the  unique  properties 


of  its  energy,  it  has  the  potential  to  become 
an  indispensable  surgical  instrument.  We 
will  discuss  the  operation,  maintenance,  and 
hazards  of  the  CO2  laser  along  with  the 
physical  properties  of  laser  energy  and  its 
interaction  with  tissue.  Areas  also  covered 
are:  micro  and  macroscopic  surgery,  an- 
esthesia for  laser  surgery,  trauma  and  blood 
loss,  new  developments  in  research,  and  the 
state  of  the  art  of  medical  applications  in 
surgery.  In  the  second  part  of  the  course,  the 
physician  will  develop  skills  in  using  the 
CO2  laser.  We  will  progress  from  a dry  lab 
where  fresh  animal  tissue  is  used  to  develop 
basic  skills,  to  the  lab  where  anesthesized 
animals  are  used  to  fine-tune  the  newly 
acquired  skills.  Sponsored  by:  The  University 
of  Kansas  College  of  Health  Sciences  and 
Hospital.  Location  of  Program:  Student 
Center-Continuation  Study  Building,  The 
University  of  Kansas  College  of  Health 
Sciences  and  Hospital,  Rainbow  and  Olathe 
Boulevard,  Kansas  City,  Kansas.  Course 
Fee:  Physicians  $550.00.  Credit  Available: 
AMA  16  Hours.  For  more  information  write: 
Office  of  Continuing  Education,  University 
of  Kansas  Medical  Center,  Rainbow  at 
Olathe  Boulevard,  Kansas  City,  Kansas 
66103,  Telephone:  (913)  588-4488. 

OCULOPLASTIC  SURGERY  — May  19  and 
20,  1983.  Sponsored  by:  The  University 
of  Kansas  College  of  Health  Sciences  and 
Hospital,  Department  of  Ophthalmology, 
and  Division  of  Health  Care  Outreach  and 
Continuing  Education.  Location:  Hyatt 

Regency  at  Crown  Center,  Kansas  City, 
Missouri.  Course  Objectives:  A clinically 
oriented  course  to  reacquaint  the  physician 
with  reconstructive  techniques  for  a number 
of  orbital  and  eyelid  maladies.  Topics: 
Blepharoplasty,  Entropion,  Ectropion,  Lac- 
rimal, Ptosis,  Eyelid  and  Orbital  Tumor, 
Eyelid  Reconstruction,  The  Anophthamic 
Socket.  Course  Director:  Joel  Leibsohn, 
M.D.  Guest  Speakers:  Richard  Dortzbach, 
M.D.,  Madison,  Wisconsin,  Robert  Dryden, 
M.D.,  Tucson,  Arizona,  Allen  Puttermun, 
M.D.,  Chicago,  Illinois,  John  Wobig,  M.D., 
Portland,  Oregon.  Course  Fee:  $275.00.  For 
additional  information  contact:  Office  of 
Continuing  Education,  Rainbow  at  Olathe 
Boulevard,  Kansas  City,  Kansas  66103, 
(913)  588-4488. 
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The 

Auxiliary 

RENT  A RETREAT 


ATTENTION  PHYSICIANS  & SPOUSES: 

NMAA  President,  Wanda  Shopp,  is  plan- 
ning to  have  a “Rent-A-Retreat”  auction  to 
raise  money  for  the  Health  Galleries  and  the 
Mobile  Health  Gallery.  The  auction  will  be 
April  30,  “Fun  Night,”  at  the  State  Medical 
Convention. 

If  you  have  a retreat,  (ski  lodge,  cabin, 
condo,  farm,  etc.)  and  would  like  to  donate  it 
for  the  auction,  please  contact  me  no  later  than 
March  15.  I would  appreciate  the  following 
information: 

1.  How  long  it  would  be  available,  a day, 
weekend,  or  week. 

2.  What  it  is. 

3.  Where  it  is  located. 


4.  When  it  would  be  available. 

5.  Minimum  bid. 

6.  Picture  and/or  description,  size,  number  of 
rooms,  etc. 

I will  have  all  the  information  and  rules  for 
bidding  posted  at  the  State  Convention.  This 
will  enable  those  persons  wishing  to  bid  to 
make  decisions  before  the  auction. 

Thank  you  for  the  use  of  your  retreat  and 
support  in  this  fund-raising  project. 

Sincerely, 

Kay  Reed 

State  Health  Gallery  Chairman 
905  Piedmont  Road 
Lincoln,  Nebraska  68510 
Phone  (402)  483-1991 


Welcome  New  Members 


Robert  Anderson,  M.D. 

2115  No.  Kansas 
Hastings,  NE  68901 

Robert  J.  Fox,  M.D.  (Reinstated) 
Hastings  Regional  Center 
Hastings,  NE  68901 

Frank  Lauro,  M.D. 

Good  Samaritan  Hospital 
Kearney,  NE  68847 

Timothy  P.  O’Holleran,  M.D. 

102  So.  Elm 

North  Platte,  NE  69101 

Gregory  Quick,  M.D. 

W.  Nebraska  General  Hospital 
Scottsbluff,  NE  69361 

Timothy  Blecha,  M.D. 

1050  Washington 
Superior,  NE  68978 

Gregg  A.  Foote,  M.D. 

450  E.  23rd 
Fremont,  NE  68025 


R.  L.  Bierbower,  M.D.  (Reinstated) 
Shelby,  NE  68662 

Daniel  F.  Moravec,  Jr.,  M.D. 

120  Wedgewood  Dr. 

Lincoln,  NE  68510 

Gregory  E.  Sutton,  M.D. 

770  No.  Cotner 
Lincoln,  NE  68505 

Stephen  J.  Dreyer,  M.D. 

Memorial  Hospital  of  Dodge  County 
Fremont,  NE  68025 

Dale  L.  Kemmerer,  M.D. 

4336  Manchester 
Grand  Island,  NE  68801 

Bobby  Abraham,  M.D. 

1401  East  H Street 
McCook,  NE  69001 

Dennis  Hatch,  M.D. 

Superior,  NE  68978 

Kurt  Johnson,  M.D.  (Reinstated) 
Ogallala,  NE  69153 
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Roger  P.  Cook,  M.D. 

14  Dodge  Professional  Center 
Omaha.  NE  681 14 

Neal  A.  Davis,  M.D. 

401  Doctors  Bldg. 

Omaha,  NE  68131 

Joel  D.  Elson,  M.D. 

Clarkson  Hospital 
Omaha,  NE  68105 

Charles  D.  Hanf,  M.D. 

5310  So.  139th  Plaza 
Omaha,  NE  68137 

Dennis  F.  Hayes,  M.D. 

601  N.  30th  St. 

Omaha,  NE  68131 

Bradford  A.  Paulson,  M.D. 

Methodist  Hospital 
Omaha,  NE  68131 

Richard  J.  Petersen,  M.D.  (Reinstated) 

622  Doctors  Bldg. 

Omaha.  NE  68131 

Dennis  P.  Tierney,  M.D. 

Bergan  Mercy  Hospital 
Omaha,  NE  68124 

James  A.  Fosnaugh,  M.D. 

1630  So.  70th  #200 
Lincoln,  NE  68510 

In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Herbert  H.  Davis,  M.D.  (Bom  March  24,  1894 
- died  December  21,  1982)  — Medical 
Specialty  - Surgery'.  Doctor  Davis  was  a 
1920  graduate  of  Johns  Hopkins  University- 
School  of  Medicine,  Baltimore,  Maryland. 
He  was  a member  of  both  the  American 
Medical  Association  and  the  Nebraska 
Medical  Association.  Doctor  Davis  was  the 
founder  of  the  Omaha  Mid-West  Clinical 
Society.  He  is  survived  by  his  wife;  sons, 
John  and  Herbert  Jr.  of  Omaha;  daughter, 
Emmy  Lou  Hilsinger,  of  Dedham,  Mass.; 
eight  grandchildren  and  10  great-grand- 
children. 


Margaret  A.  Moravec,  M.D. 

600  N.  Cotner,  #204 
Lincoln,  NE  68505 

Somasundaram  Rajendran,  M.D. 

P.O.  Box  80499 
Lincoln,  NE  68501 

Alan  J.  Jacobs,  M.D. 

2121  So.  56th  St. 

Lincoln,  NE  68506 

Philip  S.  Metz,  M.D. 

5640  South  St.,  #4 
Lincoln,  NE  68506 

H.  Russell  Semm,  M.D. 

630  No.  Cotner 
Lincoln,  NE  68505 

Robert  E.  Ecklund,  M.D. 

Dept.  IM  - UNMC 
Omaha,  NE  68105 

Mohsain  Essa,  M.D. 

Nebraska  Psychiatric  Institute 
Omaha,  NE  68106 

Francis  M.  Fitzmaurice,  M.D.  (Reinstated) 

601  N.  30th  St. 

Omaha,  NE  68131 


Francis  Martin,  M.D.  (Born  April  4,  1914  - 
died  December  31,  1982)  — Medical 
Specialty  - Radiology.  Doctor  Martin  was  a 
1939  graduate  of  Queen’s  University  Faculty 
of  Medicine,  Kingston,  Ontario  Canada.  He 
was  a member  of  the  American  Medical 
Association  and  the  Nebraska  Medical 
Association.  Survivors  include:  his  wife, 
Margaret;  seven  children:  Mrs.  Robert 
(Penny)  Sourile,  Omaha;  Katherine  Martin 
of  Washburn,  Wisconsin;  Mrs.  Oscar  (Mary 
Louise)  Rivera  of  Mexico  City,  Mexico;  Mrs. 
Glen  (Rosemary)  Johnson  of  Ashland,  Wis- 
consin; Mrs.  Paul  (Joan)  Stobie,  Subic  Bay, 
Philippine  Islands;  John  S.  Martin,  St.  Paul, 
Minnesota;  and  Paul  Martin,  Norfolk;  four 
grandchildren;  three  brothers  and  three 
sisters. 
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WashingtoNotes 


(Continued  from  page  13A) 

Medicare  this  year  would  grow,  by  con- 
servative estimate  to  $100  billion  by  1987,  if 
no  reforms  were  enacted.  Six  weeks  ago,  health 
care  experts,  briefing  the  President  and  other 
top  Administration  officials,  estimated  that 
total  health  care  expenditures  in  the  nation 
would  grow  to  $798  billion  by  1990  if  the 
current  system  was  allowed  to  stand. 

In  its  desire  to  stem  this  growth,  the 
Administration  hopes  to  protect  itself  fiscally 
and  to  “address  the  reasons”  for  the  growth  to 
correct  the  “dislocations  in  the  private  sector,” 
referring  to  the  cost  shifting  to  private  patients 
when  the  government  limits  its  reimbursement 
policies. 

Winston  said  that  after  several  weeks  of 
intensive  meetings  with  providers,  payers  and 
employers,  there  appeared  to  be  a “schism,  a 
rather  natural  division”  of  opinion.  The  pur- 
chasers, including  insurers,  employers,  and 
unions,  “would  like  to  prevent  any  proposal 
from  enactment”  and  would  prefer  that  the 
government  turn  to  revenue  control  over 
providers. 

Acknowledging  that  the  Administration  was 
supporting  an  unpopular  proposal,  Winston 
said  everyone  would  suffer  “a  certain  amount 
of  pain”  and  undergo  constraints  to  accom- 
plish the  long-term  goal  of  helping  consumers 
become  more  prudent  buyers  of  health  care. 

The  prudent  buyer  concept  is  a familiar  one 
to  health  economist  Alain  Enthoven,  PhD,  a 
professor  in  the  Graduate  School  of  Business 
Stanford  U.  Dr.  Enthoven,  who  has  for  five 
years  been  an  advocate  of  competitive  ap- 
proaches to  health  system  reform,  disagrees 
with  the  proposal  to  enact  mandatory  co- 
payments, noting  that  recent  studies  indicate 
that  the  great  majority  of  hospitalized  patients 
exceed  their  co-insurance  limit,  diluting  the 
provision’s  intended  effect  of  stemming  de- 
mand. 

Dr.  Enthoven  argued,  however,  for  the  need 
to  limit  an  employer’s  contribution  to  health 
insurance  premiums  that  are  tax-free  to 
employees.  Appealing  to  his  audience.  Dr. 
Enthoven  said  that  a cap  of  $ 1 50  per  month  on 


an  employer’s  contributions,  “would  be  good 
for  HMOs  and  other  organized  systems”  of 
care,  since  employees  would  be  encouraged  to 
select  a plan  that  would  not  add  taxable 
benefits  to  their  salaries. 

The  current  system  of  allowing  employers  to 
give  workers  unlimited  untaxed  health  care 
benefits  is  “subsidizing  the  rich,”  Dr.  Entho- 
ven said.  A family  health  insurance  plan  would 
be  worth,  on  the  average,  $83  a year  to  a 
household  with  a $10,000  to  $15,000  income 
and  $622  a year  to  a household  earning 
$50,000  to  $100,000. 

The  difference.  Dr.  Enthoven  said,  is  be- 
tween tax  brackets  of  households  and  what 
their  tax  liability  would  be  if  health  insurance 
were  taxed. 

“It’s  wrong  to  cut  Medicare  and  Medicaid 
beneficiaries,  who  can  least  stand  to  lose,  while 
leaving  tax  exclusions”  for  the  well-to-do,  he 
said. 

Legislating  mandatory  tax  liability  for  health 
insurance  premiums  that  are  over  $150  per 
family  monthly  would  produce  a $25.7  billion 
revenue  gain  this  year.  Dr.  Enthoven  said, 
helping  the  federal  government  move  toward  a 
balanced  budget.  Arguing  the  proposal’s  poli- 
tical feasibility,  he  pointed  out  that  employers 
now  had  similar  constraints  on  the  amount 
they  are  allowed  to  contribute  tax-free  to  an 
employee’s  life  insurance. 

♦ * * ♦ 

Despite  a slowing  growth  rate  of  enrollees  in 
health  maintenance  organizations  (HMOs), 
there  are  “some  real  gains”  in  the  numbers, 
says  Frank  Seubold,  PhD.,  Acting  Associate 
Director  for  HMOs  in  the  federal  government’s 
Bureau  of  HMOs  and  Resources  Develop- 
ment. 

Speaking  on  a panel  discussing  the  federal 
HMO  program  during  the  national  policy 
conference.  Dr.  Seubold  said  that  10.83 
million  Americans  now  enrolled  in  prepaid 
plans  represented  a 5.5  per  cent  increase  over 
past  years.  In  recent  years,  the  industry 
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experienced  annual  growth  rates  averaging 
about  12  percent. 

Painting  a positive  picture  of  the  slowdown, 
Dr.  Seubold  pointed  to  some  areas  of  growth 
within  the  industry.  For  example,  there  now 
are  19  HMOs  with  more  than  100,000 
members,  compared  with  1 1 plans  in  1977  and 
six  plans  in  1972.  In  addition,  96  plans  have 
more  than  20,000  members,  compared  with  42 
plans  in  1977  and  22  plans  in  1972. 

Of  the  70  standard  metropolitan  statistical 
areas  (SMSAs)  with  more  than  500,000 
population,  HMOs  are  established  in  each, 
serving  some  115  million  people.  This  means 
that  more  than  half  the  nation  has  the 
opportunity  to  join  a prepaid  plan.  Dr.  Seubold 
said.  Where  plans  are  established,  he  said, 
they  flourish.  In  six  states,  HMOs’  enrollment 
grew  more  than  50%  last  year,  representing  a 
gain  of  140,000  subscribers. 

Alluding  to  their  reasons  for  success.  Dr. 
Seubold  said  that  during  the  past  10  years, 
while  premiums  for  high-option  family  plans 
under  Blue  Cross  had  increased  more  than  300 
percent,  the  average  HMO  premium  had 
increased  206  percent.  During  the  open 
enrollment  season  in  May,  1982,  preliminary 
figures  indicate  that  HMOs  gained  more  than 

42.000  new  members — an  11  percent  increase- 
-while  Blue  Cross-Blue  Shield  lost  more  than 

160.000  members. 

According  to  government  statistics,  the 
premium  cost  between  the  average  HMO  and 
family  high-option  coverage  under  Blue  Cross 
and  Blue  Shield  has  increased  from  an  $8  price 
advantage  for  the  HMOs  in  1981  to  a $48 
difference  during  the  most  recent  open  enroll- 
ment in  November,  1982.  Of  103  HMOs,  only 
seven  have  premiums  higher  than  Blue  Cross- 
Blue  Shield. 

Theodore  Weinberg,  Director  of  the  Bur- 
eau’s Division  of  Compliance,  said  1982  was  a 
“good  year,”  with  the  HMO  industry  coming  a 
long  way  over  the  past  five  years.  He  said  there 
now  were  fewer  organizations  needing  gov- 
ernment assistance  to  maintain  a sound 
operation.  He  attributed  the  improvement  in 
part  to  “managerial  growth”  within  the  indus- 
try. In  1982,  Weinberg  said,  two  HMOs  had 
their  qualification  revoked,  while  such  action 
was  taken  against  14  plans  the  previous  year. 


In  December,  1982,  there  were  29  HMOs 
under  scrutiny  for  non-compliance,  with  a large 
number  close  to  meeting  requirements  for 
restoration  of  their  qualification  status.  The  29 
represent  20  percent  of  the  total  number  of 
federally  qualified  HMOs,  down  from  31  per 
cent  of  the  industry  in  compliance  activity  the 
year  before. 

In  a carefully  worded  position  paper  on  the 
insanity  defense,  the  American  Psychiatric 
Association  (APA)  has  criticized  a legal  system 
that  calls  upon  psychiatrists  to  testify  beyond 
their  medical  expertise  into  matters  of  law  and 
morality. 

The  statement,  the  first  on  the  topic  to  be 
developed  and  adopted  by  the  APA,  is 
expected  to  spark  heated  debate  among 
forensic  psychiatrists,  trial  attorneys,  and  civil 
libertarians.  Although  the  APA  says  in  its 
foreword  to  the  23-page  text  that  the  state- 
ment “reflects  the  current  thought  and  opinion 
of  the  vast  majority  of  psychiatrists  who  are 
informed  and  concerned  about  the  insanity 
defense  issue,”  the  report  includes  recom- 
mendations that  are  likely  to  create  con- 
troversy within  the  profession. 

Certain  to  irk  psychiatrists  who  frequently 
testify  as  expert  witnesses  are  APA’s  guide- 
lines on  what  Loren  Roth,  M.D.,  calls  the 
“useful  and  scientifically  valid  role”  for  psy- 
chiatrists in  the  implementation  of  the  insanity 
defense.  Dr.  Roth,  Director  of  the  law  and 
psychiatry  program  at  Western  Psychiatric 
Institute  in  Pittsburgh  and  Chairman  of  the 
APA  work  group  that  wrote  the  statement, 
called  this  the  most  important  recommenda- 
tion in  the  new  APA  policy. 

In  a telephone  interview  with  American 
Medical  News,  Dr.  Roth  said  psychiatrists 
had  been  called  upon  to  answer  “ultimate  is- 
sue” questions,  such  as  whether  a person  is 
legally  insane  or  had  the  capacity  to  appreciate 
the  criminality  of  his  conduct. 

When  such  questions  are  posed,  psychia- 
trists should  decline  to  answer,  he  said, 
limiting  their  expert  testimony  to  the  “de- 
fendant’s psychiatric  diagnosis,  mental  state, 
and  motivation  at  the  time  of  the  alleged  act  so 
as  to  permit  the  jury  or  judge  to  reach  the 
ultimate  conclusion  about  which  they  and  only 
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they  are  expert.”  When  psychiatrists  try  to 
determine  whether  a defendant  is  legally 
insane,  they  are  going  “beyond  their  expertise, 
passing  from  the  realm  of  psychiatry  into  the 
realm  of  morality  and  law,”  Dr.  Roth  said. 

Although  Dr.  Roth  said  he  would  refuse  to 
answer  questions  of  legal  insanity  on  the 
witness  stand,  such  a response  probably  would 
cause  him  not  to  be  called  as  an  expert  witness 
in  most  cases.  The  practice  in  most  states.  Dr. 
Roth  said,  is  to  ask  psychiatrists  such  ques- 
tions. 

The  statement’s  second  most  important 
recommendation.  Dr.  Roth  said,  suggests 
guidelines  for  legislation  dealing  with  the 
disposition  of  violent  people  who  are  found  not 
guilty  by  reason  of  insanity.  According  to  the 
statement,  this  is  the  most  significant  area  for 
reform  in  the  current  administration  of  the 
insanity  defense. 

The  paper  comes  down  hard  on  states  in 
which  hospitalized  insanity  acquittees  who 
have  committed  previous  violent  offenses  can 
be  released  if  future  dangerousness  cannot  be 
demonstrated.  The  statement  noted  that  while 
some  insanity  acquittees  will  “recover”  after 
psychiatric  hospitalization,  “there  can  be  no 
public  guarantee.” 

After  initial  hospitalization,  the  statement 
continues,  “a  long  period  of  conditional  re- 
lease” with  “careful  supervision  and  outpatient 
treatment”  will  be  necessary  to  protect  the 
public  and  to  complete  the  appropriate  treat- 
ment programs. 

“Unfortunately,”  the  statement  notes,  “many 
jurisdictions  have  neither  the  trained  per- 
sonnel nor  appropriate  outpatient  facilities 
and  resources  to  provide  for  such  close 
management  of  previously  violent  persons  who 
are  conditionally  released.” 

Recognizing  that  because  it  will  not  be 
possible  to  release  some  acquittees  because  of 
the  risk  to  society,  the  lack  of  resources,  or 
other  legal  considerations,  the  APA  paper 
points  out  that  “because  psychiatry  has  no 
more  to  offer  the  acquittee,  continued  con- 
finement cannot  be  justified  on  therapeutic  or 
psychiatric  grounds.” 

With  such  lack  of  justification,  “the  psychi- 
atric facility  becomes  a prison,”  the  report 


notes.  “This  hypocrisy  must  be  confronted  and 
remedied.”  The  report  suggests  as  an  appro- 
priate alternative  transfer  of  responsibility  for 
an  confinement  of  such  acquittees  to  an  “non- 
treatment facility  that  can  provide  the  neces- 
sary security.” 

Pointing  out  that  this  recommendation  may 
be  the  most  controversial  in  the  report, 
particularly  among  civil  libertarians  who  think 
the  recommendation  is  unduly  harsh.  Dr.  Roth 
said:  “As  psychiatrists,  we  don’t  want  to  act  as 
agents  of  social  control  and  provide  imprison- 
ment. Yet  we  feel  this  is  a dilemna  that  should 
be  brought  to  the  attention  of  the  public.” 

On  the  question  most  hotly  debated  by  the 
general  public-should  the  insanity  defense, 
which  was  used  successfully  in  the  trial  of  John 
Hinckley,  who  shot  President  Reagan  in  1981, 
be  abolished-the  APA  gave  a loud  and  clear 
no!  . 

Retention  of  the  defense,  the  statement 
said,  “is  essential  to  the  moral  integrity  of  the 
criminal  law.”  APA  also  came  out  strongly 
against  the  approach,  now  being  used  in  nine 
states,  of  adopting  a “guilty  but  mentally  ill” 
verdict. 

Instead,  the  APA  recommended  a narrower 
definition  of  the  type  of  testimony  given  by  a 
psychiatrist  regarding  a defendant’s  under- 
standing or  appreciation  of  his  act.  Although 
the  report  does  not  call  for  outright  elimination 
of  psychiatric  testimony  about  a defendant’s 
so-called  “volition,”  it  notes  that  “many 
psychiatrists  . . . believe  that  psychiatric 
information  relevant  to  determining  whether  a 
defendant  understood  the  nature  of  his  act, 
and  whether  he  appreciated  its  wrongfulness, 
is  more  reliable  and  has  a stronger  scientific 
basis  than,  for  example,  does  psychiatric 
information  relevant  to  whether  a defendant 
was  able  to  control  his  behavior. 

“The  line  between  an  irresistable  impluse 
and  an  impluse  not  resisted  is  probably  no 
sharper  than  that  between  twilight  and  dusk.” 
The  report  also  noted  that  “many  psychiatrists 
therefore  believe  that  psychiatric  testimony  . . . 
about  volition  is  more  likely  to  produce 
confusion  for  jurors  than  is  psychiatric  testi- 
mony relevant  to  a defendant’s  appreciation  or 
understanding.” 

The  APA  also  endorsed  a standard,  recently 
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proposed  by  R.J.  Bonnie,  an  attorney  at  the 
Institute  of  Law,  Psychiatry,  and  Public  Policy 
at  the  U.  of  Virginia,  Charlottesville,  that 
would  permit  “relevant  psychiatric  testimony 
to  be  brought  to  bear  on  the  great  majority  of 
cases”  in  which  criminal  responsibility  is  at 
issue. 

The  standard  says  that  “a  person  charged 
with  a criminal  defense  should  be  found  not 
guilty  by  reason  of  insanity  if  it  is  shown  that  as 
a result  of  mental  disease  or  mental  re- 
tardation he  was  unable  to  appreciate  the 
wrongfulness  of  his  conduct  at  the  time  of  the 
offense. 

As  used  in  this  standard,  the  terms  mental 
disease  or  mental  retardation  include  only 
those  severely  abnormal  mental  conditions 
that  grossly  and  demonstratably  impair  a 
person’s  perception  or  understanding  of  reality 
and  that  are  not  attributable  primarily  to  the 
voluntary  ingestion  of  alcohol  or  other  psycho- 
active substances.” 

Dr.  Roth  described  this  standard  as  “half- 
way between”  the  two  tests— commonly  known 
as  M’Naughten  (used  in  about  half  the  states) 
and  American  Law  Institute  or  ALI  (used  in 
the  other  half  and  in  federal  courts). 

The  APA  statement  was  development  by  a 
four-person  work  group  that  the  organization 
established  last  summer  after  the  Hinckley 
verdict.  The  group  worked  under  the  aegis  of 
the  APA  Council  on  Government  Policy  and 
Law,  chaired  by  Alan  A.  Stone,  M.D.,  Touroff- 
Glueck  professor  of  law  and  psychiatr>’  at 
Harvard  U.  The  document  was  approved  by 
the  Association’s  Assembly,  its  governing 


body,  in  late  October,  and  by  the  Board  of 
Trustees  in  late  December.  More  than  75 
experts  on  the  insanity  defense  issue  reviewed 
and  commented  on  it  before  its  approval. 

* * * 

The  American  Psychiatric  Association  sug- 
gested the  following  guidelines  for  legislation 
dealing  with  the  disposition  of  violent  persons 
acquitted  on  insanity  grounds: 

* Special  legislation  should  be  designed  for 
people  charged  with  violent  offenses  who 
have  been  found  not  guilty  by  reason  of 
insanity. 

* Confinement  and  release  decisions  should 
be  made  by  a board,  similar  to  a parole 
board,  that  includes  psychiatrists  as  well 
as  other  professions  representing  the 
criminal  justice  system. 

* Release  should  be  conditional  upon  having 
a treatment  supervision  plan  in  place  with 
the  necessary  resources  available  to 
implement  it. 

* The  board  with  jurisdiction  over  released 
insanity  acquittees  should  have  clear 
authority  to  reconfine. 

When  psychiatric  treatment  within  a 
hospital  setting  has  obtained  the  maximal 
treatment  benefit  possible  but  the  board 
thinks  that  for  other  reasons  confinement 
still  is  necessary,  the  insanity  acquittee 
should  be  transferred  to  the  most  appro- 
priate non-hospital  facility. 
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ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  instabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity, 

Doseige:  Individualize  lor  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


ContemporaryHypnoticTherapy  \ 


Dalmane®  [flurazepam  HCl /Roche}  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep.* 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.* 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.* 

•Continued  efficacy  for  at  least  28  nights ; 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.*  > 


15-mg/30-mg  capsules 


ROCHE  ^ R'>chc  Products  Inc. 

Manali,  Puerto  Rico  00701 

Copyrii^hl  © 1983  Oy  Rrx  hc  I’rrxlucls  Inr . All  rights  reserved. 

Idoast*  sot'  summary  of  produc  t information  on  reverse  side. 
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An  added  complication... 
in  the  treatment  of  bacteriai  bronchitis' 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.'  ® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytIc  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  ciinical 
response  with  Ceclor/ 


Brief  Summary  Consult  the  package  literature  for  prescribing 
Information. 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
'reatment  of  the  tollowing  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pr)eumoniae  (Diplococcus  prteumoniae) . Haemophilus 
mUuemae.  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication.  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SeNSITiVE  PATIENTS.  CEPHALOSPORIN 
antibiotics  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  lorm  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  seventy  from  mild  to 
iite-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  Oiftiaie  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bactenologic  studies,  and 
fluid  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C ditlicile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General Precautions^W  an  allergic  reaction  to  Ceclor 
occurs  the  drug  should  be  discontinued,  and  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines  antihistamines,  or  corticosteroids 
Prolonged  use  ot  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supennteclion  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturilion.  it  should  be  recognized  that  a positive  Coombs  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
sale  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administralion  of  Ceclor.  a false-positive  reaction  tor 

Siucose  in  the  urine  may  occur  This  has  been  observed  with 
enedict  s and  Fehling  s solutions  and  also  with  Clinitest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip.  USP.  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy-  Pregnancy  Category  B Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1?  times 
the  human  dose  and  in  ferrets  given  throe  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are.  however,  no  adequate  and 
well- controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response 
this  drug  should  be  used  during  pregnancy  only  it  clearly  needed 
Nursing  Wo/hers— Small  amounts  of  Cedor  have  been  detected  in 
mother  s milk  following  administration  of  single  500  mg  doses 
Average  levels  were  0 IB  0?0.0?1  and  0 i6  mcg  mlat  two  three 
four  and  five  hours  respectively  Trace  amounts  were  delected  at  one 


hour  The  effect  on  nursing  infants  IS  not  known  Caution  shoiM be 
exercised  when  Ceclor*  (cefaclor.  Lilly)  is  administered  to  a nu' — : 
woman 

Usage  in  Chddren— Safety  and  effectiveness  of  this  prodvd  nc 
m infants  less  than  one  month  of  age  have  not  been  estabkshed 
Adverse  Reactions:  Adverse  effects  considered  related  to  iheraty 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  piMm 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  erthar 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reportee 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  i 5 pe><a« 
ol  patients  and  include  morbilliform  eruptions  (1  in  lOOl  Pru:.'.t 
urticaria,  and  positive  Coombs  tests  each  occur  in  less  than  1 1'^ 
patients  Cases  of  serum-sickness-iike  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  br 
arthritis  arthralgia  and.  frequently,  fever)  have  been  reported  tiim 
reactions  are  apparently  due  to  hypersensitivity  and  have  usutfk 
occurred  during  or  following  a second  course  of  therapy  withCioer 
Such  reactions  have  been  reported  more  frequently  m children  rka* 
adults  Signs  and  symptoms  usually  occur  a few  days  after  mmuh 
ot  therapy  and  subside  within  a tew  days  after  cessation  of  ther»« 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  ol  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  halt  of  which  have 
occurred  in  patients  with  a history  ot  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eobnopl-. 

|1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  T « IM 
patients) 

Causal  Relationship  Uncertain— Jians\\oty  abnormaiititi 
laboratory  lest  results  have  been  reported  Although  they  were  c* 
uncertain  etiology  they  are  listed  below  to  serve  as  alerting 
information  lor  the  physician 

Hepaf/c— Slight  elevations  of  SGOT.  SGPT.  or  alkaline  phosaMiii 
values  (T  in  40) 

Hemafopo/er/c— Transient  fluctuations  m leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  your\g  . 
(t  in  40) 

Rerraf— Slight  elevations  in  BUN  or  serum  creatinine  (ler***^  >f  < 
500)  or  abnormal  urinalysis  (less  than  t in  200) 


* Many  authorities  attribute  acute  infectious  exacerbation  of  fPnm 
bronchitis  to  either  5 pneumoniae  or  H mfiuen/ae  * 

Note  Ceclor  is  contraindicated  in  patients  with  known  a’lergyUi*' 
cephalosporins  and  should  be  given  cautiously  to  ptnioM-i*^~; 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  piophy^ut  0 
rheumatic  lever  See  prescribing  mlormalion 
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The  Sixth  Annual 
Black  Hills  Seminar 

on  Advances  in  Clinical  Pediatrics 

June  22,  23,  24,  1983 
at  Sylvan  Lake  Resort, 

Custer,  South  Dakota, 

sponsored  by  the  Department  of  Pedi- 
atrics and  Adolescent  Medicine,  Uni- 
versity of  South  Dakota  School  of 
Medicine.  Guest  faculty  include  Drs.  C. 
Warren  Bierman,  Alvin  H.  Jacobs, 
Melvin  Levine  and  Philip  Sunshine. 

For  complete  conference  information 
contact: 

Lawrence  R.  Wellman,  M.D. 

Program  Coordinator 

Department  of  Pediatrics 

University  of  South  Dakota 

School  of  Medicine 

1100  S.  Euclid,  P.O.  Box  5039 

Sioux  Falls,  South  Dakota  57117-5039 

605-333-7178 
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Summer  CME  Cruise/Conferences 
on  Legal -Medical 
Issues 
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24  CME  CREDITS 
CATEGORY  1 

By  the  Suffolk  Academy 
of  Medicine 


The  programs  listed  below  were  scheduled  prior  to 
12/31/80  and  conform  to  IRS  tax  deductibility  re- 
quirements under  Sec.  602  of  the  Tax  Reform  Act  — 
Public  Law  94-44S  effective  1/1/77. 

•ALASKAN  CONFERENCE  - July  2-16,  1983 
Visit  Victoria,  Vancover,  Juneau,  Columbia  and  Mala- 
spina  Glaciers,  Seward. 

•CARIBBEAN  CONFERENCE  - July  27-Aug.  6, 
1983.  Visit  St.  Thomas,  Antigua,  Barbados,  Martin- 
ique, and  St.  Croix. 

MEDITERRANEAN  CONFERENCE  - Aug.  20  - 
Sept.  3,  1983.  Visit  Major  Cities  in  Italy,  Greece, 
Egypt,  Israel,  Turkey,  Yugoslavia. 

*FLY  ROUNDTRIP  FREE 

EXCELLENT  GROUP  FARES  - FINEST  SHIPS 

The  number  of  participants  in  each  conference  is  limited. 
Early  registration  is  advised. 


For  color  brochure 
and  additional 
information  contact: 


International  Conferences 
189  Lodge  Ave. 

Huntington  Station,  N.Y.  1 1746 
Phone  (516)  549-0869 


WashingtoNotes 

The  elderly  benefit  from  home  health  care, 
but  expanding  such  programs  will  not  reduce 
overall  health  care  costs,  reports  the  General 
Accounting  Office  (GAO),  the  congressional 
watchdog  organization. 

Home  health  care  advocates  have  said  that 
their  programs  can  save  money  by  taking  some 
elderly  patients  out  of  hospitals  and  nursing 
homes  and  caring  for  them  at  home  through 
frequent  visits  of  health  care  professionals. 

Despite  frequently  lower  costs  per  patient, 
though,  expanding  home  health  services  may 
increase  the  government’s  total  health  care 
cost  because  more  people  would  be  treated, 
the  GAO  found. 

The  report,  which  was  based  on  a survey 
requested  by  Sen.  Orrin  Hatch  (R-UT),  did  say 
that  elderly  people  served  by  professional 
health  and  homemaker  services  live  longer  and 
are  more  satisfied  than  those  without  the 
services. 

(Continued  on  page  6A) 
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cfick.  Kearnev.  Phelps.  Red  Willow. 
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I'weillh  iJisliK  I Councilor  R G Meastv. 
Sfotisbluff.  Counties.  Banner.  Box 
Bull  e.  ('he  VI*  line.  I )awes.  Kirn  hall. 
N'ornU,  Scoits  BluM.  .Sioux 
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HEALTH  PROFESSIONALS! 


The  Army  Medical  Department 
represents  the  largest  comprehensive 
system  of  health  care  in  the  United 
States  and  otters  unique  advantages 
to  the  student,  resident,  and  practi- 
tioner in  the  following  professions: 


• Physician 

• Dentist 

• Veterinarian 

• Dptometrist 

• Psychologist 

• Nuclear  Scientist 


• Environmental  Scientist 

• Civil  Engineer 

• Podiatrist 

• Audiologist 

• Pharmacist 

• Laboratory  Scientist 


As  an  Army  Officer,  you  will  receive 
substantial  compensation,  an  annual 
paid  vacation,  and  participate  in  a 
remarkable  non-contributory  retire 
ment  plan. 


For  more  information  just  fill  out  the  attached  form  and  mail.  Or  call: 
(614)  236-3507/2305.  (Collect  calls  accepted.) 


PLEASE  SEND  MORE  INFORMATION  ABOUT  OPPORTUNITIES 
IN  THE  ARMY  MEDICAL  DEPARTMENT 
MAIL  OR  CALL: 

ARMY  MEDICAL  DEPT.,  PERSONNEL  OFFICE,  BUCKINGHAM  ST., 
BLDG.  84,  COLUMBUS,  OH,  43215  PH:  (614)  236-3507/2305 
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GRADUATION  DATE  DEGREE 

SPECIALTY  AREA  OF  INTEREST  


Washin^toNotes 

(Continued  from  [)age  4A) 

“This  report  says  it  may  be  cheaper  to  let 
things  stay  as  they  are  because  it  doesn’t  cost 
anything  to  deny  treatment  to  people,”  Hatch 
remarked.  “I  consider  that  dollar-wise,  but 
people-foolish.” 

Hatch,  Chairman  of  the  Senate  Labor  and 
Human  Resources  Committee,  is  chief  sponsor 
of  a bill  that  would  expand  home  health 
services  to  rural  and  inner-city  areas  where 
they  are  now  unavailable.  The  bill  has  passed 
Hatch’s  own  committee  and  is  now  in  the 
Senate  Finance  Committee. 

* * * * 

The  American  Medical  Political  Action 
Committee  (AMPAC)  has  given  strong  support 
to  (he  nation’s  political  action  committee 
(PAC)  movement  before  a Senate  committee 
looking  into  campaign  financing  and  possible 
election  reform. 

“PACs  provide  a means  by  which  indi- 


viduals and  groups  can  exercise  their  rights  of 
freedom  of  speech  and  association  said  Fred 
C.  Rainey,  M.D.,  Board  Chairman  of  AMPAC 
and  family  practitioner  of  Elizabethtown,  Ky. 
“They  provide  a means  by  which  individuals 
can  become  more  actively  involved  in  the 
political  process.  They  provide  financial  and 
other  assistance  to  candidates  for  public  office. 
And  they  provide  information  which  helps  us 
to  understand  the  political  system  better  and 
helps  the  system  to  function  more  effectively.” 

Senator  Charles  McC.  Mathias  (R-MD), 
Chairman  of  the  Senate  Rules  Committee, 
opened  the  hearings  by  citing  1982  as  the 
country's  first  billion  dollar  election  and  called 
for  public  financing  of  federal  elections. 

Dr.  Rainey  provided  the  committee  with  a 
survey  of  public  attitudes  toward  public 
financing  of  congressional  elections  in  March 
of  each  year  from  1977  through  1982,  saying 
“these  surveys  show  that  the  American  public 
is  overwhelmingly  opposed  to  public  financing 
of  congressional  elections. 

(('ontiiuied  on  page  9A) 
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FTEN  INSEFVVRABLE:R4|lpND  ANXIETY 

pathologic  partnership  present  in  musculoskeletal  ""“t  of  meprobamate — because 


>ne  sees  every  day  disorders,  the  best  therapy  is  > together  they're  better  than 

Qin_triggering  anxiety — often  a combination  of  anal-  either  alone, 

/hich  accentuates  the  percep-  gesic  and  anxiolytic  agents.  important  information  on  next  page 

on  of  pain . . .together  they're  Equagesic " -M  combines  the  Laboratories 

/orse  than  either  alone.  pain  relief  of  aspirin  with  the  a j 

\nd  since  they're  usually  both  tension-reducing  properties  Aim 


^orse  than  either  alone, 
ind  since  they're  usually  both 


See  important  information  on  next  page 


vv  y^ii  I 

JJ 


Pa  10101 


tablets 


^quagesk^-M 

(rtieprobamate  with  aspirin)  (S  Wyeth 

Effet^ve  analgesic/anxiolytic  alliance 


Prompt,  effective  relief  from  the  dual  burden 

of  pain  and  anxiety 


tablets 

Equagesk^-M 

(meprobamate  with  aspirin]  © Wyeth 

Effective  analgesic/anxiolytic  alliance 


Proven  superior  to  aspirin  alone  in  controlled  clinical  trials 


(BRIEF  SUMMARY) 

DESCRIPTION;  Eoch  toblet  contains  200 
mg  meprobamate  and  325  mg  aspirin 
INDICATIONS:  Adjunct  In  shothterm 
treatment  of  pain  accompanied  by 
tension  and/or  onxlety  In  patients  with 
musculoskeletal  disease  Clinical  trials 
demonstrated  in  these  situations  relief  of 
pain  is  somewhat  greater  than  with  aspi- 
rin alone  Effectiveness  in  long-term  use, 

I e over  4 months,  hos  not  been  ossessed 
by  systematic  clinical  studies  Physicians 
should  periodically  reassess  usefulness  of 
drug  for  individual  potients 
CONTRAINDICATIONS:  ASPIRIN  Al 
lergic  or  idiosyncratic  reactions  to  aspirin 
or  related  compounds  MEPROBAMATE 
Acute  Intermittent  porphyria,  allergic  or 
idiosyncratic  reactions  to  meprobamote 
or  related  compounds,  e g carisoprodoi. 
mebutomate,  or  corbromol 
WARNINGS:  ASPIRIN  Use  salicylates  with 
extreme  caution  In  patients  with  peptic 
ulcer,  asthma,  coagulation  obnormoh 
ties,  hypoprothromblnemla,  vitamin  K 
deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  In  persons 
allergic  to  salicylates  may  result  in  llfe- 
threatening  allergic  episodes 
MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  depend- 
ence. and  abuse  have  occurred 
Chronic  Intoxicotlon  from  prolonged 
Ingestion  of.  usually,  greater  than  recom 
mended  doses  Is  monifested  by  ataxia 
slurred  speech,  and  vertigo,  Therefore, 
carefully  supervise  dose  and  amounts 
prescribed  and  avoid  prolonged  use. 
especially  in  alcoholics  and  others  with 
known  propensity  for  taking  excessive 
quantities  of  drugs  Sudden  withdrawal 
after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting 
symptoms,  e g anxiety,  anorexia,  or  in 
somnlo,  or  withdrawal  reactions,  e g . 
vomiting,  otoxlo  tremors,  muscle  twitch 
mg.  confuslonal  states,  hallucinosis,  and. 
rarely,  convulsive  seizures  Such  seizures 
ore  more  likely  in  persons  with  CNS  dom 
oge  or  preexiiteni  or  latent  convulsive 
disorders  Onset  of  withdrawol  symptoms 
occurs  usually  within  12  to  48  hours  after 
ditconilnuallon.  symptoms  usually  ceose 


within  next  12-to-48-hour  period  When 
excessive  dosoge  has  continued  for 
weeks  or  months,  reduce  dosage  gradu- 
ally over  1 to  2 weeks  rother  than  stop 
abruptly  Alternatively,  a short-acting 
barbiturate  may  be  substituted,  then 
gradually  witharawn. 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  men- 
tal or  physicol  obllltles  required  for  po- 
tentially hazardous  tosks.  e g . driving  or 
operating  machinery 
ADDITIVE  EFFECTS  Since  CNS- 
suppressant  effects  of  meprobamate 
and  alcohol  or  meprobamate  and  other 
psychotropic  drugs  moy  be  additive,  ex- 
ercise caution  wim  potients  taking  more 
than  one  of  these  agents  simultoneously 
USAGE  IN  PREGNANCY  AND  LACTA- 
TION. An  Increased  risk  of  congenital 
malformations  associated  with  minor 
tranquilizers  (meprobamate,  chlordl- 
azepoxlde,  and  diazepam)  during  first 
trimester  of  pregnoncy,  has  been  sug- 
gested In  several  studies  Because  use 
of  these  drugs  Is  rarely  a matter  of 
urgency,  their  use  during  this  period 
should  olmost  always  be  avoided  The 
possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at 
lime  ofinstltutlon  of  therapy  should  be 
considered  Advise  patients  If  they  be- 
become  pregnant  during  therapy  or 
Intend  to  become  pregnant  to 
communicate  with  their  physicians 
about  desirability  of  discontinuing 
the  drug 

Meprobamate  posses  the  placental 
barrier.  It  Is  present  both  In  umblllcol- 
cord  blood  at  or  near  maternal 
plasma  levels  and  In  breast  milk  of 
loctotlng  mothers  at  concentrations 
two  to  four  times  that  of  maternol 
plasma  When  use  of  meprobamote  Is 
contemplated  In  breastfeeding 
patients,  consider  the  drug's  higher 
concentrations  In  breost  milk  as  com- 
pored  to  maternal  plasmo  levels 
USAGE  IN  CHILDRE  N Keep  prepqrofions 
with  ospirin  ouf  of  reach  of  children 
Equogesic  • M is  nof  recommended  for 
potief>ts  12  yeors  of  age  and  under 
PRECAUTIONS  ASPIf^N  SoHcyloles  an 


tagonize  uricosuric  activity  of  probene- 
cid and  sulfinpyrazone  Salicylates  ore 
reported  to  enhance  hypoglycemic  ef- 
fect of  sulfonylurea  antidiabetiCS 
MEPROBAMATE  Use  lowest  effective 
dose,  particulorly  in  elderly  ond/or  debll 
itated.  to  preclude  over-sedation  Me 
probamafe  Is  metabolrzed  in  the  liver 
and  excreted  by  the  kidney,  to  ovoid  ex 
cess  occumularlon  exercise  caution  in  Its 
use  in  potients  with  compromised  liver 
or  kidney  function  Meprobomote  occa- 
sionally moy  precipitate  seizures  In  epi- 
leptic patients  It  should  be  prescribed 
cautiously  ond  in  smoll  quantities  to  po- 
tients with  suicidal  tendencies 
ADVERSE  REACTIONS:  ASPIRIN  May 
cause  epigastric  discomfort,  nouseo, 
ond  vomiting  Hypersensitivity  reoctlons. 
including  urticaria,  angioneurotic 
edema,  purpura,  osthmo.  and  onaphy- 
loxls  moy  rarely  occur  Patients  receiving 
large  doses  of  sallcylotes  may  develop 
tinnitus 

MEPROBAMATE  CNS  Drowsiness, 
ataxia,  dizziness,  slurred  speech,  head 
ache,  vertigo  weokness.  porestheslas. 
Impoirmenfof  visual  accommodation, 
euphoric,  overstimulotlon.  paradoxical 
excitement,  fast  EEG  activity 
Gl  Nouseo,  vomiting,  diorrheo 
CARDIOVASCULAR  Polpitatlon.  tachy 
cordio.  various  forms  of  arrhythmic,  tron- 
sient  ECGchonges.  syncope, 
hypotensive  crisis 

allergic  or  IDIOSYNCRATIC  Milder  re 
actions  ore  chorocterized  by  itchy,  urti 
corlol.  or  erythematous  moculopopulor 
rash,  generolized  or  confined  to  the 
groin  Other  reactions  include  leuko- 
penic ocute  nonthrombocytopenic  pur- 
pura. peiechiae  ecchymoses. 
eosinophtlio.  peripheral  edema,  adeno 
pothy.  fever,  fixed  drug  eruption  with 
cross  reoction  to  carisoprodoi.  and 
cross  sensitivity  between  meprobamote 
mebutomate  and  meprobamote  cor 
bromol  Rare,  more  severe  hypersensitiv 
ity  reoctlons  include  hyperpyrexia,  chills, 
ongioneurotic  edema,  bronchosposm, 
oliguric  ond  anurio  Also,  onaphylaxis 
exfoliative  dermotitis.  stomotitii.  and 
proctitis  Stevens  Johnson  syndrome  and 


bullous  dermatitis  hove  occurred 
HEMATOLOGIC  (SEE  ALSO  ’ALLERGIC  OR 
IDIOSYNCRATIC  1 Agronulocytosis, 
opiastic  anemia  hove  been  reported,  ol- 
though  no  causal  relationship  hos  been 
established,  ond  thrombocytopenic 
purpura 

OTHER  Exacerbation  of  porphyrlc 
symptoms 

DOSAGE  AND  ADMINISTRATION:  Usuol 
dose  IS  one  or  two  tablets.  3 to  4 times 
doily  os  needed  tor  relief  of  pom  when 
tension  or  onxiety  is  present  Not  recom- 
mended for  patients  12  years  of  oge  and 
under 

OVERDOSAGE : Treatment  is  essentioHy 
symptomatic  and  supportive  Any  drug 
remaining  In  the  stomoch  should  be 
removed  Induction  of  vomiting  or  gostric 
lavage  may  be  indicated  Activated 
charcoal  may  reduce  obsorption  of  both 
ospirin  ond  mepfobomote  Aspirin  over- 
dosage  produces  usual  symptoms  and 
signs  of  solicyiote  intoxication  Observa- 
tion ond  treofment  should  include  man- 
agement of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketooc 
idosis  and  dehydration,  wotching  for  evi- 
dence of  hemorrhagic  monifestations 
due  to  hypoprothromblnemio  which,  if  It 
occurs,  usually  requires  whole  blood 
transfusions  Suicidal  attempts  with  me- 
probamate hove  resulted  m drowsiness, 
lethargy,  stupor,  otoxlo.  coma,  shock, 
vosomotor  and  respiratory  collapse 
Some  suicidal  attempts  hove  been  fotal 
The  following  dota.  reported  in  the  liiera 
ture  and  from  other  sources  ore  not 
expected  to  correlote  with  each  case 
(considering  foctors  such  as  individual 
susceptibility  ond  length  of  time  from 
ingestion  to  freatmentj.  but  represent 
usual  ranges  reported  Acute  simple  ov 
erdose  (meprobomote  alone)  Death 
has  been  reported  with  mgesflon  of  as  lit 
tie  as  12  grom  meprobamote  ond  sur 
vivol  with  08  much  os  40  grom 
BLOOD  LEVELS 

0 5 2 0 mg  percent  represents  usuol 
blood-level  range  otter  therapeutic 
doses  The  level  moy  occosionolly  be  os 
high  os  3 0 mg  percent 
3-To  mg  percent  usuolly  corresponds  to 


findings  of  mild-to-moderote  symptoms 
of  overdosoge.  such  os  stupor  or  itgW 
coma 

10-20  mg  percent  usually  corresponds  to 
deeper  como.  requinr>g  more  intertsfve 
treotment  Some  fatollties  occur  | 

At  levels  greater  then  20  mg  percent, 
more  fatalities  than  survivols  con  be 
expected 

Acute  combined  overdose  (rr>eprobo- 
mate  with  other  psychotropic  drugs  or  St 
cohot).  Since  effects  con  be  odditrve. 
history  of  Ingestion  of  o low  dose  of  me 
probamate  plus  ony  of  these  compoiAtdi 
(or  of  a relatively  low  blood  or  tissue 
level)  cannot  be  used  os  a prognostic 
indicator 

In  coses  of  excessive  doses,  sleep  ensues 
ropidly  and  blood  pressure,  pulse  and 
respiratory  rotes  ore  reduced  to  boeol 
levels  Any  drug  remaining  in  stomoch 
should  be  removed  and  symptomatic  | 
treatment  given  Should  respirotion  qr 
blood  pressure  become  compromised 
respiratory  ossistonce.  CNS  stimulonll. 
ard  pressor  ogents  should  be  odmtrMS 
tered  cautiou^y  os  indicoted  Diurees 
osmotic  (monnitol)  diuresis,  peritoneal 
dialysis,  ord  hemodiQiysis  hove  been 
used  successfully  in  removing  both  oiP<  j 
nn  ond  meprobomote  Alkolmizotton 
of  the  urine  increoses  excretion  of  soli  i 
cylotes  Coreful  monitoring  of  unnorya^  I 

f>ut  Is  necessary,  and  coupon  should  be  | 
oken  to  ovoid  overhydrolion 
Relapse  and  droth.  otter  Initial  rec9^  ' 
hove  been  attributed  to  incomplete  got  > 
trie  emptying  and  delayed  obsorption  i 
HOW  SUPPLIED  Bottles  of  SO  scored 
tobiets 


c 1983  Wyeth  Laboiotones 


Wyeth  Laboratories  i 

PhiladeiDhta  Pa  I9l0t  I 


A 


Presented  By  — 

Jerry  Reed,  M.D.  and  other  musical  acts 
by  outstanding  medical  showbiz  personalities 

Coc'^'p'j^  Saturday  evening,  April  30,  1983 

Lincoln  Hilton  Ballroom 


Program  and  registration  details  of  1 1 5th  Annual  Session  will  be  in  your  mail  the  first  week  in  April. 


WashingtoNotes 

(Continued  from  page  6 A) 

A number  of  other  witnesses  bore  Dr. 
Rainey  out,  one  saying  that  public  financing 
should  be  available  in  the  beginning  “to  build  a 
platform  to  speak  from”  for  the  relatively 
unknown  candidate,  but  that  the  American 
public  should  be  permitted  unlimited  partici- 
pation in  federal  elections  so  long  as  the  source 
of  all  funds  were  reported. 

Dr.  Rainey  told  the  committee  that  AMPAC 
was  founded  in  1961  to  promote  and  strive  for 
“the  improvement  of  government  by  encour- 
aging and  stimulating  physicians  and  others  to 
take  a more  active  and  effective  part  in 
government  affairs;  to  encourage  physicians 
and  others  to  know  and  understand  the  nature 
of  their  government,  the  important  political 
issues  and  the  records  of  office  holders  and 
candidates;  and  to  assist  physicians  and  others 
in  organizing  themselves  for  more  effective 
political  action  and  in  carrying  out  their  civic 

(Continued  on  page  12 A) 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Donley 


SUPPLY  COMPAIVY 

P.O.  Box  83108,  Lincoln,  NE  68501 
AUTHORIZED  CONTRACT  AGENT 
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Hear  President  Reagan’s  Personal  Physician 

Daniel  Ruge,  M.D. 


Physician  to  the  President  since  January  20,  1981 
Born  in  Murdock,  Nebraska,  May  13,  1917 
Graduated  from  Murdock  Public  School  1935 
B.A.  North  Central  College  1939 
M.D.  Northwestern  University  1945 
Ph.D.  Northwestern  University  1961 
Certified  American  Board  Neurological  Surgeons  1954 
Lt.  Comm.  U.S.  Navy  1954-56 
Neurosurgeon  in  Chicago  1952-1976 
Professor  of  Surgery  Northwestern  University 
Clinical  Professor  of  Surgery  George  Washington 
University 

Director,  Spinal  Cord  Injury  Service,  Veterans 
Administration  Central  Office  1976-1981 

Daniel  Ruge,  M.D. 


Inaugural  Banquet  for  President  Dwaine  J.  Peetz,  M.D. 
Sunday,  May  1,  7 p.m.  Lincoln  Hilton  Ballroom 


CLARKSON  MEDICAL 
(S LECTURE  SERIES® 


"CURRENT  CANCER  CARE" 

Friday,  June  3,  1983  • Clarkson  Hospital  Storz  Pavilion 


Featured  Speakers  include:  Philip 

8:00  A.  M,  Registration 

Welcome  and  Opening  Comments 
Small  Cell  Cancer  of  the  Lung 
Advances  in  Childhood  Malignancies 
Coffee  Break 

Adjuvant  Chemotherapy  for 
Breast  Cancer 
Radiation  therapy  for  the 
Monradiotherapist:  Fact  or  Fiction 
Questions 
Break 

Grand  Rounds  — Infections  iti 
Immunpcompromised  Hosts 
Break 

Advanced  Cancer  Management  at 
Clark.son  Hospital:  HOCC,  Hospice, 
Hickman 
Panel  Discussion 

Clark.son  Bone  Marrow  Transplant 

Program:  An  Acute  Leukemia  Therapy 


8:20  A.M. 
8:30  A.M. 
9:05  A.M. 
9:45  A.M. 
10:10  A M. 

10:40  A M. 

1 1:30  A M. 
I 1:45  A M. 
12:00  P.M. 

1:00  P.M. 
1:15  P.M. 


1:50  PM. 


Pizzo,  M.D.  •Jeffrey  Cossman,  M.D. 


2:30  P.M. 


Monoclonal  antibodies:  The 
Fourth  Wave? 

Coffee  Break 

Malignant  Lymphomas:  A Panel 
Discussion  on  Classification, 
Diagnosis,  and  Therapy 
Questions 
Adjournment 

C.M.E.  and  A.A.F.P.  Credits  to  be  Awarded 


3: 15  PM. 
3:40  P.M. 


4:40  P.M. 
5:00  P.M. 


SOCIAL  HOUR:  Cat  House,  Henry  Doorly  Zoo,  lOtti  d 
Deer  Park  Blvd.,  6:30  P.M.  (located  directly  across 
from  Rosenblatt  Stadium,  tiome  o(  the  College 
World  Series) 

Bishop  Clarkson  Memorial  Hospital,  44tti  8r  Dewey 
Ave.,  Omaha,  HF.  68105 

For  More  Information,  call: 

402-559-3645 
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There’s  nwre  to 

ZYLQPRIM 

than  (aUotnirinol). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 

■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  ''DA.  W,  ” "No  Sub, ''  of"Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 

1^  / Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Weitcome  / North  Carolina  27709 


FOR 

PROFESSNHIAL  PROTECTION 
EXCUISWELY 


YOUR  RRST  STCP  TO  RRST  QUALITY  PROTECTION 

CONTACT  FIELD  REPRESENTATIVES 

OMAHA  OFFICE: 

L.  Roger  Garner 

9140  West  Dodge  Suite  100,  Omaha  681 14 
Phone  402-393-5797 


W ashingtoNotes 

(Continued  from  page  9A) 

responsibilities.  It  is  within  this  context  that 
AMPAC  provides  educational  programs,  rai- 
ses funds,  makes  direct  contributions  to 
candidates  for  office  and  makes  independent 
expenditures  on  behalf  of  candidates  for 
office.” 

Other  witnesses  before  the  Committee 
included  Senators  William  Proxmire  (D-WI), 
Thomas  F.  Eagleton,  (D-MO),  Lloyd  Bentsen 
(D-TX),  and  Slade  Gorton  (R-WA)  as  well  as  a 
number  of  other  political  experts  from  the 
consulting  field  and  academia. 

* * * * 

The  AMA  has  opposed  a bill  to  authorize 
direct  payment  to  “mental  health  specialists” 
under  the  Medicaid  and  Medicare  programs. 
According  to  an  AMA  statement  submitted  to 
the  House  Ways  and  Means  Subcommittee  on 
Health,  H.R.  6092  “would  needlessly  expand 
the  Medicaid  and  Medicare  programs  while 
failing  to  assure  the  maintenance  of  adequate 
(Continued  on  page  99) 


MADONNA 

REHABILITATION  HOSPITAL 

A multidisciplinary  approach  for  patients 
suffering  from  severe  disabilities  caused  by 

STROKE 

BRAIN  TRAUMA 
ARTHRITIS 

MULTIPLE  ORTHOPEDIC  PROBLEMS 

in  a hospital-licensed  and  CARF-accredited 
physical  medicine  and  rehabilitation  facility. 


Complete  departments  of  Medicine,  Rehabilitation,  Physical  Therapy,  Psychology,  Rehabilitative  Nursing, 
Dietary,  Speech  Pathology  and  Audiology,  Occupational  Therapy,  Social  Services,  Pastoral  Care, 
Therapeutic  Recreation,  Patient  and  Family  Education,  Clinical  Pharmacy. 


MADONNA  PROFESSIONAL  CARE  CENTER 

CELEBRATING  TWENTY-FIVE  YEARS  OF  CARING 

2200  South  52nd  Street  • Lincoln,  Nebraska  68506  • 402/489-7102 
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ibuprofeaUpiohn 

600 mg  Tablets 


ntjdr  your  patients 


Upjohn 


The  Upjohn  Company  • Kolomozoo,  Michigon  49001  USA 


>'5043^  juyw 


Bsctrim  sttscks  thi 

(trimethoprim  and  sulfamethoxazole/Roche) 

in  scute  exacerbetioni 


Bactrim  concentrates  in  serum 
and  penetrates  sputum''^ 


ROCHE 


if  chronic  bronchitis 


Bactrim  clears  sputum  of 
susceptible  bacteria 

In  sputum  cultures  from  patients  with  acute 
exacerbations  of  chronic  bronchitis,  H.  influ- 
enzae and  S.  pneumoniae  are  isolated  more 
often  than  any  other  pathogens/  - One  study 
of  transtracheal  aspirates  from  76  patients 
with  acute  exacerbations  found  that  80%  of 
the  isolates  were  of  these  two  pathogens/ 
Bactrim  is  effective  in  vitro  against  most 
strains  of  both  S.  pneumoniae  and  H.  influen- 
zae— even  ampicillin-resistant  strains.  And  in 
acute  exacerbations  of  chronic  bronchitis 
involving  these  two  pathogens,  sputum  cul- 
tures taken  seven  days  after  a two-week 
course  of  therapy  showed  that  Bactrim  eradi- 
cated these  bacteria  in  91%  (50  of  55)  of  the 
patients  treated.'’ 


I H.  influenzae — even 
:illin-resistant  strains 


Bactrim  reduces  coughing 
and  sputum  production 

In  three  double-blind  comparisons 
with  ampicillin  q.i.d.,  Bactrim  DS 
proved  equally  effective  on  all  clinical 
parameters.”'  Bactrim  reduced  the 
frequency  and  severity  of  coughing, 
reduced  the  amount  of  sputum  pro- 
duced and  cleared  the  sputum  of 
purulence. 

Bactrim  has  the  added  advantages 
of  b.i.d.  dosage  convenience  and  a 
lower  incidence  of  diarrhea  than  with 
ampicillin.  and  it  is  useful  in  patients 
allergic  to  penicillins. 

Bactrim  also  proved  more  effective 
than  tetracyclines  in  10  clinical  trials 


involving  nearly  700  patients.'"  Overall  clinical 
condition  of  the  patients,  changes  in  sputum 
purulence,  reduction  in  sputum  volume  and 
microbiological  clearance  of  pathogens — all 
improved  more  with  Bactrim  therapy  than 
with  tetracyclines.  G.I.  side  effects  occurred 
in  only  7%  of  patients  treated  with  Bactrim 
compared  with  12%  of  tetracycline-treated 
patients.  (See  Adverse  Reactions  in  summary 
of  product  information  on  next  page.) 

Bactrim  is  contraindicated  in  pregnancy  at 
term  and  nursing  mothers,  infants  under  two 
months  of  age,  documented  megaloblastic 
anemia  due  to  folate  deficiency  and  hypersen- 
sitivity. 

Bactrim  DS.  For  acute  exacerbations  of 
chronic  bronchitis  in  adults*  when  it  offers  an 
advantage  over  single-agent  antibacterials. 

References:  1.  Hughes  DTD.  Bye  A,  Hodder  P:  Adv  Anlimi- 
crob  Antineoplastic  Chemother  //2:1105-1106.  1971.  2.  Jordan 
GW  ei  al:  Can  Med  Assoc  J //2;91S-95S.  Jun  14,  1975.  3.  Beck 
H.  Pechcre  JC:  Prog  Antitnicrob  Anticancer  Chemother  1:663- 
667.  1969.  4.  Quintiliani  R:  Microbiological  and  therapeutic 
considerations  in  exacerbations  of  chronic  bronchitis,  in 
Chronic  Bronchitis  and  Its  Acute  Exacerbations:  Current  Diag- 
nostic and  Therapeutic  Concepts:  Princeton  Junction.  NJ.  Com- 
munications Media  for  Education,  Inc.,  1980,  pp.  9-12. 

5.  Schreiner  A et  al:  Infection  6(2):54-56,  1978.  6.  Data  on  file, 
Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  7.  Chodosh  S:  Treatment 
of  acute  exacerbations  of  chronic  bronchitis:  results  of  a double- 
blind  crossover  clinical  trial,  in  Chronic  Bronchitis  and  Its  Acute 
Exacerbations:  Current  Diagnostic  and  Therapeutic  Concepts. 
Op.  cii..  pp.  15-16.  8.  Chervinsky  P:  Double-blind  clinical  com- 
parisons between  trimethoprim-sulfamethoxazole  (Bactrim”) 
and  ampicillin  in  the  treatment  of  bronchitic  exacerbations. 
Ibid.,  pp.  17-18.  9.  Dulfano  MJ:  Trimethoprim-sulfamethoxa- 
zole vs.  ampicillin  in  the  treatment  of  exacerbations  of  chronic 
bronchitis.  Ibid.,  pp.  19-20.  10.  Medici  TC:  Trimethoprim-sulfa- 
methoxazole (Bactrim”)  in  treating  acute  exacerbations  of 
chronic  bronchitis;  summary  of  European  clinical  experience. 
Ibid.,  pp.  13-14. 


b.i.d. 


(160  mg  trimethoprim  and  800  mg  sulfamethoxazole/Roche] 

*Duc  to  susceptible  organisms.  Please  see  next  pdge  for  summary  of  product  information. 


(trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of  which 
follows: 

Indications  and  Uspge:  For  the  treatment  of  urinary  tract  Infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter,  Proteus 
mirabllls,  Proteus  vulgaris,  Proteus  morganll.  It  Is  recommended  that  initial  episodes 
of  uncomplicated  urinary  tract  Infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note:  The  increasing  frequency  of  resistant  orga- 
nisms limits  the  usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections 
For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus  Intiuer}- 
zae  or  Streptococcus  pneumoniae  when  In  physician's  judgment  It  offers  an  advan- 
tage over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of  repeated 
use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  Is  not  Indicated  for  prophy- 
lactic or  prolonged  administration  In  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains  of 
Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician’s  judgment 
It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  Ilexnerl  and  Shigella  sonnel  when 
antibacterial  therapy  is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with  docu- 
mented megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term,  nursing  mothers 
because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus;  infants  less 
than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococcal 
tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with  Bactrim 
than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides 
Experience  with  trimethoprim  is  much  more  limited  but  occasional  interference  with  hema- 
topoiesis has  been  reported  as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's  are 
recommended;  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  Is  noted 

Precautions:  General:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with  glucose-6- 
phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur.  Dur- 
ing therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful 
microscopic  examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal 
function,  Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin;  reassess  coag- 
ulation time  when  administering  Bactrim  to  these  patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Because  trimethoprim  and  sulfa- 
methoxazole may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only  if  poten- 
tial benefits  justify  the  potential  risk  to  the  fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  If  not  reported  with  Bactrim,  Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia.  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reactions:  Erythema  multiforme.  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness, pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis  Gastro- 
intestinal reactions:  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  pseudomembranous  colitis  and  pancreatitis  CNS  reactions:  Headache,  periph- 
eral neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insom- 
nia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscellaneous  reactions:  Drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L.E.  phenom- 
enon. Due  to  certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goi- 
ter production,  diuresis  and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents 
may  exist  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies. 
Dosage:  Not  recommended  for  Infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength),  2 
tablets  (single  strength)  or  4 teasp  (20  ml)  b i d for  10-14  days  Use  identical  daily  dosage 
lor  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min  If  creatinine  clearance  Is  between  15  and  30  ml/min,  use 
one-half  the  usual  regimen  Bactrim  is  not  recommended  If  creatinine  clearance  is  below 

15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage  1 DS  tablet  (doubte  strength).  2 tablets  (singte  strength)  or  4 teasp 

(20  ml)  b.i  d,  lor  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage.  20  mg/kg  trimethoprim  and  100  mg/kg  sullamethoxazote  per  24 
hours  in  equal  doses  every  6 hours  lor  14  days  See  complete  product  information  lor 
suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800  mg 
sulfamethoxazole,  bottles  of  100,  Tel-E-Dose*  packages  of  100,  Prescription  Paks  of  20  and 
28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sullamethoxazote — botttes  of 
100  and  500,  Tel-E-Dose*  packages  of  100,  Prescription  Paks  of  40  Pediatric  Suspension. 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonlul  (5  ml),  cherry 
flavored — bottles  of  100  ml  and  16  oz  (1  pint)  Suspension,  containing  40  mg  trimethoprim 
and  200  mg  sutlamethoxazole  per  teaspoonlul  (5  ml).  Iruit-licorice  flavored — bottles  of 

16  oz  (1  pint) 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  071 10 


OPPORTUNITY 

WITHOUT 

RISK. 


The  biggest 
improvement  in 
Savings  Bonds  in 
40  years. 


New  Variable 
Interest  Rate. 

Looking  for  an  iideal  invest- 
ment? One  with  a variable 
interest  rate?  But  one 
where  rates  can’t  (drop 
below  a certain  level? 

Well,  there  is  one  avail- 
able to  everyone,  even  if 
you  have  only  $25  to  invest. 

It’s  U.S.  Savings 
Bon(ds.  Now  changeid  from 
a fixed  to  a variable  interest 
rate,  with  no  limit  on  how 
much  you  can  earn. 

A Guaranteed 
Minimum. 

Although  interest 
rates  will  fluctuate,  you’re 
protected  by  a guaranteed 
minimum.  And  if  you  hold 
your  Bond  to  maturity, 
you’ll  double  your  money. 
You  may  do  even  better. 


Take  another  look  at 
Savings  Bonds.  We  did,  and 
made  them  better. 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


Intermittent 

Self-Catheterization 


'Fhe  authors  in  this  issue  of  NM-I  have 
succinctly  outlined  the  rationale,  technique 
and  results  of  intermittent,  nonsterile  self- 
catheterization of  the  urethra  for  the  purpose 
of  restoring  acceptable  l)ladder  function  in 
patients  suffering  from  neuropathic  bladder 
disease. 

Although  the  scientific  l)asis  for  the  success 
of  this  procedure  has  only  appeared  in  the 
literature  over  the  past  ten  years,  anecdotal 
evidence  of  its  efficacy  was  known  in  past 
centuries:  from  the  "hatband”  catheters,  lubri- 
cated with  saliva  and  used  intermittently  in  the 
19th  century  to  an  interesting  reference  from 
the  first  century  A.D.  by  the  physician  Rufus  of 


Ephesus  who  lived  in  Alexandria.  He  wrote  in  a 
“Treatise  of  the  Diseases  of  the  Kidneys  and 
the  Bladder,”  a clear  description  of  “paralysis 
ot  the  bladder”  due  to  spinal  disease  for  which 
he  suggested  regular  “intromission  of  a cathe- 
ter.”' 

It  is  regrettable  that  we  have  taken  1900 
years  to  recycle  this  worthy  concept.  It  is  truly 
one  of  the  revolutionary  forms  of  management 
today. 

Hal  K.  Mardis,  M.D. 

Reference 

1.  Oeuvres  de  Rufus  d’Ephese,  trans.  by  Ch. 
Daremberg  and  Ch.  Ruelle  (Pari.s,  1879),  pp.  1-84. 


The  Technological  Revolution 
in  Radiology  is  Just  Beginning 


Since  Professor  Roentgen  discovered  the 
x-ray  in  1895,  technological  advances  pro- 
gressed at  a slow,  steady  pace  until  the 
introduction  of  computed  axial  tomography 
(CAT  scanning)  by  EMI,  Ltd.  in  1972.  Since 
then,  CAT  scanning  has  become  an  indis- 
pensable part  of  the  practice  of  diagnostic 
medicine.  We  have  rapidly  approached  the 
time  when  almost  every  hospital  greater  than 
100  beds,  and  many  private  clinics  in  the 
United  States,  have  or  will  have  CAT  scanning 
capabilities. 

Parallel  to  the  growth  of  CAT  scanning  has 
been  an  almost  equal  growth  in  the  sophistica- 
tion and  use  of  diagnostic  ultrasound  imaging, 
nuclear  medicine  imaging,  and  various  tech- 
niques of  interventional  radiology. 


As  rapidly  as  the  technological  growth 
occurred  in  the  1970’s,  the  growth  in  tech- 
nology in  radiology  is  going  to  be  so  rapid  and 
so  revolutionary  in  the  1980’s  that  it  will  make 
much  of  what  we  were  doing  in  the  70’s 
primitive  and  even  obsolete. 

The  changing  technology  of  the  1980’s  will 
involve  primarily  nuclear  magnetic  resonance 
imaging  (NMR  imaging),  digital  ultrasound 
imaging  and  positron  emission  tomography 
(PET). 

There  will  probably  be  somewhere  between 
40  and  60  NMR  diagnostic  units  installed  and 
in  operation  in  the  United  States  by  the  end  of 
1983.  NMR  is  a concept  and  a technique  that 
has  been  used  for  over  30  years  by  the 
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biochemists  in  laboratory  analysis.  It  has  only 
recently  been  developed  for  imaging  of  the 
human  body.  The  potential  applications  of 
NMR  imaging  are  so  vast  that  NMR  will 
probably  dominate  diagnostic  medicine  by 
1988  or  1990.  In  fact,  it  may  totally  replace 
CAT  scanning. 

Digital  radiology  equipment  has  been  in 
operation  in  many  medical  centers  and  even  in 
private  offices  for  well  over  a year.  Sometime 
yet  in  1982,  digital  radiology  equipment  will 
probably  be  installed  in  a Nebraska  hospital. 
Digital  radiology,  sometimes  called  “filmless 
radiology”,  still  uses  an  x-ray  source.  However, 
images  will  be  collected,  stored,  and  recalled  in 
digital  computer  format  as  images  on  a CRT 
screen.  Digital  radiology  technology  will  be  so 
sensitive  that  it  is  thought  that  arteriography 
will  soon  be  accomplished  by  primarily  inject- 
ing peripheral  intravenous  contrast  material, 
thereby  possibly  replacing  the  need  for  arterio- 
catheterizations. 

Digital  ultrasound  equipment  will  be  an 
improvement  as  compared  to  existing  equip- 
ment and  will  also  involve  collecting,  storing 
and  retrieving  images  using  digital  computer 
format. 

Positron  emission  tomography  (PET  scan- 
ning), involving  an  injection  of  radioactive 
compounds  related  to  glucose,  should  allow 


not  only  imaging  of  anatomy  but  also  literally 
imaging  of  body  metabolism  in  various  organs. 

By  1988,  a modern  radiology  department 
will  probably  contain  mainly  NMR  and  digital 
radiology  equipment.  In  my  opinion,  it  is  a 
possibility  that  by  the  end  of  the  1980’s,  NMR 
imaging  will  have  replaced  CAT  scanning.  It  is 
also  my  opinion  that  in  1990,  probably  80  to  90 
percent  of  the  examinations  that  will  be  being 
done  in  the  radiology  department  here  in 
Fremont  will  be  examinations  that  we  are  not 
doing  today.  The  significance  of  this  major 
technological  revolution  in  diagnostic  radi- 
ology that  will  occur  in  the  1980’s  is  difficult  to 
comprehend  as  to  the  effects  the  above- 
mentioned  concepts  will  have  on  the  practice 
of  medicine  here  in  Nebraska.  It  seems 
probable  that  radiology  departments,  hospi- 
tals and  entire  medical  communities  are  at  risk 
of  lagging  greatly  behind  state-of-the-art  diag- 
nostic medicine,  if  they  are  not  aware  of  the 
changes  that  will  take  place,  and  if  they  are  not 
willing  to  incorporate  these  changes  into  their 
practice  of  diagnostic  medicine. 

Sincerely, 

Duane  \V.  Krause,  M.D. 

Chairman, 

Department  of  Radiology 

Memorial  Hospital 

Fremont,  Nebraska  68025 
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Intermittent  Self-Catheterization 
A Revolutionary  Breakthrough 


Presented  at  Annual  Meeting, 
American  College  of  Surgeons, 
Omaha,  1982 

The  patient  with  a neurogenic 
l)ladder  has  long  been  a difficult 
management  problem.  During 
the  past  decade  successful  results  have  been 
obtained  by  utilizing  clean  intermittent  self- 
catheterization (ISC).  Its  therapeutic  efficacy 
and  its  low  incidence  of  complications  account 
for  its  increasing  popularity. 

The  three  primary  objectives  in  the  man- 
agement of  patients  with  disorders  of  the  lower 
urinaiy  tract  are:  preservation  of  renal  function, 
prevention  of  clinically  significant  urinary  tract 
infection,  and  maintenance  of  continence.  ISC 
has  proved  successful  in  attaining  all  three 
goals  in  the  majority  of  patients.* 

The  theory  supporting  ISC  is  based  on  the 
premise  that  altered  host  resistance  is  the 
primary  factor  in  the  occurrence  of  infection. 
Optimum  host  resistance  can  be  achieved  by 
avoiding  bladder  overdistention  and  main- 
taining hemoperfusion. 

Materials  and  Methods 

The  method  of  ISC  is  explained  and 
demonstrated  to  the  patient.  Basic  principles 
of  self-catheterization  with  emphasis  on  fre- 
quency rather  than  sterility  are  explained. 
Patients  are  instmcted  to  use  clean  technique 
which  includes:  hand  washing  with  soap  and 
water,  washing  catheters  with  soap  and  water 
after  each  use,  boiling  catheters  for  20  minutes 
after  being  used  5-6  times,  and  catheter 
storage  in  a clean  place. 

The  patient  catheterizes  himself  several 
times  a day,  recording  the  time  and  amount  of 
urine  obtained.  Patients  are  warned  never  to 
forego  catheterization  when  soap  and  water 
are  not  available,  but  to  catheterize  at  the 
prescribed  time  regardless  of  circumstances. 
Catheterization  during  a state  of  overdisten- 
tion may  lead  to  cystitis,  pyelonephritis,  and 
even  septicemia. 


MICHELE  J.  HELZER,  P.A. 

FRANCIS  F.  BARTONE,  M.D.,  F.A.C.S. 

Professor  and  Chairman 

Department  of  Urology 

University  of  Nebraska  Medical  Center 

Omaha,  Nebraska  68105 

h’requency  of  catheterization  can  be  altered 
by  monitoring  residual  urine  volumes  and 
urinary  incontinence.  Residual  urine  volumes 
should  be  less  than  500  cc’s  in  adults  and  vary 
according  to  age  and  size  in  the  pediatric 
population.  Urine  volumes  should  not  be 
allowed  to  exceed  the  functional  bladder 
capacity  of  the  individual  patient. 

Frequency  of  catheterization  may  be  as 
often  as  every  4 hours  for  the  patient  with  large 
residual  urine,  or  for  the  patient  whose 
continence  is  not  easily  controlled.  Other 
patients  may  need  to  catheterize  themselves 
only  once  a day.  A good  initial  catheterization 
schedule  is  once  every  6 hours.  Periodic 
evaluation  of  the  aforementioned  criteria  is 
necessary  to  make  appropriate  adjustments  in 
frequency  of  catheterization. 

Approximately  five  years  ago,  a program  of 
clean  ISC  was  initiated  at  the  University  of 
Nebraska  Medical  Center  as  treatment  for 
patients  who  were  unable  to  empty  their 
bladders  in  a satisfactory  manner.  The  records 
of  29  patients  on  the  ISC  regime  have  been 
reviewed.  Patients  who  are  candidates  for  ISC 
undergo  a history  and  physical  examination, 
routine  urinalysis  and  culture,  yearly  excretory 
urograms  or  renal  scan,  and  careful  followup. 

Subject  Age  and  Sex  — Our  series 
included  16  female  and  13  male  patients, 
ranging  in  age  from  4-81  years.  There  were  12 
patients  between  4 and  10  years;  7 between  11 
and  20  years;  and  10  between  21  and  81  years. 

Diagnosis  — Of  the  29  patients  with 
neurogenic  bladders,  18  were  children  with 
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myelodysplasia,  3 had  multiple  sclerosis,  2 had 
spinal  cord  transection,  and  two  had  recurrent 
urinary  tract  infections  secondary  to  post-void 
residual.  An  atonic  detrusor  was  noted  in  four 
patients  without  neurogenic  disease  but  with 
evidence  of  obstructive  uropathy  or  infrequent 
voiding. 

Reasons  for  Catheterization  — Patients 
with  neurogenic  bladders  were  placed  on  ISC 
to  prevent  recurrent  cystitis  and  urinary 
incontinence. 

Followup  Period  — Followup  period  has 
been  3-12  months  for  10  patients,  1-2  years  for 
9 patients,  and  2-5  years  for  10  patients. 

Medications 

Antibacterial  — Attempts  were  made  to 
sterilize  the  urine  in  patients  with  symptomatic 
bacteriuria  and  in  patients  with  vesico-ureteral 
reflux.  Drugs  used  included:  trimethoprim- 
sulfamethoxazole  and  nitrofurantoin. 

Anticholinergic  — Propantheline  bromide 
and  oxybutinin  were  prescribed  for  14  patients 
with  uncontrolled  bladder  spasms  or  incon- 
tinence caused  by  a hypertonic  bladder  as 
demonstrated  by  cystometrogram. 

Alpha  Adrenergic  — One  patient  received 
ephedrine  sulphate  and  one  other  received 
phenylpropanolamine  to  increase  urethral  re- 
sistance and  control  stress  incontinence  (See 
Table  1). 


Table  #1.  Pharmacologic  Manipulation 


No. 

No.  Patients 

% 

Alpha  Adrenergic 

2 

77r 

Anticholinergic 

14 

487 

Antimicrobial 

12 

417 

Results 

Urinary  Infection  — Before  institution  of 
ISC,  219^  of  the  patients  had  sterile  urine. 
After  ISC  was  started,  patients  with  sterile 
urine  increased  to  389?  (See  Table  2).  The 
majority  of  patients  on  ISC  have  bacteriuria. 
As  mentioned  earlier,  only  those  ])atients  with 
vesico-ureteral  reflux  or  irritative  symptoms 
were  treated  with  antimicrobial  therapy. 

Of  the  29  patients  in  this  study,  none 


developed  urethritis,  epididymitis,  pyeloneph- 
ritis, or  upper  tract  deterioration. 


Table  #2.  Incidence  of  Bacteriuria 


No. 

Patients 

% 

Bacteriuria  before  ISC 

23 

797 

Bacteriuria  after  ISC 

18 

629? 

Maintenance  of  Normal  Upper  Tracts 

29 

100% 

Incontinence  — 

52%  of  the  patients 

have 

attained  complete  or  satisfactory  continence 
either  by  adopting  ISC,  or  using  it  in  con- 
junction with  pharmacologic  manipulation. 
Another  21%  have  achieved  significant  im- 
provement but  continue  to  have  occasional 
incontinence.  The  remaining  27%  are  im- 
proved with  ISC  and  medication,  but  un- 
fortunately have  regular  incontinent  episodes 
throughout  the  day  and  night.  These  patients 
remain  on  ISC  to  keep  the  bladder  from  being 
overdistended  (See  Table  3). 

Table  #3.  Degree  of  Continence  After  ISC 

No.  Patients  % 

Complete  Continence  15  529? 

Significant  Improvement  with  6 219? 

Occasional  Incontinence 

Minimal  Improvement  8 279? 

Discussion 

In  the  past  decade,  Lapides  and  associates 
have  popularized  the  technique  of  ISC  as  a 
method  of  treating  patients  who  are  unable  to 
effectively  drain  their  bladder,  to  maintain 
continence,  or  to  remain  infection  free  because 
of  high  residual  urine. ^ 

Studying  urinary  infections,  Lapides  and 
associates  have  postulated  that  most  cases  are 
caused  by  some  underlying  structural  or 
functional  abnormality  of  the  urinary  tract,  and 
that  a decrease  in  host  resistance  is  the 
primary  factor  in  causing  infection.  The  most 
common  cause  of  diminished  host  resistence  is 
decreased  blood  flow  to  the  tissue.  Lapides 
states  that  decreased  blood  flow  brought  on  by 
overdistention  of  the  bladder  and  high  intra- 
vesical pressure  is  the  most  frequent  cause  of 
cystitis  and  pyelonephritis.- 

Lapides  advocates  frecpient  emptying  of  the 
bladder  to  allow  intrinsic  defenses  to  overcome 
bacteria  introduced  by  a non-sterile  catheter.- 
Rather  than  sterility,  frecpient  and  regular 
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catheterization  before  the  bladder  becomes 
distended  is  believed  to  be  the  key  to 
prevention  of  clinically  significant  infection. 
Analysis  of  35  infected  cases  in  Lapides’  1974 
followup  study  revealed  that  in  many  in- 
stances, catheterization  was  not  done  at 
prescribed  intervals,  and  recur-ent  infections 
were  associated  with  definite  episodes  of 
delayed  catheterization  and  bladder  over- 
distention. * 

In  1976,  Lapides  reported  that  sterility  of 
urine  increased  from  9',<'  to  48' i after  institu- 
tion of  ISC.  Lapides  and  Brock  have  shown 
that  the  great  majority  of  patients  with  normal 
renal  function,  as  evaluated  by  excretory 
urograms,  seioam  Bl'N  and  creatinine,  have 
maintained  or  improved  renal  function. 
Lapides  reported  one  case  of  recurrent  pye- 
lonephritis caused  by  bilateral  reflux.-  Brock 
reported  that  two  of  twenty-two  children 
showed  deterioration  of  upper  tracts  after 
institution  of  ISC.  Of  Brock’s  two  patients,  one 
showed  bilateral  reflux;  the  other  was  unable 
to  be  catheterized  regularly  because  of  or- 
thopedic deformities.'  Lapides  did  report  rare 
cases  of  urethritis  and  epididymitis,  however. 

Advantages  of  ISC,  when  compared  to 
indwelling  catheters,  are  both  physical  and 
emotional.  Patients  are  relieved  of  external 
appliances  and  in  many  instances,  are  con- 
tinent for  the  first  time  in  their  lives. 

ISC  has  few  contraindications;  most  of  these 
are  only  relative  contraindications.  These 
include  inability  to  perform  ISC,  as  in  patients 
with  high  cervical  spinal  cord  lesions,  which 
cause  limited  hand  function;  or  in  patients  of 
minimal  intelligence  who  are  unable  to  learn 
the  technique.  ISC  is  not  recommended  for 
patients  with  urethral  strictures.  Age  is  a 
relative  contraindication.  Brock  manages 
young  children  with  upper  tract  deterioration 
with  cutaneous  vesicostomy  until  age  5 or  6 at 
which  time  the  vesicostomy  is  closed  and  ISC 
instituted.'  Vesico-ureteral  reflux  is  not  a 
contraindication,  as  long  as  the  urine  remains 
sterile  with  low  dose  prophylactic  antibiotic 
therapy. 

One  of  the  greatest  problems  encountered  is 
lack  of  patient  cooperation.  There  is  un- 
doubtedly initial  anxiety  when  the  method  is 
first  introduced,  as  it  takes  some  patients  a 
period  of  time  to  accept  ISC. 


Conclusion 

Intermittent  nonsterile  self-catheterization 
(ISC)  has  been  the  most  significant  advance  in 
Urology  during  the  past  decade.  Yet,  this 
technique  remains  underutilized  and  poorly 
understood.  The  technique  and  its  rationale 
will  be  explained  in  detail.  The  basic  principle 
is  that  if  bladder  overdistention  is  prevented 
and  hemoperfusion  remains  intact,  the 
{)resence  of  bacteriuria  does  not  cause  bladder 
or  upper  tract  damage. 

Our  experience  with  29  patients,  diagnosed 
with  a variety  of  neurogenic  dysfunctions,  is 
outlined.  In  this  group,  continence  was  main- 
tained in  7391;  no  upper  tract  damage  occurred 
despite  6291  having  intermittent  bacteriuria; 
and  urethral  injury  was  nil,  even  in  young  male 
patients. 

Our  results  compare  well  with  larger  series 
published.  Thus  ISC  is  truly  revolutionary 
because  of  its  efficacy,  simplicity,  and  wide 
usefulness. 

The  data  presented  in  this  report  supports 
the  theory  that  host  resistance  plays  a major 
role  in  the  prevention  of  urinary  infections. 
ISC  allows  the  bladder  to  maintain  optimum 
host  resistance  by  preventing  overdistention 
and  high  intravesical  pressure. 

Although  clean  intermittent  self-catheteriza- 
tion  is  a direct  contradiction  to  previous 
teachings  of  strict  aseptic  technique,  it  has 
proven  to  be  a safe  procedure  for  treatment  of 
a variety  of  urinary  tract  dysfunctions.  ISC  is  a 
most  important  advance  in  urologic  treatment 
today. 
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Diagnosis  of  Deep  Venous  Thrombosis 
by  Phleborheographic  Evaluation 


LINICAL  diagnosis  of  deep 
venous  thrombosis  can  often  be 
difficult  to  deteiTnine  in  patients 
with  vague  and  nonspecific  symptoms.  The 
study  by  Cranley,  Canos,  and  Sull,’  which  also 
supports  the  conclusion  of  Haeger-  and  others,’ 
relates  that  the  classic  physical  signs  and 
symptoms  of  deep  venous  thrombosis  are  non- 
specific and  unreliable  to  diagnosis  or  rule  out 
deep  venous  thrombosis.  Venography  is  an 
expensive  and  somewhat  uncomfortable  pro- 
cedure; plus  on  occasion,  it  may  be  medically 
contraindicated.  Our  laboratory  has  been  using 
the  Cranley-Grass  Phleborheograph^-'’”  for 
evaluating  deep  venous  thrombosis  since 
December,  1980.  It  is  well  tolerated  by 
patients  and  requires  minimum  physician  time. 

Clinical  applications  include  lymphedema, 
cellulitis,  muscle  rupture,  hematoma,  trauma 
to  the  leg,  possible  pulmonary  embolism, 
postop  routine  screening  of  asymptomatic 
patients,  pre  and  post  i)artum,  suspected 
phlebitis,  neoplasms,  and  preoperative  screen- 
ing. We  have  found  it  to  be  a highly  accurate, 
noninvasive  test  to  assist  in  the  diagnosis  of 
deep  venous  thrombosis. 

The  phleborheography  obtains  tracings  of 
the  impulses  transmitted  from  the  moving 
currents  in  the  veins.”'  This  is  accomplished 
through  the  a{)plication  of  six  i)neumatic  cuffs, 
one  to  the  chest,  one  to  the  thigh,  three  to  the 
calf  and  one  to  the  foot.  The  test  is  based  on 
three  physiological  principles: 

1)  Normal  breathing  produces  variations  in 
venous  pressure  and  volume,  and  these  varia- 
tions in  venous  hemodynamics  can  be  re- 
corded in  the  lower  extremity.’  These  “respira- 
tory waves”’”  are  present  in  all  normal 
extremities.  There  is  a reduction  of  the 
respiratory  waves  in  the  presence  of  a deep 
venous  thrombosis.  In  acute  deep  venous 
thrombosis  these  waves  are  absent.  Collateral 
circulation  developes,  usually  within  two  weeks 
time,  and  respiratory  waves  will  reapi)ear. 
T’hese  waves  differ  visibly  from  normal  waves 
in  their  decreased  size  and  more  rounded 
configuration.'''’ 
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2)  Deep  venous  thrombosis  interferes  with 
the  normal  outflow  of  blood  in  the  extremity. 
Intermittent  compression  of  the  extremity  by  a 
cuff  placed  on  the  foot  propels  blood  proximal- 
ly,  simulating  the  active  muscle  contraction  of 
walking.  When  the  exit  of  blood  flow  is  blocked 
by  a venous  thrombus,  a damming-up  effect  of 
the  blood  flow  will  result.  This  can  be  recorded 
by  the  pneumatic  cuffs  on  the  thigh  and  calf 
reflecting  a rise  in  baseline  proximal  to  the 
obstruction.  (Fig.  1)  In  the  normal  extremity 
there  is  a smooth  outflow  of  blood  up  the 
extremity  and  the  baseline  remains  level. 
(Fig.  2)  If  baseline  elevation  occurs,  this  is 
unequivocal  evidence  of  a venous  obstruction. 

3)  Calf  compression  propels  blood  up  the 
unobstructed  extremity  as  well  as  siphoning 
blood  out  of  the  normal  foot.  The  recording  of 
the  flow  in  the  foot  will  show  a fall  in  baseline 
with  calf  compression.  (F'ig.  3)  In  acute  deep 
venous  thrombosis  the  foot  emptying  is  dimin- 
ished 01'  absent.  (Fig.  4) 

The  procedure  can  be  done  in  the  laboratory 
or  at  the  bedside.  The  patient  is  positioned  in 
reverse  trendelenberg  with  the  head  slightly 
elevated  and  turned  slightly  on  the  left  side.  A 
cuff  is  then  placed  around  the  thorax,  at  the 
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Figure  1.  Abnormal  Treeing  Demonstrating  An 
Acute  Deep  Venous  Obstruction.  Note  absence  of 
respirator^'  waves  and  baseline  elevations  with 
intermittent  compression. 


Figure  2.  Normal  Tracing  Demonstrating  Patent 
Deep  Venous  System.  Note  presence  of  respiratory 
waves  and  level  baselines  with  intermittent  com- 
pression. 
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Figure  3.  Normal  Foot  Emptying.  Note  presence  of 
respiratorj-  waves  and  adequate  foot  emptying  with 
intermittent  compressions. 


Figure  1.  Abnormal  Foot  Emptying.  Note  absence 
of  respiratory  waves  and  diminished  foot  emptying 
with  intermittent  compressions. 
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mid  thigh,  at  the  upper  ealf.  mid  ealt,  lower  calf 
and  foot. 

In  the  first  part  of  the  test,  the  cuffs  are 
inllated  to  10  millimeters  of  Mercury  and 
recording  is  begun.  Presence,  diminution  or 
absence  of  respiratory  waves  are  noted.  'Phe 
compression  button  is  then  depressed  and 
three  short  hursts  of  100  millimeters  of 
Mercury  are  delivered  to  the  foot  cuff.  If  there 
is  a smooth  outflow  of  blood,  as  in  the  normal 
extremity,  the  baseline  will  remain  level.  If 
there  is  an  obstruction  blocking  the  outflow, 
there  will  he  a rise  in  baseline  with  each 
consecutive  compression.  This  is  due  to  the 
damming  up  of  blood  and  consequent  swelling 
of  the  extremity  resulting  in  a short  abrupt 
stair-stepping  effect  in  the  tracing.  The  pa- 
tients position  may  be  modified  as  well  as  the 
extremity  flexion  changed  slightly  to  obtain 
better  respiratoiy  waves.  In  the  presence  of 
acute  deep  venous  thrombosis,  change  of 
position  will  not  restore  respiratory  waves  and 
elevations  will  be  noted  in  the  cuffs  positioned 
proximal  to  the  obstruction. 

At  times,  arterial  pulsations  may  be  large 
making  it  difficult  to  identify  the  presence  of 
respiratory  waves.  The  respiratory  setting  will 
filter  out  some  of  the  arterial  pulsations 
making  it  easier  to  identify  respiratoiy  waves. 

The  second  part  of  the  test  records  the 
siphoning  effect  in  the  foot  during  compression. 
The  emptying  of  the  foot  during  compression 
is  noted  by  a fall  in  the  baseline  of  at  least  3 
centimeters  in  the  normal  extremity;  the 
presence  of  respiratory  waves  can  also  be 
noted.  In  an  acute  deep  venous  thrombosis, 
baseline  elevations  and  diminished  or  absent 
foot  emptying  will  be  noted. 

As  mentioned  previously,  collateral  flow  will 
begin  to  develop  approximately  two  weeks 
after  an  acute  deep  venous  thrombosis  and 
respiratory  waves  will  begin  to  reappear. 
These  respiratoiy  waves  will  become  more  and 
more  visible  as  time  passes,  but  will  remain 
different  in  size  and  configuration  from  the 
opposite  normal  extremity.  Also  evident  in  the 
postphlebitic  limb  is  a more  rapid  filling  time 
of  the  foot  after  compression.  This  is  caused 
by  a lack  of  a valvular  system  in  the  collateral 
veins.  Therefore,  after  months  and  even  years, 
a previous  obstruction  may  be  noted  in  the 
presence  of  an  effective  open  collateral  sys- 


tem. Although  an  absence  of  respiratory  waves 
is  evident  of  an  acute  obstruction,  the  presence 
ol  respiratory  waves  does  not  negate  the 
[)ossibility  of  an  acute  deep  venous  throm- 
bosis. This  may  be  noted  if  an  acute  throm- 
bosis is  localized  to  a short  segment  of  vein 
and  has  not  propagated  significantly,  either 
distally  or  proximally.  Although  respiratory 
waves  may  still  be  present,  their  size  will  be 
diminished  and  they  will  have  a more  rounded 
configuration.  Comparison  of  the  tracings  of 
the  two  limbs  is  essential  in  the  interpretation 
of  the  procedure. 

Phleborheography  does  not  detect  or  isolate 
clots  of  the  hypogastric  vein,  produnda  femoris 
vein,  soleal  vein,  or  in  the  saphenous  system.  It 
also  will  not  detect  small  thrombi  in  the  veins 
of  the  lower  leg  which  do  not  propagate  to  the 
popliteal  vein.  As  a clot  propagates  to  the 
popliteal  vein,  the  test  will  become  positive. 
Clots  that  do  not  propagate  are  not  considered 
a serious  clinical  threat. 

We  have  experienced  only  rare  problems  in 
obtaining  good  tracings  for  interpretation. 
These  have  been  in  patients  who  have  not  been 
able  to  lay  immobile  during  the  procedure  due 
to  constant  tremoring,  confusion,  frequent 
coughing  as  in  acute  COPD,  senility,  and 
noncompliance.  We  have  been  obtaining  highly 
accurate  test  results.  When  correlated  with 
venography,  we  have  achieved  a sensitivity  of 
969r  and  a specificity  of  90^,  which  are 
consistent  with  the  results  of  Cranley*’  and 
Collins.^ 

SUMMARY 

Phleborheographic  evaluation  of  deep 
venous  thrombosis  is  cost  effective  and  well 
tolerated.  It  is  highly  accurate  in  the  diagnosis 
of  acute  deep  venous  thrombosis,  eliminating 
the  need  for  invasive  diagnostic  confirmation. 
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Paget's  Disease  of  the  Breast 


Presented  at  the  Annual  Meeting, 
American  College  of  Surgeons, 
Omaha,  1982 

The  characteristic  changes  of  the 
nipple  associated  with  Paget’s 
disease  were  first  described 
by  Velpeau  in  the  mid-nineteenth  century. 
However,  he  was  unaware  of  any  relationship 
between  the  lesions  he  described  and  car- 
cinoma of  the  breast. 

It  was  left  to  Sir  James  Paget,  English 
neurosurgeon,  to  make  the  association  in  1874, 
which  still  bears  his  name  today.  It  was  his 
belief  that  the  associated  cancer  was  not  of 
primary  origin  in  the  skin  but  rather  in  the 
substance  of  the  mammary  gland."'  Since  that 
first  description,  there  has  been  considerable 
discussion  over  the  pathologic  aspects  of  the 
disease. 

It  was  Darier  in  1889  who  first  described  the 
large  cells  with  pale  cytoplasm  and  irregular, 
prominent  nuclei  within  the  nipple  epidermis 
that  we  now  know  as  Paget’s  cells.  Theories 
regarding  the  origin  of  these  cells  proliferated 
in  the  ensuing  years.  Four  basic  concepts  arose: 
1)  altered  melanocytes,  2)  a form  of  squamous 
carcinoma  3)  migrating  adenocarcinoma  and, 
4)  in  situ  differentiation  of  keratinocytes  into 
glandular  malignant  cells.  Probably  the  most 
accepted  theory  today  is  that  the  Paget  cell 
represents  an  intraepithelial  extension  of 
underlying  intraductal  carcinoma.-'* 

Clinical  Material 

The  Howard  B.  Hunt  'Fumor  Registry  at  the 
Nebraska  Methodist  Hosjjital  registered  1,996 
cases  of  female  mammary  cancer  during  the 
period  from  1965  through  1980.  Of  this  total. 
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there  were  fifteen  cases  of  Paget’s  disease 
diagnosed  by  clinical  impression  and  con- 
firmed by  histologic  demonstration  of  Paget’s 
cells  within  the  epidermis  of  the  nipple.  The 
age  at  diagnosis  for  this  series  ranged  from  34 
to  80  years  with  an  average  age  of  53  years. 

All  of  the  patients  in  this  series  except  one 
presented  with  nipple  changes  clinically  sug- 
gesting Paget’s  disease.  There  was  one  case  in 
which  an  incidental  finding  of  Paget’s  disease 
was  made  histologically  without  clinical  evi- 
dence of  nipple  involvement.  A palpable  mass 
within  the  breast  was  the  presenting  complaint 
in  this  patient.  (Fig.  1) 

Six  of  the  patients  (40‘7r)  had  a palpable 
breast  mass  in  addition  to  changes  in  the 
nipple.  The  eight  remaining  patients  (hJ*?!) 
had  nipj)le  changes  only  (Fig.  1).  Nipple 
changes  in  this  series  were  variously  described 
as  serosanguinous  or  yellowish  discharges, 
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scabbing,  bleeding,  crusting,  weeping,  crack- 
ing, ulcerating,  reddened,  raw,  excoriated, 
irritated,  edematous  and  eczematoid. 

Of  the  seven  patients  with  a palpable  mass, 
four  (577c)  had  histologically  positive  nodes. 
Of  the  eight  patients  with  nipple  changes,  only 
one  (139?)  had  histologically  positive  nodes. 
(Fig.  1) 

Overall,  five  (339?)  of  the  patients  in  this 
series  did  have  regional  spread  to  axillary 
nodes  at  the  time  of  diagnosis.  Four  of  these 
five  (809?)  had  a palpable  mass,  while  three  of 
the  remaining  ten  (309?)  had  a palpable  mass 
without  regional  involvement  (Fig.  1). 

One  patient  had  metastatic  disease  (liver)  at 
the  time  of  diagnosis.  This  patient  had  a 
bleeding,  ulcerating  nipple  with  a 12  cm. 
palpable  mass  and  21  of  21  nodes  positive  for 
carcinoma.  Clinically,  there  was  evidence  of 
inflammatory  carcinoma  as  well  as  Paget’s 
disease.  This  patient  claimed  only  a two  month 
delay  in  diagnosis. 


Patients  presenting  with  Paget’s  disease 
came  to  definitive  treatment  following  long 
diagnostic  delays  due  to  prolonged  treatment 
for  inflammatory  or  infectious  causes  or,  in 
some  instances,  because  of  a failure  to  seek 
medical  consultation.  In  this  series  that  delay 
ranged  from  2 months  to  thirteen  years.  The 
average  diagnostic  delay  was  37  months  with  a 
median  delay  of  12  months. 

Associated  underlying  carcinomas  included 
twelve  unspecified  intraductal,  one  of  which 
was  clinically  an  inflammatory  carcinoma.  In 
addition  there  was  one  subclassified  comedo- 
carcinoma.  In  two  (139?)  of  the  fifteen  cases, 
there  was  no  histologic  evidence  of  an  under- 
lying lesion. 

The  six  patients  diagnosed  prior  to  1972 
underwent  radical  mastectomy.  Those  patients 
diagnosed  after  1972  underwent  modified 
radical  or  simple  mastectomies.  Three  (60%) 
of  those  with  regional  involvement  underwent 
adjuvent  radiation  therapy  to  the  chest  wall 
and  axilla. 
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Two  of  the  fifteen  patients  are  deceased. 
One  of  those  was  the  50  year  old  patient  with 
clinical  evidence  of  inflammatory  carcinoma 
and  liver  metastases  at  time  of  diagnosis. 
Survival  was  only  two  months.  The  other 
patient,  now  deceased,  was  a 52-year-old  with 
a twelve  centimeter  mass  and  20  of  37  nodes 
positive  for  carcinoma.  Survival  was  one  year. 
Thus,  two  of  the  five  patients  with  positive 
nodes  (40%)  survived  one  year  or  less.  None  of 
the  patients  with  negative  nodes  are  deceased. 

The  longest  survivor  had  a small  palpable 
mass  but  negative  nodes.  The  patient  is  alive 
17  years  following  diagnosis.  Overall,  there  are 
now  five  ten-year  survivors  in  this  series  and 
three  five-year  survivors.  Two  of  these  eight 
(25%)  had  positive  nodes  at  time  of  diagnosis. 
The  five  remaining  patients  have  all  been 
followed  for  less  than  five  years. 

Discussion 

In  this  series,  Paget’s  disease  accounted  for 
0.8%  of  all  female  mammary  carcinoma.  This 
represents  one  of  the  lowest  incidences  re- 
ported in  previous  series  (0.7%  to  4.3%).'  '’’’’^'^  A 
review  of  these  series  is  presented  in  Table  1. 
In  combining  our  series  with  the  earlier 
studies,  a total  of  36,547  cases  of  female 
mammary  carcinoma  are  reviewed.  Of  this 
total,  there  were  724  cases  of  Paget’s  disease 
for  an  overall  incidence  of  2.0%. 


TABLE  1 

THE  REPORTED  INCIDENCE  OF 
PAGET’S  DISEASE 


Population* 

('ases 

Paget’ 

of  Incidence 

N 

Date 

Location 

6,320 

158 

2.5% 

1920-1969 

New  York'* 

6,688 

214 

3.2% 

1950-1968 

New  York* 

1,933 

29 

1.5% 

1949-1972 

Israel^ 

2,447 

31 

1.3% 

1948-1967 

New  Orleans' 

1,996 

15 

0.8% 

1965-1980 

Omaha 

4,628 

34 

0.7% 

1910-1933 

Mayo  Clinic'* 

2,835 

73 

2.6% 

1952-1972 

Hungary® 

700 

30 

4.3% 

1950-1965 

Virginia® 

9,000 

140 

1.5% 

1951-1964 

Pennsylvania 

36,547 

724 

2.0% 

1 'rOTALS 

’•‘Cases  of  female  mammary  cancer  reviewed,  all  types,  in 
locating  the  indicated  number  of  Paget’s  disease. 


Of  note  is  the  fact  that  both  series  with  the 
lowest  incidence  were  located  in  the  Central 
United  States  from  institutions  with  overlying 
referral  patterns  (Rochester,  Minnesota  and 


Omaha,  Nebraska).  Although  the  numbers  are 
too  small  to  be  statistically  significant,  the 
question  naturally  arises  as  to  whether  a lower 
incidence  actually  exists  in  this  area.  The 
presentation  of  other  series  would  be  of 
benefit  in  evaluating  this  question. 

The  average  age  of  53  years  is  comparable  to 
that  reported  by  earlier  authors  (54  years).'  - -*  " 
In  dividing  the  patients  into  a group  with  a 
palpable  mass  and  a group  without  a mass,  we 
found  support  for  the  findings  of  Haagensen* 
and  Kister.®  Those  patients  with  a palpable 
mass  in  the  breast  had  an  average  age  of  46, 
with  a range  from  34  to  56.  Those  without  a 
palpable  mass  averaged  62  years  of  age  with  a 
range  from  44  to  80.  The  patients  with  a 
palpable  breast  tumor  averaged  16  years 
younger  than  those  with  nipple  changes  only. 
(Fig.  2) 

Several  authors  have  reported  a significant 
incidence  (9-28%)  of  Pagetoid  involvement  of 
the  nipple  without  the  characteristic  clinical 
involvement.'  --®  One  in  fifteen  of  the  present 
series  (7%)  presented  similarly,  with  the 
diagnosis  of  Paget’s  disease  being  made 
histologically  in  the  postoperative  period. 

The  presence  of  a palpable  breast  mass 
greatly  increased  the  risk  of  axillary  metastasis 
in  this  series,  with  a 57%  incidence  of  positive 
nodes  in  the  presence  of  a mass.  Other  series 
have  supported  this  concept.'-'^-"-®-" 

The  absence  of  a mass  does  not  necessarily 
protect  from  regional  involvement.  In  the 
present  series,  13%  of  those  without  a palpable 
mass  had  positive  axillary  nodes.  At  least  a 
portion  of  the  literature  supports  this  finding.'-" 
Similarly,  the  presence  of  axillary  metastases 
increases  the  likelihood  that  a mass  is  present 
within  the  breast  (80%). 

Much  is  written  regarding  the  delay  in 
diagnosis  of  Paget’s  disease. '•'■'•"•®  In  the  present 
series,  the  mean  delay  of  37  months  is  one  of 
the  longest  reported.  This  is  attributed  to  the 
small  number  of  cases  with  an  unusually  long 
delay  of  13  years  in  one  patient.  The  median 
delay  of  12  months  more  readily  approximates 
other  reports. 

This  delay  underscores  a serious  failure  on 
the  part  of  physicians  to  recognize  what  should 
be  the  most  easily  delectable  form  of  breast 
cancer.  Many  of  the  long  delays  associated 
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The  C'orrelation  of  Age  With  Presence  of 
a Palpable  Mass  in  Paget’s  Disease  • 


with  Paget's  disease  result  from  the  patient 
being  treated  for  inflammatory  lesions  by  one 
or  more  physicians  before  a biopsy  is  taken 
and  not  because  of  a failure  on  the  part  of  the 
patient  to  consult  a physician  for  an  obvious 
abnormality.  It  is  imperative  that  lesions  of  the 
nipple  which  do  not  resolve  within  a short 
period  be  biopsied  to  rule  out  the  possibility  of 
Paget’s  disease. 

The  presence  of  regional  lymph  node  in- 
volvement was  the  single  most  important 
factor  affecting  survival.  Both  (10091)  of  the 
deceased  patients  had  massive  lymph  node 
involvement  at  time  of  diagnosis.  Only  257c  of 
the  long-term  suiwivors  had  such  involvement 
at  time  of  diagnosis. 

Overall,  mean  survival  in  the  presence  of 
nodal  involvement  has  been  6.5  years.  In  the 
absence  of  nodal  involvement,  survival  has 
been  10.8  years. 

Interestingly,  the  presence  of  a palpable 
mass  had  less  impact  than  expected.  Of  the  10- 
year  survivors,  809r  (4/5)  had  a palpable  mass 
at  time  of  diagnosis;  but,  again,  only  259r  of 
these  had  palpable  lymph  nodes. 


Alternatively,  10-year  and  5-year  survivals 
in  the  presence  of  distant  metastases  was  07c. 
In  the  presence  of  positive  nodes,  10-year 
survival  has  been  507c . In  the  presence  of  a 
palpable  mass,  10-year  survival  has  been  677c. 
This  would  indicate  that  Paget’s  disease 
compares  favorably  to  other  fornis  of  mam- 
mary cancer  experienced  at  the  Nebraska 
Methodist  Hospital  during  the  same  time 
where  overall  10-year  survival  for  regional 
involvement  was  only  29%  and  for  localized 
disease  only  49%.  (Fig.  3) 

Conclusions 

Delay  in  diagnosis  remains  a constant 
problem  in  Paget’s  disease  of  the  breast.  This 
delay  should  be  preventable  with  the  proper 
education  of  physicians  to  recognize  the  need 
for  biopsy  in  a nipple  lesion  which  fails  to 
respond  rapidly  to  anti-inflammatory  therapy. 

In  this  series,  the  prognosis  for  patients  with 
Paget’s  disease  was  better,  stage  for  stage, 
than  other  forms  of  mammary  cancer.  Survival 
paralleled  other  forms,  however,  in  that  it  was 
best  with  dft^ease  confined  to  the  nipple; 
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FIGURE  3 


Paget’s — 

Other  Breast  CA 

Five  and  Ten  Year  Raw  Survival 
Paget’s  Disease  vs.  All  Other  Breast  Carcinoma 

decreased  with  palpable  breast  disease;  and 
was  poorest  with  regional  lymph  node  in- 
volvement and  distant  metastasis. 


The  incidence  of  0.87c  in  this  series  was  ver>’ 
low  compared  to  other  regional  studies. 
Further  studies  would  be  of  benefit  in  deter- 
mining if  the  north-central  states  have  a true 
lower  incidence. 
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Nebraska  Tumor  Registry 


The  Nebra.ska  Medical  Foundation 
has  developed  the  Nebraska 
Tumor  Registry  with  the  co- 
operation of  Nebraska  hospitals  as  a voluntary 
statewide  tumor  registry  program.  The  statis- 
tical data  with  trends  in  cancer  incidence  and 
mortality  provided  by  this  program  can  be 
used  by  [)hysicians,  hospitals  and  health 
agencies  for  evaluation  of  cancer  incidence  and 
other  related  studies. 

'Fhe  Nebraska  Tumor  Registry  program  is 
evolving  in  three  stages.  As  the  first  stage, 
Nebraska  hospitals  with  computerized  tumor 
registries  have  compiled  tapes  to  comply  with 
a set  of  criteria  developed  by  the  Nebraska 
Medical  Foundation  to  be  submitted  to  the 
centi’al  computer.  In  the  second  stage,  hospi- 
tals with  functioning  manual  tumor  registries 
will  be  encouraged  to  join  existing  com|)uterized 
programs  or  submit  a coded  abstract  of  the 
same  criteria  to  the  central  computer  for  data 
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entry.  The  third  stage  will  be  to  encourage 
hospitals  without  tumor  registries  to  start  a 
hospital  cancer  program  and  submit  the 
patient  criteria  to  the  central  computer  by 
either  joining  a computerized  program  or 
manually  submitting  the  coded  criteria. 

The  Standard  Data  Set  developed  by  the 
American  College  of  Surgeons  as  described  in 
the  (''ancer  Program  Manual  Tumor  Registry 
Supplement  and  computerized  programs  of 
area  hospitals  were  used  as  a guideline  to  set 
the  criteria  for  the  Nebraska  Tumor  Registiw. 

Fhe  computer  file  consists  of  Nebraska 
patients  only  who  were  diagnosed  since  -lanuaiw 
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1,  1981.  Information  is  submitted  by  calendar 
year.  The  first  group  of  patients  will  be  those 
diagnosed  from  January  1,  1981  to  December 
31,  1981.  The  next  year  the  group  of  patients 
will  include  all  patients  diagnosed  from  January 
1,  1981  to  December  31,  1982,  with  followup 
being  included  for  those  patients  diagnosed  in 
1981. 

Standard  reports  each  year  by  state  and  by 
county  will  be  the  Master  Index  List  (alpha- 
betical and  numerical),  the  Primary  Site  List 
and  Annual  Report  to  include  number  of  cases 
by  year,  extent  of  disease  (stage),  age  at 
diagnosis,  number  of  patients  by  sex,  lymph 
node  involvement  (for  selected  sites),  patient 
totals,  survival  [total  survival,  survival  by 
treatment,  survival  by  age,  survival  by  positive 
nodes  (for  selected  sites),  survival  by  histology], 
a list  of  the  10  most  common  sites  by  sex  and  a 
state  distribution  map.  The  central  computer 
will  maintain  a manual  file  of  all  patient 
information.  The  Annual  Report  will  be 
available  each  year  to  all  participating  hos- 
pitals. Other  health  care  organizations,  phy- 
sicians and  other  interested  persons  may 
request  copies  of  the  Annual  Report. 

Requests  for  special  studies  may  be  sub- 
mitted in  writing  by  qualified  persons  to  the 
Governing  Board.  Requests  will  be  reviewed 
and  either  approved  or  disapproved.  When  a 
request  is  approved,  the  cost  for  programming 
and  computer  time  will  be  determined  and  the 
researcher  will  be  responsible  for  all  costs 
related  to  the  study. 

The  American  Cancer  Society  estimated 
5500  new  cancer  patients  in  Nebraska  in  1981. 
We  have  so  far  combined  2,648  cases  from  the 
following  hospitals:  Bryan  Memorial  Hospital, 
Lincoln;  Childrens  Memorial  Hospital,  Omaha; 
Immanuel  Medical  Center,  Omaha;  Lincoln 
General  Hospital,  Lincoln;  Mary  Lanning 
Memorial  Hospital,  Hastings;  Methodist  Hos- 
pital, Omaha;  St.  Elizabeth’s  Hospital,  Lincoln; 
West  Nebraska  General  Hospital,  Scottsbluff, 
who  have  submitted  tapes  of  their  1981 
patients.  Other  hospitals  contracting  to  parti- 
cipate, but  not  included  here  are:  Bishop 
Clarkson  Memorial  Hospital,  Omaha;  Good 
Samaritan  Hospital,  Kearney;  Lutheran  Mem- 
orial Hospital,  Grand  Island  and  St.  Francis 
Medical  Center,  Grand  Island.  Many  other 
hospitals  are  initiating  programs  to  allow  them 
to  participate. 


Several  sites  (All  Sites,  Lung  and  Female 
Breast)  are  presented  here  showing  distribu- 
tion by  county. 

Tbe  Nebraska  Tumor  Registry  Committee 
needs  your  support  to  complete  this  program 
and  asks  you  to  encourage  your  hospital  to 
participate. 

NEBRASKA  TUMOR  REGISTRY 
Patients  Diagnosed  by  County  — 1981 
Total  All  Sites 


NEBRASKA  TUMOR  REGISTRY 
Patients  Diagnosed  by  County  — 1981 

Lung  Total  Cases  392 


NEBRASKA  TUMOR  REGISTRY 
Patients  Diagnosed  by  County  — 1981 

Female  Breast  Total  Cases  354 
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MEDICINE  AND  RELIGION 


Trauma:  Lite  Threatening,  Life  Changing 


Hanging  from  the  ceiling  of  my 
office  is  an  airplane  mobile. 
It  gently  and  slowly  moves  in 
delicate  balance  as  the  air  in  the  room  moves 
to  affect  it.  However,  occasionally  I bump  into 
it  and  suddenly  it  moves  violently  and  be- 
comes all  tangled  together.  The  mobile  is  no 
longer  in  a state  of  equilibrium  but  disequi- 
librium. If  I intentionally  touch  one  part  of  it,  it 
affects  the  whole  mobile.  Perhaps  you  are 
already  seeing  the  connection  that  I am  trying 
to  make  as  it  relates  to  trauma.  If  one  part  of 
the  physical  body  is  traumatized,  it  has  an 
effect  on  the  whole  body.  The  body  requires  a 
state  of  equilibrium  to  be  at  optimum  health. 
Trauma  produces  a state  of  disequilibrium. 

Trauma  produces  a series  of  crises.  First  of 
all,  it  may  be  life-threatening  and  life-changing. 
It  is  seldom  planned  or  scheduled  in  advance 
but  comes  as  a rude  interruption  in  life’s 
daily  living.  The  life-threatening  aspects  of 
trauma  affect  only  the  patient.  The  life- 
changing aspect  of  trauma  transcends  the 
patient  to  include  the  family  structure  as  well. 
In  the  midst  of  a very  busy  critical  care  trauma 
unit,  with  all  the  attention  focused  on  the 
acutely  ill  patient,  families  often  feel  helpless 
and  ignored.  An  equally  important  aspect  of 
trauma  care  includes  meeting  the  emotional 
and  spiritual  needs  of  the  family  suddenly 
thrust  into  an  unexpected  crisis.  Acute  trauma 
in  a relative  confronts  families  with  many 
stresses,  fears,  anxieties,  and  potentially  death. 

Trauma  is  not  a solo  practice  but  requires  a 
team  effort.  As  the  medical  team  attends  to  the 
life-threatening  needs  of  the  patient,  the  initial 
management  of  the  trauma  victim’s  family  is 
the  responsibility  of  the  trauma  chaplain.  The 
physician  who  enters  the  Emergency  Room  of 
a trauma  victim  can  usually  observe,  assess, 
and  intervene  quickly  and  efficiently  to  get 
effective  results  and  stop  the  bleeding.  Such 
medical  intervention  becomes  automatic  ac- 
tivity for  the  comi)etent  physician.  On  the 
contrary,  when  faced  with  extreme  behavior, 
the  decompensation  of  the  patient,  or  the 
family’s  emotional  status,  we  often  do  not  have 
the  same  kind  of  “cut  and  dried’’  procedural 
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guidelines.  We  have  been  told  that  all  human 
beings  need  sensitive,  caring  professionals,  but 
exactly  what  crisis  intervention  skills  are  best 
suited  in  specific  situations  have  never  been 
very  clear.  The  modern  hospital  chaplain  has 
the  training  and  experience  to  start  assessing 
the  family’s  coping  mechanism,  anxiety,  avail- 
able support  systems,  ability  to  digest  in- 
formation, and  assimilate  the  gravity  of  the 
situation.  Upon  initial  arrival,  the  chaplain  may 
be  the  one  who  keeps  the  family  informed  of 
initial  injuries  and  treatments.  He/she  may 
note  and  deal  directly  with  the  family’s 
immediate  anxieties  and  questions,  plus  may 
share  any  significant  medical  history  to  the 
trauma  team  leader  that  has  been  gained  from 
the  family.  In  some  cases,  the  chaplain  may  be 
the  one  responsible  to  find  any  immediate 
family  and  to  notify  them  of  the  trauma 
situation. 

During  the  life-threatening  period  of  re- 
covery, emphasis  must  be  placed  on  the 
patient’s  family’s  ability  to  cope  with  the  stress 
and  anxiety  of  the  situation.  Initially,  the 
reaction  most  common  is  a sense  of  shock  and 
disbelief.  The  immediate  goal  is  to  enable  the 
family  to  cope  with  the  shock  and  disbelief, 
and  then  begin  to  see  the  reality  of  the  trauma 
situation. 

Following  right  on  the  heels  of  shock  and 
disbelief  may  be  crying  and  hysterical  reaction. 
For  some,  it  may  be  appropriate  to  help  them 
cry;  for  others  to  help  them  through  the  period 
of  hysteria  by  allowing  them  to  be  hysterical 
for  a short  period  of  time.  If  the  hysterical 
reaction  continues,  a calm  and  firm  voice  of 
intervention  is  most  appropriate:  “George,  1 

+ Hl'print  request,  send  to:  rh}i|)Iain  Clarke  A.  Mundhenke.  Lincoln 
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want  you  to  listen  closely  to  me  ...”  The  goal 
of  intervention  in  a hysterical  reaction  is  to 
enable  the  person  to  grasp  the  reality  of  the 
crisis  situation  by  focusing  upon  your  calm, 
sure  voice  of  authority. 

When  working  with  a family  member  in  a 
state  of  total  decompensation,  there  is  often 
someone  who  wants  to  "give  them  something.” 
The  “all-American  pill”  or  tranquilizer  used  in 
this  type  of  situation  usually  only  inhibits 
effective  crisis  intervention;  it  only  delays  the 
period  whereby  the  person  is  able  to  grasp  the 
reality  of  the  trauma  situation.  Apart  from 
certain  special  situations,  tranquilizing  drugs 
should  be  avoided  whenever  possible. 

The  predominant  reaction  following  the 
shock,  disbelief,  and  emotional  release  is 
anxiety:  what’s  going  to  happen  now?  At  this 
point,  families  are  most  concerned  with  know- 
ing: what  happened,  what  is  the  physical  status 
of  the  patient,  and  what  is  planned  next?  The 
anxiety  level  is  naturally  very  high,  and  the 
best  way  to  reduce  the  anxiety  level  is  with 
knowledge  and  tnjth.  It  is  important  to 
remember  that  on  initial  trauma  assessment, 
exact  outcomes  are  frequently  impossible  to 
predict.  I am  reminded  of  the  National 
Wildflower  of  the  American  Radiological  So- 
ciety: the  hedge. 

Anxiety,  especially  when  exacerbated  by  a 
traumatic  event,  has  a great  impact  on  the 
person’s  perceptions  and  thinking  process. 
The  person’s  usual  memory  and  way  of 
perceiving  may  be  impaired.  They  may  have 
difficulty  sorting  things  out  and  making  de- 
cisions. Therefore,  it  may  be  appropriate  to 
take  a firm  role  in  helping  them  to  cope  with 
reality  by  helping  them  understand  exactly 
what  is  happening  at  the  moment  with  their 
loved  one.  The  more  a person  knows  about  a 
situation,  the  lower  the  anxiety  scale. 

Other  family  reactions  associated  with  sud- 
den trauma  include  anger  and  guilt.  Usually,  I 
find  it  much  easier  to  work  with  a person  who  is 
handling  his  anger  openly  rather  than  sup- 
pressing it.  Here  again,  the  other  concerned 
persons  are  usually  upset  by  an  individual’s 
outburst  of  anger;  and  they  attempt  to  change 
the  behavior  of  the  angry  person,  not  allowing 
him  to  express  the  anger. 

Most  common  recipients  of  anger  may 
include  the  patient,  other  friends  and  family, 


the  hospital  staff,  and  even  God.  Anger  dealt 
with  properly  will  usually  be  therapeutic,  that 
is,  expressing  anger  verbally  or  physically 
hitting  a cushion  or  chair,  etc.  However,  if 
anger  turns  into  violence  so  as  to  endanger 
himself  or  others,  naturally  stronger  measures 
will  need  to  be  taken. 

Guilt  is  a first  cousin  to  anger.  Like  anger, 
most  persons  are  uncomfortable  with  guilt 
feelings.  Again,  it  is  most  appropriate  for 
persons  to  be  allowed  to  express  their  guilt 
feelings  openly.  Admonitions  such  as,  “Don’t 
feel  guilty,”  are  not  appropriate  in  any 
circumstances  for  they  do  not  recognize  the 
patient’s  right  to  feel  what  they  feel.  I have 
found  one  of  the  best  ways  of  dealing  with  guilt 
is  to  help  that  person  express  the  guilt  and 
begin  to  claim  the  guilt  for  their  own.  Once  they 
can  claim  the  guilt,  see  the  nature  of  the  guilt, 
it  can  usually  be  dealt  with. 

A study  completed  by  Clum  and  Ryan' 
surveyed  a number  of  patients  and  families 
who  had  experienced  brain  injury  due  to  some 
tvpe  of  traumatic  accident.  One  of  the  areas 
dealt  with  the  family’s  perception  of  help 
needed  versus  help  received.  “Almost  un- 
animously, families  ranked  their  need  for  a 
clear  and  kind  explanation  of  the  patient’s 
condition  as  a first  priority.  Of  equal  im- 
portance is  their  desire  to  discuss  realistic 
expectations  for  the  patient’s  progress.” 

C.  M.  Cole-  pointed  out  that  during  the 
initial  critical  phase,  families  are  concerned 
with  physical  survival  and  to  some  extent  the 
future  of  the  family  as  a social  unit.  The  first 
question  is  usually,  “Will  he  live?”  and  then 
followed  with,  “If  he  lives,  what  will  he  be 
like?”  Thus,  we  begin  to  see  the  emphasis  that 
the  family,  too,  is  concerned  about  the  quality 
of  survival,  not  just  survival  in  and  of  itself. 

As  a result  of  patient-family  conferences, 
one  of  the  significant  points  of  information  that 
I have  discovered  in  my  own  experience  is  the 
strong  objection  to  early  pessimistic  predic- 
tions by  health  professionals.  Families  vividly 
remember  the  negative  predictions  such  as, 
“He’ll  never  recover.  He’ll  be  a vegetable.” 
Families  generally  only  hear  the  worst;  how- 
ever, they  do  want  to  know  the  facts,  that  the 
injuiy  is  serious,  that  the  patient  might  not 
survive  if  that  is  the  case,  that  the  patient’s 
future  condition  is  hard  to  predict,  and  that  the 
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trauma  team  is  doing  all  it  can  to  ensure  the 
best  possible  outcome.  Hope  is  an  immediate 
support  during  the  immediate  crisis. 

Perhaps  the  most  interesting  study  I dis- 
covered was  one  published  in  the  journal, 
Patient  Counseling  and  Health  Education.^ 
Briefly,  this  study  by  Porritt  and  Bordow 
looked  at  men  hospitalized  for  road  injuries. 
The  subjects  were  divided  into  three  groups, 
thirty  participating  in  a delayed  contact  (DC) 
condition.  They  were  contacted  three  to  four 
months  after  their  injury  at  which  time  their 
experience  was  assessed  retrospectively.  The 
next  forty  patients  were  randomly  allogated 
into  either  immediate  review  (IR,  ten  cases)  or 
full  intervention  (FI,  thirty  cases).  Subjects  in 
the  IR  had  limited  intervention  (no  contact 
between  initial  interview  and  follow  up).  Those 
in  the  FI  group  received  full  crisis  intervention 
focusing  on  emotional,  practical,  and  social 
concerns. 

Crisis  intervention  clearly  had  a favorable 
impact  on  the  emotional  state  of  those 
participating  in  the  study.  Those  who  had 
received  the  full  intervention  showed  a de- 
crease in  medication  use,  smoking,  nervous- 
ness, depression,  and  back  pain.  There  were 
also  fewer  complaints  and  complainers  seeking 
post  hospital  care  from  their  physician.  It 
reduced  health  care  utilization,  and  the  results 
offer  some  promise  of  reduced  hospital  stays 
and  more  rapid  physical  recovery.  Taking  the 
results  overall,  the  study  suggests  positive 
outcomes  were  achieved  by  improving  the 
patients’  capacity  to  cope  with  the  experience 
rather  than  by  reducing  its  actual  stressful- 
ness. The  authors  concluded  that  the  results 
clearly  confirmed  the  economy  and  effectivity 
of  crisis  intervention. 

The  second  aspect  of  trauma  that  I want  to 
address  is  the  effect  on  the  patient  after  the 
initial  life-threatening  phase  has  passed.  It  is 
at  this  point  that  the  trauma  experience  may 
be  life-changing.  The  trauma  experience  comes 
as  an  interruption  in  life.  It  is  unplanned,  it 
takes  one  away  from  home,  family,  work,  or 
vacation.  With  it  comes  many  changes,  some 
temporary,  some  permanent,  with  all  produc- 
ing a crisis  in  the  life  of  the  patient.  1 am 
reminded  of  the  ali)habetic  characters  in  the 
Chinese  ali)habet  that  represent  the  word 
“crisis.”  They  mean  both  danger  and  oppor- 
tunity. Crisis  is  a danger  because  it  threatens 


to  overwhelm  the  individual  or  his  family.  It  is 
also  an  opportunity  because  during  times  of 
crisis,  individuals  are  more  receptive  to  taking 
a look  at  their  life,  values,  goals,  and  priorities. 
Thus,  a person  in  a crisis  is  at  a turning  point. 

Life-changing  experiences  may  be  voluntary 
or  involuntary.  Unfortunately,  most  trauma 
cases  produce  involuntary  life  changes  over 
which  the  patient  has  no  control.  It  may  be  the 
loss  of  a body  part  or  function,  an  amputation 
or  para-  or  quadraplegia.  This  may  result  in  a 
sudden  change  of  body  image,  self-image  and 
self-worth.  The  change  in  body  image  has  to  do 
with  how  the  patient  perceives  their  body.  The 
change  in  self-image  deals  with  how  the  patient 
feels  about  what  they  perceive  about  their 
body.  The  change  in  self-worth  deals  with  how 
the  patient  feels  about  their  altered  body  and 
self-image.  The  trauma  patient  is  vulnerable 
and  exposed  in  every  aspect  of  his  life.  He  may 
have  a pair  of  pajamas  and  a few  essentials  at 
his  bedside,  but  may  feel  stripped  of  all  props 
and  status.  It  may  be  for  the  first  time  in  life 
that  he  sees  himself  as  one  who  is  having  to 
receive  from  others.  Perhaps  he  feels  very 
much  at  their  mercy  and  he  may  feel  frighten- 
ingly cut  down  to  size. 

Other  changes  faced  by  the  trauma  patient 
may  include  changes  in  one’s  value  systems. 
That  is,  the  priorities  which  were  once 
important  to  the  patient  may  no  longer  seem  as 
paramount.  Quite  often  trauma  produces 
physiological  change  which  results  in  the 
patients  having  to  make  a major  adjustment  in 
their  choice  of  vocation.  The  trauma  patient 
may  experience  a change  in  his  spiritual  life.  I 
remember  by  a 60  year  old  man  sitting  cross 
legged  on  his  bed.  He  is  bald,  the  scars  and 
markings  on  his  scalp  indicate  surgery  for  a 
depressed  skull  fracture.  As  I entered  the 
room,  I found  the  patient  sharing  tears  of  joy 
and  a story  of  an  encounter  with  a God  so  real 
and  valid  for  him  that  his  whole  outlook  has 
changed.  “I  wish  I had  known  10  years  ago 
what  I know  now.  Material  things  don’t  count. 
This  is  what’s  real.  I try  to  share  with  others, 
but  they  think  I’ve  tipped  over.  Why  should 
this  be  given  to  me.  I am  crying  for  joy,  I am  so 
happy.  I said  to  my  son,  ‘I’ve  come  back  from 
the  dead.’  ” This  particular  gentleman  had 
made  a radical  change  in  his  spiritual  outlook 
on  life,  a radical  change  in  the  values  and 
priorities  of  that  which  was  important  to  him. 


88  Nebraska  Medical  Journal  April  1983 


The  life-changing  aspects  of  trauma  result  in 
many  losses  and  grief.  Thus,  grief  work  also 
becomes  an  essential  element  of  pastoral  care 
to  the  trauma  patient  and  family. 

A trauma  patient  has  one  very  predominant 
feeling,  fear  or  terror.  It  is,  thus,  extremely 
important  when  working  with  a conscious 
trauma  patient  that  you  explain  exactly  what 
you  are  doing  to  him/her  so  that  he/she  has  an 
understanding  of  what  is  happening  to  them. 
For  example,  when  a patient  comes  into  the 
trauma  center,  the  fear  and  anxiety  level  is 
quite  high.  Although  the  trauma  may  be 
relatively  minor  to  the  physicians  and  staff  who 
are  providing  the  care,  there  may  be  many 
unknowns  to  the  patient  who  is  unsure  as  to 
what  to  expect.  Their  feelings  are  intense; 
patients  may  appear  stunned,  dazed,  or 
shocked.  Suddenly  they  are  isolated,  cut  off 
from  their  normal  environment,  surrounded  by 
strangers,  subject  to  awesome-looking  equip- 
ment, battered  by  questions  while  being  told  to 
relax.  The  patient  may  feel  terribly  alone  in  the 
midst  of  this  chaos. 

The  intrapsychic  dynamic  of  this  stage  is  an 
awareness  of  one’s  finitude.  Our  intellect  tells 
us  that  one  day  we  are  going  to  die.  We  are 
reminded  of  this  daily,  but  we  prefer  not  to 
notice.  When  it  comes  to  death,  most  of  us  feel 
we  are  different  from  others. 

Summary' 

In  summary,  no  longer  can  we  think  of  the 
patient  and  family  as  isolated  entities.  The 
patient  is  far  more  than  just  the  physical  body 
with  a trauma  index  number.  As  trauma 
centers  improve  the  physical  care  to  the 
patient,  the  spiritual,  emotional  and  psycho- 
logical care  of  the  patient  must  be  addressed 
as  well  if  the  patient  is  to  respond  and  return  to 
a state  of  equilibrium  in  the  home  and 
community.  The  family,  too,  is  confronted  with 
many  of  the  same  dynamics  as  the  patient.  The 
chaplain’s  ministry  to  relatives  is  a very  real 
one  and  sometimes  takes  priority  over  that  of 
the  patient.  At  times,  the  chaplain  is  a bridge 
or  liaison  between  the  family,  patient  and  the 
medical  staff.  Above  all,  he  is  a link  between 
the  seen  and  the  unseen. 


1 would  like  to  close  with  a favored  poem 
entitled,  “Markings,”  written  by  Dag  Ham- 
marskjold  and  a comment; 

1 said  “yes” 

I don’t  know 
Who  - 
Or  what  — 

Put  the  question. 

I don’t  know 
When  it  was  put. 

I don’t  even  remember  answering. 

But  at  that  moment 
I did  answer  “yes” 

To  someone 
Or  something  — 

At  that  hour 

I was  certain  that  existance 
Is  meaningful  and  that. 

Therefore  my  life. 

In  self-surrender. 

Had  a goal. 

And  what  of  the  chaplain  or  the  physician 
himself?  In  order  to  recognize  the  needs  of 
others,  he  must  first  come  to  terms  with  his 
own  humanity.  He  must  accept  himself  as  one 
loved  by  God,  forgiven,  strengthened,  as  one 
who  has  said  “yes”  to  life.  God  speaks  to  us  in 
many  ways,  through  the  need  of  the  moment; 
to  the  crisis  that  comes  to  us,  to  the  prayers 
and  loving  concern  of  others.  He  speaks  to  our 
spirit  in  the  life  of  the  world  in  which  we  live, 
through  his  creation.  He  comes  to  us  in  the 
Sacrament  as  we  “touch  and  handle  things 
unseen,”  yet  know  Him  in  our  hearts.  He 
shares  with  us  our  suffering  and  our  shame,  our 
joy  and  our  celebration.  I am  firmly  convinced 
that  trauma,  suffering  and  loss  need  not  be 
negative,  but  positive  opportunities  for  growth 
and  self-knowledge  for  everyone  involved. 
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FRACTURE  OF  THE  MONTH 


Simple  Isolated  Fracture  of  the  Ulna 


A 22-year-old  janitorial  worker 
was  seen  in  the  Emergency 
Room  with  pain  and  swelling 
over  his  right  hand  following  a blocking  injury 
in  a football  game.  There  was  no  circulatory, 
motor  or  sensory  deficit  evident  in  the  forearm 
or  hand.  X-rays  showed  a slightly  displaced 
transverse  fracture  of  the  midshaft  of  his  right 
ulna  (Figure  1).  The  distal  and  proximal  radio- 
ulnar joints  were  uninjured. 

Discussion 

The  mechanism  of  this  fracture  invariably  is 
a direct  blow  to  the  forearm.  Isolated  ulna 
fractures  have  been  noted  among  the  com- 
monest injuries  in  skeletal  remains  from 
prehistoric  man.'  Presumably,  the  reflex  of 
using  the  forearm  to  protect  one’s  head  has 
been  essential  for  survival  long  before  the 
invention  of  football. 

Isolated  ulna  fractures  have  been  considered 
subject  to  non-union  if  they  are  not  im- 
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mobilized  in  long  arm  plaster  casts  until 
completely  united,  as  determined  by  x-ray. 
However,  even  with  above-elbow  plaster,  the 
non-union  rate  has  been  reported  as  about  ten 
percent.  Paradoxically,  internal  fixation  of 
these  isolated  ulna  fractures  has  raised  the 
non-union  rate  to  as  high  as  twenty  percent. 

Several  recent  studies  have  altered  our 
concepts  considerably  about  the  management 
of  these  fractures.  Sarmiento  and  co-workers 
in  the  United  States  have  indicated  that 
isolated  ulnar  fractures  heal  consistently  when 
supported  in  a short  arm  plaster  sleeve  or 


T’l^ure  1 — Roentgenogram  in  the  emergency 
room  showed  a transverse  fracture  of  the  midshaft 
of  the  ulna  sustained  in  a blocking  injury. 
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fracture  brace.'-  DuToit  and  Grabe  in  South 
Africa  have  pointed  out  that  clinical  union 
frequently  precedes  roentgenographic  union 
by  several  weeks  or  even  months.' 

Initially,  this  patient’s  fracture  was  im- 
mobilized in  long  arm  plaster  until  the  acute 
swelling  of  the  injury  subsided.  By  the  second 
week  a molded  support  was  applied  (Figure  2). 
This  device  depends  primarily  on  compressing 
soft  tissues  in  order  to  support  the  fracture.  By 
allowing  wrist  and  elbow  motion,  many  of  the 


forces  from  muscle  pull  on  the  fracture  within  a 
long  arm  cast  are  negated.  Furthermore,  muscle 
function  about  the  fracture  contributes  to  the 
external  callus  response  and  insures  rapid 
healing.  This  particular  patient  had  healed 
clinically  by  six  weeks  and  radiographically  by 
eight  weeks.  (Figure  3).  He  was  able  to  return 
to  work  at  six  weeks.  Follow-up  at  two  years 
indicated  no  pain  and  full  range  of  motion  in 
the  wrist  and  elbow  and  no  limitation  of 
forearm  rotation. 


Figure  2 — This  type  of  cast-brace  device  was 
used  to  manage  the  ulna  fracture  while  allowing' 
wrist  and  elbow  motion.  (From  Connolly,  J.F.:  3rd 
Edition,  DePalma’s  Management  of  Fractures  and 
Dislocations. 


Figure  3 — The  fracture  had  healed  roentgeno- 
graphically  at  eight  weeks  while  the  patient  had 
healed  clinically  by  six  weeks. 
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The  purpose  of  this  case  is  to  illustrate  that 
long  bone  fractures  may  be  effectively  treated 
by  means  of  immobilization  that  support 
rather  than  rigidly  fix  the  fracture.  Repair 
mechanisms  have  obviously  been  essential  for 
evolutionary  survival.  The  ability  of  the  skele- 
tal system  to  repair  itself  has  been  evident  long 
before  surgeons  appeared  on  the  scene  a brief 
second  ago  in  the  cosmic  time  scale. ^ Genetic 
modulation  of  the  healing  process  has  not  yet 
recognized  the  many  contributions  of  ortho- 
paedic surgeons.  Consequently,  attempts  to 
immobilize  fractures  such  as  the  ulna  by  rigid 
external  or  internal  fixation  may  actually 
impair  healing.'*  However,  long  bone  fractures 
seem  capable  of  healing  despite  rigid  fixation 
rather  than  because  of  it. 

A second  point  which  this  case  illustrates  is 
that  clinical  union  precedes  roentgenographic 
signs  by  several  weeks  or  months.  The  patient 
whose  ulna  fracture  is  asymptomatic  on  careful 


clinical  assessment  need  not  be  continued  in  a 
cast  or  kept  off  work  merely  because  of 
radiographic  dictates. 

In  selecting  treatment  of  long  bone  frac- 
tures, such  as  the  isolated  ulna,  one  must  keep 
in  mind  the  genetic  and  biophysical  aspects  of 
healing,  as  well  as  the  mechanics  of  fracture 
immobilization. 
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President's  Page 

At  this  time  of  the  year,  one  is  acutely  aware 
the  Legislature  is  in  session.  Daily  newspapers, 
radio,  television  and  even  bulletins  from  the 
Nebraska  Medical  Association  constantly 
serve  to  remind  us.  And  this  is  good,  for  as 
ordinary  citizens,  we  have  an  obligation  and 
civic  duty  to  be  well  informed  on  many  issues. 
A knowledgeable,  informed  citizenry  can  only 
be  a plus  for  any  and  all  government  entities. 
Uninformed  people  could  easily  be  governed 
poorly. 

As  physicians,  we  have  a great  interest  in 
what  we  feel  is  best  for  our  profession  and  our 
patients.  To  that  end,  the  Nebraska  Medical 
Association  devotes  much  effort  in  trying  to 
honestly  and  properly  influence  the  legislative 
process.  You  know  about  this,  and  it  is  not  my 
purpose  at  this  time  to  expound  on  that 
activity. 

I would,  however,  like  to  again  remind 
physicians  that  as  individuals  and  collectively, 
we,  for  the  most  part,  enjoy  the  rather  unique 
and,  hopefully,  cherished  status  of  being 
respected  by  a large  portion  of  the  population. 
(It  is  my  hope  that  this  will  continue  ad 
infinitum.)  In  light  of  this,  I feel  physicians 
could  have  a profound  effect  on  all  important 
issues.  To  fail  to  do  so  is  to  sacrifice  a privilege 
we  and  our  forebearers  have  earned.  I am  not 
referring  to  strictly  medical  issues  but  to  any 
issue  that  affects  all  citizens.  I would  en- 
courage individual  input  into  all  levels  of 
government,  spanning  the  spectrum  from 
local  school  boards  right  up  through  the 
Congress  of  the  United  States.  Others,  per- 
haps lesser  informed,  do  it;  why  shouldn’t  we? 
The  time  expended  in  such  an  effort  does  not 
have  to  be  great. 


Through  my  activities  with  the  Nebraska 
Medical  Association  I have  learned  it  is  not 
difficult  to  get  the  ear. of  elected  officials.  They 
at  least  seem  to  listen  intently.  Of  course,  they 
will  not  automatically  agree  with  every  position, 
but  at  least  they  listen.  Remember  that  most 
are  desirous  of  re-election.  No  thinking  person 
would  expect  to  win  every  issue  they  comment 
on,  but  even  if  your  side  does  not  prevail,  it 
seems  better  to  have  tried  than  not  to  have 
tried  at  all.  To  lose  by  default  or  not  trying  is 
the  worst  kind  of  defeat. 

I simply  lay  this  out  for  your  consideration 
and  suggest  you  might  find  it  enjoyable. 


Allan  C.  Landers,  M.D.,  President 
Nebraska  Medical  Association 
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In  Memoriam 


By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

William  Jarvis,  M.D.  (Born  April  21,  1923  - 
died  February  26,  1983)  — Medical  Special- 
ty: Urology.  Doctor  Jarvis  was  a 1949 
graduate  of  the  University  of  Louisville 
College  of  Medicine.  He  was  a member  of 
the  Nebraska  Medical  Association. 


Anthony  Carnazzo,  M.D.  (Born  1932  - died 
February  27,  1983)  — Medical  Specialty: 
Surgery'.  Doctor  Carnazzo  was  a 1958 
graduate  of  Creighton  University  School  of 
Medicine  and  also  a member  of  the  Nebraska 
Medical  Association. 


Welcome  New  Members 


Ann  C.  Evelyn,  M.D. 

Box  81009 
Lincoln,  NE  68501 

Michael  J.  Germer,  M.D. 

630  No.  Cotner 
Lincoln,  NE  68505 

Y.  Scott  Moore,  M.D.  (Reinstated) 
2221  South  17th  St. 

Lincoln,  NE  68502 

Mark  W.  Schanbachei',  M.D. 

1401  E.  H St. 

McCook,  NE  69001 

Kenneth  H.  Elson,  M.D. 

Methodist  Hosjrital 
Omaha,  NE  681 14 

Judith  A.  Butler,  M.D. 

Superior,  NE  68978 

David  A.  Can-,  M.D. 

1 7(h  & N St. 

Lincoln,  NE  68508 

Jeanette  L.  Masek,  M.D. 

17th  & N St. 

Lincoln,  NE  68508 


Gerald  J.  Fleischli,  M.D.  (Reinstated) 
UNL  Health  Center 
15th  & U St. 

Lincoln,  NE  68588 

Kent  T.  Lacey,  M.D. 

600  N.  Cotner 
Lincoln,  NE  68505 

W.  Scott  Carpenter,  M.D. 

4009  Avenue  B 
Scottshluff,  NE  69361 

Richard  Rojas,  M.D. 

West  Neb.  General  Hospital 
Scottshluff,  NE  69361 

Masood  Z.  Rehmani,  M.D. 

33  W.  4th 
Fremont,  NE  68025 

Robert  H.  Lee,  M.D. 

Bassett,  NE  68714 

Richard  W.  Slovek,  M.D. 

1214  W.  “A”  St. 

North  Platte,  NE  69101 

Frank  J.  Menolascino,  M.D.  (Reinstated) 
Nebraska  P.sychiatric  Institute 
Omaha,  NE  68106 
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Coming  Meetings 


CREIGHTON  UNIVERSITY  CONTINUING 
MEDICAL  EDUCATION,  SPRING  1983 

April  8 — Management  of  the  Medical  Con- 
sequences of  Radiation  Accidents  w/Univer- 
sity  of  Nebraska  College  of  Medicine 

April  16  — Family  Medicine  Update  — 
Beatrice,  NE 

April  21-22  — Midwest  Drug  Education 
Conference  (Open  to  the  Public).  April  21  — 
Seminar  for  Physicians,  April  22  — Youth 
Conference 

May  11-13  — Midwest  Section  American 
Association  of  Clinical  Chemistry,  Omaha, 
NE 

May  11-13  — Practical  Cardiology  for  the 
Family  Physician 

May  20-22  — Family  Medicine  L'pdate  - 
Okoboji,  lA 

May  27  — Prevention  of  Infectious  Diseases 

May  28  — Maurice  Grier  Symposium 

June  10  — Heart  Association  Scientific 
Session  - Hastings,  NE 

* 

MANAGEMENT  OF  THE  MEDICAL  CON- 
SEQUENCES OF  RADIATION  ACCI- 
DENTS, April  8,  1983,  cosponsored  by 
Creighton  University  School  of  Medicine, 
Midlands  Emergency  Medical  Services 
Council,  and  the  Nebraska  Chapter,  Ameri- 
can Academy  of  Family  Physicians.  Course 
objectives  are  to  update  the  physician’s 
knowledge  base  in  basic  radiation  biology;  to 
describe  the  acute  and  chronic  clinical  ef- 
fects of  radiation;  to  describe  protocols  for 
assessing  and  treating  accidentally  exposed/ 
injured  patients  and  identify  the  medical 
personnel  and  facilities  equipped  to  handle 
patients;  to  identify  specific  needs  for  local 
and  state  program  development  in  the  areas 
of  emergency  and  long-term  care,  resource 
and  manpower  allocation  and  service  areas. 
Faculty  are  Paul  B.  Beeson,  M.D.,  Emeritus 
Professor  of  Medicine,  University  of  Wash- 
ington; Ernest  0.  Jones,  Ph.D.,  University  of 
Nebraska  Department  of  Radiology;  Hiroshi 
Nishiyama,  M.D.,  Nuclear  Medicine,  Univer- 


sity of  Cincinnnati  College  of  Medicine; 
George  L.  Voelz,  M.D.,  Los  Alamos  National 
Laboratory;  Emmet  M.  Kenney,  M.D., 
Creighton  I’niversity;  Patrick  Breheny,  re- 
gional director.  Federal  Emergency  Manage- 
ment Agency  Region  III;  John  Beary,  III, 
M.D.,  Acting  Assistant  Secretary  of  Defense 
for  Health  Affairs;  Gordon  MacLeod,  M.D., 
Professor  and  Chairman,  Department  of 
Health  Services  Administration,  Graduate 
School  of  Public  Health,  University  of  Pitts- 
burgh. 

RESPIRATORY  INTENSIVE  CARE  - A 
Team  Approach,  April  14  and  15,  1983. 
Familiarize  health  care  professionals  with 
physiologic  monitoring  of  the  pulmonary 
system,  providing  expected  norms  based 
upon  etiology  and  suggesting  applications  of 
interpreted  data.  Sponsored  by:  Section  of 
Respiratory  Therapy  and  The  University 
of  Kansas  College  of  Health  Sciences  and 
Hospital.  Location  of  Program:  Battenfeld 
Auditorium,  Student  Center-Continuation 
Study  Building,  Rainbow  at  Olathe  Boule- 
vard, Kansas  City,  Kansas.  Course  Fee: 
Physicians  $100.00,  Respiratory  Therapists 
$65.00,  Nurses  $65.00,  Allied  Health  Pro- 
fessional $65.00,  Students,  Interns,  Resi- 
dents (upon  official  written  verification)  $50 
$50.00.  Credit  Available:  AMA  11  Hours, 
AAFP  10  Hours,  C.R.T.E.  11  Hours,  Nurse 
Anesthetists  10  Contact  Hours.  Nurses  10 
Contact  Hours.  For  more  information  write: 
Office  of  Continuing  Education,  University 
of  Kansas  Medical  Center,  Rainbow  at  Olathe 
Boulevard,  Kansas  City,  Kansas  66103, 
Telephone  (913)  588-4488. 

EMERGENCY  MEDICINE  REVIEW  - 
April  18-23,  1983.  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center.  45  hours  of  ACEP,  AMA  & AAFP 
credit.  Registration  Fee  $475.00. 

NINTH  ANNUAL  POSTGRADUATE  SYM- 
POSIUM ON  FAMILY  PRACTICE  — 
April  20  and  21,  1983.  Sponsored  by: 
Department  of  Family  Practice  and  The 
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University  of  Kansas  College  of  Health 
Sciences  and  Hospital.  Location  of  Program: 
Battenfeld  Auditorium,  Student  Center- 
Continuation  Study  Buidling,  Rainbow  at 
Olathe  Boulevard,  Kansas  City,  Kansas. 
Course  Fee:  Physicians  $110.00,  Full-time 
Students,  Interns,  and  residents  (Upon 
official  written  verification)  $55.00.  Credit 
Available:  AMA  14  Hours,  AAFP  13  Hours. 
For  more  information  write:  Office  of  Con- 
tinuing Education,  University  of  Kansas 
Medical  Center,  Rainbow  at  Olathe  Boule- 
vard, Kansas  City,  Kansas  66103,  Tele- 
phone: (913)  588-4488. 


UNIVERSITY  OF  NEBRASKA  - ALPHA 
OMEGA  ALPHA,  ALPHA  CHAPTER  — 
AOA  Week,  April  20-21-22,  1983,  UN 
Medical  Center,  Omaha,  Nebraska;  Speaker 
— Guido  Majno,  M.D.,  Department  of 
Pathology,  University  of  Massachusetts 
Medical  School,  Worcester,  Mass.  AOA 
Banquet  on  Friday,  April  22,  6:30  p.m.. 
Highland  Country  Club,  Omaha,  Nebr. 
Other  details  to  be  announced. 


MIDWEST  DRUG  EDUCATION  CON- 
FERENCE — SEMINAR  FOR  PHY- 
SICIANS, April  21,  1983,  sponsored  by 
Assistance  League  of  Omaha  in  cooperation 
with  PRIDE-Omaha,  Creighton  University 
School  of  Medicine,  Childrens  Memorial 
Hospital  and  Methodist  Hospital.  The  phy- 
sician’s role  in  prevention,  intervention  and 
treatment  of  drug  and  alcohol  abuse  will  be 
the  focus  of  the  program.  Discussions  will 
include  the  magnitude  of  the  alcohol  prob- 
lem, the  neuropsychiatric  implications  of 
substance  abuse,  recognition,  intervention 
and  treatment  of  the  substance  abuser,  and 
the  physician’s  role  in  prevention.  A panel 
will  address  treatment  resources.  Faculty 
include  C.  W.  Dempsey,  Ph.D.,  Amherst 
C'ollege  neuroscience  program;  Miller  New- 
ton, Ph.D.,  STRAIGHT’,  Inc.;  Plmmel  M. 
Kenney,  M.D.,  Creighton  University;  Mit- 
chell S.  Rosenthal.  M.D.,  Phoenix  House 
P’oundation,  New  York  (aty;  Harold  M.  Voth, 
M.D.,  (’hief  of  Staff,  VAMC,  d’opeka;  and 
Robert  (’.  Wadman,  Omaha  chief  of  police, 
d’he  seminar  will  be  held  at  Methodist  (Con- 
tinuing Education  (’enter.  (A  two-day  gen- 


eral conference  will  be  April  21  & 22  at  the 
Red  Lion  Inn;  a conference  for  teams  of 
students  and  staff  from  area  secondary 
schools  will  be  April  22.) 

PRACTICE  OPPORTUNITIES  FAIR  - 
Sponsored  by  the  Departments  of  Family 
Practice  at  the  University  of  Nebraska 
Medical  Center  and  Creighton  University  — 
April  23,  1983,  Peter  Kiewit  Conference 
Center,  Omaha,  Nebraska.  Exhibits  hosted 
by  communities  who  are  recruiting  phy- 
sicians. The  Fair  will  be  open  to  residents- 
in-training,  senior  medical  students  and 
spouses.  For  further  information  contact 
Susan  Dolnicek,  Center  for  Continuing 
Education,  42nd  and  Dewey,  Omaha,  Ne 
braska  68105.  (402)  559-4152. 

REHABILITIATION  OF  THE  SPINAL 
CORD  INJURED  PATIENT  — April  25,  26 
and  27,  1983.  There  are  7,000  to  10,000 
new  cases  of  spinal  cord  injury  in  the  United 
States  each  year.  Until  the  end  of  World  War 
II  the  life  span  of  the  spinal  cord  injured 
patients  was  very  short.  Fortunately,  this 
situation  has  dramatically  changed,  and  it 
has  been  shown  that  a new  life  is  possible 
for  these  patients  despite  the  limits  of  their 
ability.  The  interest  in  the  care  of  the 
spinal  cord  injured  patient  has  resulted  in  a 
new  awareness  of  the  complications  of  spinal 
cord  injury  and  methods  to  prevent  them. 
The  primaiw  focus  of  this  seminar  is  to  pre- 
sent a comprehensive  overview  of  the  acute 
medical  and  nursing  management,  and  dis- 
cuss the  various  aspects  of  the  rehabilitation 
program,  including  follow-up  care.  Spon- 
sored by:  The  Department  of  Rehabilitation 
Medicine  and  ’Fhe  University  of  Kansas 
College  of  Health  Sciences  and  Hospital. 
Location  of  Program:  Battenfeld  Auditorium. 
Student  Center-Continuation  Study  Build- 
ing, Rainbow  at  Olathe  Boulevard,  Kansas 
City,  Kansas.  Course  Fee:  Physicians 

$200. 00,  Nurses  $100.00,  Therapists 
$100.00.  (’redit  Available:  AMA  19.5  Hours, 
AAFP  18  Hours,  P’F  18  Contact  Hours. 
Nurses  15  (’ontact  Hours,  f’or  more  informa- 
tion write:  Office  of  Continuing  Education, 
University  of  Kansas  Medical  ("enter,  Rain- 
bow at  Olathe  Boulevard.  Kansas  City, 
Kansas  66103,  'Telephone:  (913)  588-4488. 


96  Nebraska  Medical  Journal  April  1983 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 

— Annual  Business  Meeting  — Saturday, 
April  30,  1983,  in  conjunction  with  Nebraska 
Medical  Association  Meeting,  4:30  p.m..  Old 
West  Parlor,  Hilton  Hotel,  Lincoln,  Nebras- 
ka. All  alumni  urged  to  attend. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 

— DR.  JOHN  S.  LATTA  CENTENNIAL 
LECTURESHIP  - May  5-6,  1983,  UN 
Medical  Center,  Omaha,  Nebr.  Speaker  - 
Alfred  B.  Swanson,  M.D.,  Orthopaedic 
Surgeon  from  Grand  Rapids,  Michigan. 
Details  to  be  announced. 

FOURTH  ANNUAL  SYMPOSIUM,  WHAT'S 
NEW  IN  DIABETES  — May  11  and  12, 
1983.  This  program  consists  of  lectures, 
workshops,  panels,  exhibitions,  management, 
and  opportunities  to  meet  with  the  partici- 
pants. Recognition,  evaluation,  and  thera- 
peutic implications  of  diabetes  mellitus  in 
the  adult  and  elderly  patient  will  be  covered. 
The  practical  problems  of  patient  motiva- 
tion and  compliance  will  be  contrasted  with 
the  dilemma  of  diet,  oral  agents,  and/or 
insulin  for  future  complication  prevention. 
Complication  emphasis  will  be  on  hyper- 
tension, vascular  problems,  and  the  diabetic 
foot,  a major  disability  and  medical  problem 
in  this  group  of  patients.  Sponsored  by:  The 
University  of  Kansas  College  of  Health 
Sciences  and  Hospital.  Location  of  Program: 
Battenfeld  Auditorium,  Student  Center- 
Continuation  Study  Building,  The  Univer- 
sity of  Kansas  College  of  Health  Sciences 
and  Hospital,  Rainbow  and  Olathe  Boule- 
vard, Kansas  City,  Kansas.  Course  Fee: 
Physicians  $125.00,  Nurses  $65.00,  Allied 
Health  Professionals  $65.00.  Program 
features  full  exhibit  services  and  educational 
resource  center.  For  more  information  write: 
Office  of  Continuing  Education,  LIniversity 
of  Kansas  Medical  Center,  Rainbow  at 
Olathe  Boulevard,  Kansas  City,  Kansas 
66103,  Telephone:  (913)  588-4488. 

HEMATOLOGY  CIRCUIT  COURSE  (Circuit 
Course,  Hastings,  Nebraska)  May  18,  1983. 
Holiday  Inn,  Hastings,  Nebraska.  3 hours  of 
AMA  & AAFP  Credit  to  be  submitted. 
Registration  Fee  $30.00. 


RURAL  EMS  CONFERENCE  (Peter  Kewit 
Conference  Center,  Omaha)  May  18-20, 
1983.  To  be  submitted  for  15  hours  AMA  & 
AAFP  credit  hours.  Registration  Fee  $75.00. 

A SPECIAL  WORKSHOP  ON  THE  USE  OF 
THE  CO2  LASER  IN  ENT  SURGERY  — 
May  19  and  20,  1983.  The  first  part  of  this 
course  was  designed  to  familiarize  the  ENT 
physician  with  the  surgical  Carbon  Dioxide 
LASh>R.  Because  of  the  unique  properties 
of  its  energy,  it  has  the  potential  to  become 
an  indispensable  surgical  instrument.  We 
will  discuss  the  operation,  maintenance,  and 
hazards  of  the  CO2  laser  along  with  the 
physical  properties  of  laser  energy  and  its 
interaction  with  tissue.  Areas  also  covered 
are:  micro  and  macroscopic  surgeiy,  an- 
esthesia for  laser  surgery,  trauma  and  blood 
loss,  new  developments  in  research,  and  the 
state  of  the  art  of  medical  applications  in 
surgery.  In  the  second  part  of  the  course,  the 
physician  will  develop  skills  in  using  the 
CO9  laser.  We  will  progress  from  a dry  lab 
where  fresh  animal  tissue  is  used  to  develop 
basic  skills,  to  the  lab  where  anesthesized 
animals  are  used  to  fine-tune  the  newly 
acquired  skills.  Sponsored  by:  The  University 
of  Kansas  College  of  Health  Sciences  and 
Hospital.  Location  of  Program:  Student 
Center-Continuation  Study  Building,  The 
University  of  Kansas  College  of  Health 
Sciences  and  Hospital,  Rainbow  and  Olathe 
Boulevard,  Kansas  City,  Kansas.  Course 
Fee:  Physicians  $550.00.  Credit  Available: 
AMA  16  Hours.  For  more  information  write: 
Office  of  Continuing  Education,  University 
of  Kansas  Medical  Center,  Rainbow  at 
Olathe  Boulevard,  Kansas  City,  Kansas 
66103,  Telephone:  (913)  588-4488. 

OCULOPLASTIC  SURGERY  — May  19  and 
20,  1983.  Sponsored  by:  The  University 
of  Kansas  College  of  Health  Sciences  and 
Hospital,  Department  of  Ophthalmology, 
and  Division  of  Health  Care  Outreach  and 
Continuing  Education.  Location:  Hyatt 

Regency  at  Crown  Center,  Kansas  City, 
Missouri.  Course  Objectives:  A clinically 
oriented  course  to  reacquaint  the  physician 
with  reconstructive  techniques  for  a number 
of  orbital  and  eyelid  maladies.  Topics: 
Blepharoplasty,  Entropion,  Ectropion,  Lac- 
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rimal,  Ptosis,  Eyelid  and  Orbital  Tumor, 
Eyelid  Reconstruction,  The  Anophthamic 
Socket.  Course  Director:  Joel  Leibsohn, 
M.D.  Guest  Speakers:  Richard  Dortzbach, 
M.D.,  Madison,  Wisconsin,  Robert  Dryden, 
M.D.,  Tucson,  Arizona,  Allen  Puttermun, 
M.D.,  Chicago,  Illinois,  John  Wobig,  M.D., 
Portland,  Oregon.  Course  Fee:  $275.00.  For 
additional  information  contact:  Office  of 
Continuing  Education,  Rainbow  at  Olathe 
Boulevard,  Kansas  City,  Kansas  66103, 
(913)  588-4488. 

NORTHERN  COLORADO  CARDIOVAS- 
CULAR SYMPOSIUM  1983  — Myocardial 
Infarction:  Current  Trends  in  Manage- 

ment, May  20,  1983.  Colorado  State  Univer- 
sity, Fort  Collins,  CO  80523.  Sponsor: 
Cardiovascular  Associates  of  Fort  Collins, 
P.C.  Contact:  Office  of  Conferences  and 
Institutes,  Colorado  State  University,  Fort 
Collins,  CO  80523,  303/491-6222.  Fee:  $50 
practicing  physicians,  $30  physicians  in 
training,  nurses  and  paramedical  personnel. 

30TH  ANNUAL  FAMILY  PRACTICE  RE- 
VIEW — June  13-18,  1983,  YMCA  Con- 
ference Center,  Estes  Park,  Colorado. 
Hours:  30  Category  I AMA  hours.  30  pre- 
scribed AAFP  credit  hours.  Sponsor  or 
contact:  The  Office  of  Postgraduate  Medical 
Education,  The  University  of  Colorado 
School  of  Medicine,  4200  East  Ninth 
Avenue,  Box  C-295,  Denver,  Colorado 
80262.  Phone  (303)  394-5241. 

LAKE  OKOBOJI  ORTHOPEDIC/ATHLETIC 
INJURIES  CONFERENCE  - July  7,  8,  9, 
1983.  The  New  Inn,  at  Lake  Okoboji,  Iowa. 
Co-sponsored  by  University  of  Iowa,  and 
Mayo  Clinic. 

19TH  ANNUAL  INTERNAL  MEDICINE 
PROGRAM  — July  11-15,  1983,  YMCA 
Conference  Center,  Estes  Park,  Colorado. 
Hours:  25  Category  I AMA  hours.  25  pre- 
scribed AAFP  credit  hours.  Sponsor  or 
contact:  The  Office  of  Postgraduate  Medical 
Education,  The  University  of  Colorado 
School  of  Medicine,  4200  East  Ninth 
Avenue,  Box  C-295,  Denver,  Colorado 
80262.  Phone  (303)  394-5241. 


PRACTICAL  GASTROENTEROLOGY  FOR 
THE  INTERNIST  AND  FAMILY  PHY- 
SICIAN — July  25-28,  1983,  Given  Institute 
of  Pathobiology,  Aspen,  Colorado.  Hours:  15 
Category  I AMA  hours.  15  prescribed  AAFP 
credit  hours.  Sponsor  or  contact:  The  Office 
of  Postgraduate  Medical  Education,  The 
University  of  Colorado  School  of  Medicine, 
4200  East  Ninth  Avenue,  Box  C-295, 
Denver,  Colorado  80262.  Phone  (303)  394- 
5241. 


THE  AMERICAN  COLLEGE  OF  OB/GYN 
will  hold  its  sixth  district  meeting  in 
Rapid  City,  South  Dakota  on  August  17-20, 
1983. 


THE  CHILD’S  CONCEPT  OF  DEATH  — 
A three-day  symposium  covering  a multi- 
disciplinary approach  to  the  care  and 
support  of  the  child  as  a dying  patient  or  as 
a survivor,  and  his/her  family  unit,  will  be 
held  on  Thursday,  Friday,  and  Saturday, 
June  2,  3,  and  4,  1983  under  the  direction  of 
The  Foundation  of  Thanatology,  at  the 
Alumni  Auditorium,  Columbia-Presbyterian 
Medical  Center,  168th  Street  and  Fort 
Washington  Avenue,  New  York,  N.Y.  10032, 
telephone  212/694-4173.  Among  the  co- 
sponsors are  the  Department  of  Psychiatry 
of  the  College  of  Physicians  and  Surgeons  of 
Columbia  University,  and  the  Child  Study 
Center  of  Yale  University.  For  further 
details  and  a printed  registration  form,  write 
Dr.  Austin  H.  Kutcher,  The  Foundation  of 
Thanatology,  630  West  168th  Street,  New 
York,  N.Y.  10032,  or  call  him  at  212/694- 
4173. 


AMERICAN  HEART  ASSOCIATION, 
NEBRASKA  AFFILIATE  — Scientific  Ses- 
sions, June  10,  1983  at  Holiday  Inn, 

Hastings. 


COMPREHENSIVE  CARE  OF  THE  BURN 
PATIENT — September  16-17,  1983,  Hyatt 
Regency  Hotel,  Kansas  City,  Missouri. 
Sponsors:  American  Burn  Association,  Saint 
Elizabeth  Community  Health  Center. 
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health  care  coverage  for  program  benefici- 
aries.” 

While  individuals  trained  as  “mental  health 
specialists”  may  be  able  to  perform  psycho- 
analytic functions,  these  non-MDs  lack  the 
expertise  to  identify  or  treat  a mental  health 
problem  that  is  caused  by  a medical  condition, 
the  AMA  told  the  subcommittee. 

* * * 

The  total  budget  unveiled  by  President 
Reagan  earlier  in  the  month  calls  for  $848.5 
billion  in  government  spending  for  fiscal  year 
1984. 

Of  that  total,  the  U.S.  Dept,  of  Health  and 
Human  Services  accounted  for  $288.8  billion, 
the  third  largest  budget  in  the  world,  after  the 
United  States  and  Soviet  Union,  according  to  a 
statement  by  department  officials. 

The  overwhelming  proportion  of  the  HHS 
budget  is  slotted  for  the  Social  Security 
Administration  at  $194.7  billion.  Budgets  of 
specific  interest  to  medicine  are  the  Public 
Serv'ice  funds  targeted  at  $7.9  billion,  and  the 
Health  Care  Financing  Administration  budget 
of  $80.7  billion. 

Included  in  the  HCFA  budget  are  dramatic 
proposals  to  change  the  Medicare  program. 
Among  them: 

★ A prospective  payment  system  for  hos- 
pitals. 

★ Restructured  coinsurance  for  hospital- 
ized Medicare  recipients. 

★ A voluntary  voucher  program  that  would 
allow  Medicare  recipients  to  enroll  in 
prepaid  health  plans,  such  as  health 
maintenance  organizations  (HMOs). 

★ A freeze  on  physician  fees  for  one  year, 
with  no  rules  about  assignment,  meaning 
that  physicians  can  accept  Medicare 
reimbursements  as  payments  in  part 
and  bill  patients  for  the  remainder. 

★ An  increased  premium  charge  for  Part 
B coverage  of  physician  fees,  including 
an  index  for  the  deductible. 

Other  initiatives  include  a co-payment  plan 
for  Medicaid  recipients  calling  for  $1  per 


outpatient  visit  and  $1  per  hospital  day  for 
beneficiaries  on  welfare  ($1.50  and  $2  for 
beneficiaries  not  on  welfare.) 

The  budget  also  includes  a proposal  to  limit 
the  tax-free  amount  an  employer  can  con- 
tribute to  health  benefits.  The  line  would  be 
drawn  at  $175  per  month  for  family  coverage 
and  $70  per  month  for  individual  coverage. 

If  the  proposals  are  accepted,  they  will  hold 
the  annual  growth  rate  of  the  HHS  budget  to 
5U,  down  from  a high  of  ll7c  in  fiscal  year 
1981. 

The  long-awaited  consumer  choice,  or  com- 
petitive-model plan  for  health  care,  appears  to 
have  been  shelved  by  the  Reagan  Administra- 
tion. Instead  of  a comprehensive  plan  that 
would  interconnect  public  and  private  payment 
systems  for  medical  care,  the  Administration 
has  offered  a piecemeal  approach  that  incorpor- 
ates some  of  the  competitive  ideas,  such  as  the 
voucher  program  and  the  tax  limit  on  employer 
benefits  contributions. 

The  most  startling  proposal  relates  to  the 
co-payment  provisions  for  Medicare  recipi- 
ents, both  in  the  hospital  plan  and  the 
physician  plan.  Observers  long  have  thought 
that  government  would  not  propose  changes  in 
the  benefits  packages,  but  these  proposals 
look  very  much  like  such  changes. 

The  Medicare  catastrophic  coverage  pro- 
posal is  billed  in  the  budget  as  a provision  of 
“unlimited  hospital  coverage  of  catastrophic 
illness  for  the  first  time.” 

Explaining  the  provision,  HHS  officials 
pointed  out  that  “under  current  law  the 
beneficiary  hospitalized  in  1984  for  150 
consecutive  days  would  owe  $13,475  from  his 
or  her  own  pocket. 

“The  beneficiary  would  also  bear  the  full 
cost  of  all  subsequent  hospital  days,”  they 
added. 

“Under  the  new  plan,  the  beneficiary’s 
expenses  would  be  $1,530,  with  no  co- 
insurance  after  60  days.” 

While  the  coverage  looks  greater,  the  fact  is 
that  the  government  expects  to  save  $663 
million  in  fiscal  1984  by  implementing  the 
plan. 

What  it  in  effect  will  do  is  shift  co-payment 
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to  the  area  of  greater  activity  for  Medicare 
hospitalization.  Under  the  plan  now  in  effect, 
recipients  pay  the  full  cost  of  hospitalization 
on  the  first  day,  but  from  the  second  to  the 
60th  day  there  is  no  cost  sharing.  From  the 
61st  to  90th  day,  the  recipient  share  now 
would  be  $87.50  per  day,  and  $175  per  day 
from  the  91st  to  the  150th  day. 

The  new  plan  calls  for  the  same  full  pay  for 
the  first  day  of  hospitalization;  about  $28  per 
day  from  the  second  to  the  15th  days;  about 
$17.50  per  day  from  the  16th  to  60th  day;  and 
catastrophic  (no  pay)  coverage  after  the  60th 
day. 

Explaining  the  budgetary  savings,  Robert  J. 
Rubin,  M.D.  HHS  Assistant  Secretary  for 
planning  and  evaluation,  pointed  out  that  the 
average  hospital  stay  for  a Medicare  recipient 
is  11.5  days.  This  will  add  $280  from  each 
recipient  to  the  program,  resulting  in  the 
projected  savings,  he  said. 

He  added  that  only  200,000  of  Medicare 
recipients,  numbering  some  29  million,  every 
stay  more  than  60  days  during  a given  period. 

Additional  savings  will  be  realized  by  the 
prospective  payment  of  hospitals  based  on  467 
diagnosis-related  groups  (DRGs).  This  builds 
on  the  Medicare  case  management  plan 
“associated  with  hospital  reimbursement 
changes  enacted  in  the  Tax  Equity  and  Fiscal 
Responsibility  Act,”  officials  said. 

The  projected  freeze  on  physicians’  reim- 
bursement under  Medicare  is  expected  to  save 
$700  million,  officials  said.  Dr.  Rubin  said  that 
about  half  of  the  physicians  in  the  country 
accepted  assignment  (Medicare  reimburse- 
ments as  payment  inf  ull).  He  added  that  there 
was  nothing  in  the  proposed  rules  to  inhibit 
physicians  from  passing  on  fee  increases  to 
patients. 

The  budget  proposals  also  anticipate  grad- 
ual change  in  the  premium  and  deductible  for 
optional  Medicare  physician  coverage  under 
Fai’t  B of  the  program. 

“When  Medicare  was  established  the  pre- 
mium was  intended  to  cover  50  percent  of  Part 
B costs,  but  premiums  now  cover  less  than  25 
percent  of  costs,”  officials  said. 

That  percentage  would  move  back  up  to  35 
percent  by  1988  if  the  new  proposals  are 


accepted.  Dr.  Rubin  said.  The  per-month 
premium  of  $12.20  will  remain  in  effect  until 
the  end  of  the  year. 

In  addition,  the  deductible  will  be  indexed  to 
keep  pace  with  costs.  That  savings  will  amount 
to  $46  million  in  fiscal  1984.  The  premium 
proposals  will  result  in  $359  million  additional 
costs  for  fiscal  1984,  but  earn  $575  million  in 
savings  for  the  following  fiscal  year. 

The  increases  in  hospital  co-payments, 
premium  payments,  and  the  prospect  of 
additional  billings  from  physicians  who  do  not 
accept  assignment  probably  will  make  enroll- 
ment in  HMDs  more  attractive  for  Medicare 
recipients.  Dr.  Rubin  said. 

The  new  budget  proposes  to  sweeten  that 
possibility  by  increasing  what  the  government 
will  pay  to  “an  amount  equal  to  95  percent  of 
per-person  costs  of  the  Medicare  program.” 
Dr.  Rubin  pointed  out  that  the  government 
now  pays  only  80  percent. 

“Medicare  would  remain  the  basic  national 
health  plan  for  the  elderly,  and  alternative 
plans  would  have  to  provide  coverage  at  least 
equal  to  Medicai'e’s”  officials  said. 

“The  voucher  plan  in  essence  invites  private 
providers  and  insurers  to  ‘outbid’  Medicare  if 
they  can.  The  voucher  program  would  be 
entu’ely  voluntary,  and  beneficiaries  could  re- 
enter the  Medicare  system. 

“In  the  case  of  low-priced  alternative  plans, 
cash  rebates  could  be  made  to  the  bene- 
ficiaries.” 

The  cap  on  tax-free  health  benefits  would 
result  in  an  addition  of  $2.3  billion  in  income 
tax  revenues  in  fiscal  1984,  but  that  gain  in 
revenue  was  not  the  main  thi’ust  of  the 
proposal. 

“The  point  here  is  that  government  will  no 
longer  subsidize  medical  care  in  that  way,”  Dr. 
Rubin  said. 

The  initial  impact  may  be  limited,  since  the 
average  monthly  health  benefit  is  $125,  well 
below  the  proposed  $175  per  month  cutoff  for 
family  coverage. 

“Currently,  about  30  percent  of  those  with 
employment -based  health  coverage  receive 
employer  contributions  above  these  limits,” 
officials  said. 
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“While  individuals  and  companies  would 
remain  free  to  purchase  as  much  health 
coverage  as  they  desire,  the  new  provision 
would  eliminate  the  bias  that  now  works  in 
favor  of  high-priced  coverage  and  against 
comparable  higher  wages,”  they  added. 

In  addition  to  the  Medicaid  co-payments 
proposals,  which  would  add  an  estimated  $249 
million  in  savings,  the  budget  proposes  main- 
taining reductions  in  the  federal  share  of 
Medicaid. 

“The  plan  would  extend  beyond  fiscal  1984 
the  reduction  in  federal  payments  to  states 
passed  in  the  Omnibus  Budget  Reconciliation 
Act  of  1981,”  officials  said. 

“The  reduction  would  be  cut,  however,  from 
4.5  percent  to  3 percent.  The  reduction  will 
remain  in  place  for  an  indefinite  period,  leaving 
in  place  the  incentive  for  states  to  continue 
seeking  new  cost-saving  Medicaid  policies.” 

Officials  said  they  expected  to  save  $524.9 
million  in  fiscal  1985  by  extending  the 
reduction,  adding  that  there  would  be  no  effect 
felt  during  1984. 

Other  HCFA  cuts  include  a closing  down  of 
the  professional  standards  review  organiza- 
tions regulatory  effort.  In  the  past  three  years, 
funding  has  gone  from  $96  million  to  $50 
million  to  zero  proposed  for  fiscal  1984.  Also 
shut  down  was  the  end-stage  renal  disease 
councils  program  previously  budgeted  at  $5 
million. 

Proposed  budgeting  for  the  National  Insti- 
tutes of  Health  was  increased  by  $73  million  to 
$4,07  7 billion  in  fiscal  1984,  and  budgets  for 
the  Alcohol,  Drug  Abuse,  and  Mental  Health 
Administration  was  increased  by  a modest  $1 
million  to  $421  million. 

In  for  severe  paring  was  the  Health  Re- 
sources and  Services  Administration,  whose 
budget  was  cut  from  $1,207  billion  in  fiscal 
1983  to  $977  million  in  1984. 

Totally  eliminated  from  that  budget  was  the 
health  planning  program,  previously  budgeted 
at  $58  million,  and  drastically  cut  by  $56 
million  was  the  health  professions  education 
program,  now  budgeted  at  $116  million. 

Also  cut  within  the  Health  Resources  and 
Services  Administration  was  the  Indian  Health 


Service,  down  $7  million  from  $660  million  in 
fiscal  1983  to  $653  million  in  fiscal  1984. 

Funding  for  the  National  Health  Service 
Corps  would  continue  at  $96  million,  providing 
for  a field  strength  of  3,283  physicians  and 
other  health  personnel. 

The  Food  and  Drug  Administration  budget 
would  be  increased  $ 19  million  to  $386  million 
for  fiscal  1984;  and  the  Centers  for  Disease 
Control  would  increase  to  $270  million  from 
$249  million  in  fiscal  1983. 

Block  grants  for  health  services  in  pre- 
vention; alcohol,  drug  abuse,  and  mental 
health;  primary  care;  and  maternal  and  child 
health  would  be  maintained  at  the  same 
budget  level  of  $1,357  billion  for  fiscal  1984. 

* * ♦ 

The  AMA  responded  to  the  Reagan  budget 
proposal  by  cautioning  Congress  not  to  renege 
on  long-term  promises  to  ensure  quality  health 
care  for  the  nation’s  elderly  and  poor,  infants 
and  needy  young  mothers  by  further  cuts  in 
Medicaid,  Medicare  and  other  vital  health 
programs. 

“We  must  caution  against  establishing  un- 
realistic targets  for  savings  in  health  programs 
that  would  result  in  limiting  access  and 
availability  of  health  care  for  those  individuals 
for  whom  the  federal  government  has  assumed 
a primarv'  financial  responsibility,”  said  AMA’s 
Executive  Vice  President  James  H.  Sammons, 
M.D.,  before  the  House  of  Representatives 
Task  Force  on  Entitlements. 

“Like  you,  the  AMA  is  concerned  about  the 
growing  deficit,”  Sammons  told  House  mem- 
bers. “Yet,”  he  said,  “Medicare  and  Medicaid 
programs  have  been  the  targets  of  an  unending 
stream  of  cuts.  While  AMA  would  support 
changes  in  these  programs  to  improve  their 
efficiency,  Sammons  said,  these  programs 
should  not  be  targeted  for  further  cuts  or 
restructuring  “unless  adequate  assurances  are 
provided  that  access  to  appropriate  high 
quality  care  will  be  available  to  all  bene- 
ficiaries of  the  program.” 

Among  the  1984  budget  proposal  challenged 
by  the  AMA  is  one  that  would  delay  eligibility 
for  Medicare  coverage  by  one  month  for  those 
Americans  who  reach  65.  AMA  cited  this  as  an 
example  of  shifting  costs  to  the  private  sector. 
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AMA  advised  against  a proposal  to  extend 
the  1981  Reconciliation  Act  reductions  in 
Medicaid  matching  payments  which  AMA 
points  out  would  simply  shift  an  increased 
burden  for  the  program  to  the  states,  many  of 
which  are  also  facing  severe  budget  difficulties. 

Under  the  latter  proposal,  Sammons  said, 
“the  needy  in  our  society  — those  most  affected 
by  the  recession  and  who  can  least  afford  to 
pay  for  their  medical  care  --  will  be  hurt  the 
most.” 

AMA  urged  the  House  Task  Force  to 
consider  increasing  funding  for  the  health 
block  grants,  including  funds  for  alcohol  and 
drug  abuse  and  mental  health  programs  but 
with  particular  emphasis  on  the  maternal  and 
child  health  block  grant. 

“The  importance  of  maternal  and  child 
health  care  is  self-evident,”  Sammons  told 
House  members.  “Access  to  high  quality 
prenatal,  postnatal  and  pediatric  care  has 
profound  impact  upon  the  outcome  of  preg- 
nancy and  the  lives  of  children  . . . An 
investment  in  these  new  and  young  lives  will 
inure  to  the  benefit  of  this  and  future 
generations.” 

Sammons  also  called  for  increasing  funding 
for  the  National  Institutes  of  Health  “to 
maintain  our  nation’s  biomedical  research 
program  to  benefit  all  of  us  with  new  medical 
knowledge  which  can  save  lives  or  improve  the 
quality  of  life.” 

AMA  warmly  supported  the  Administra- 
tion’s 1984  budget  proposal  for  a tax  “cap”  on 
employer-provided  health  insurance.  AMA  has 
supported  the  concept  of  such  a limitation 
since  1978  because  it  would  restrain  the 
demand  for  medical  services  rather  than 
regulating  the  supply  which  would  result  in 
rationing,  Sammons  said.  AMA  also  supported 
the  Administration’s  proposal  for  catastrophic 
coverage  for  Medicare  beneficiaries,  with 
appropriate  copayment  during  early  hospitali- 
zation. But  Sammons  expressed  the  Associ- 
ation’s concern  over  the  amouns  of  copayment 
and  the  timing  of  their  implementation. 

AMA  took  issue  with  a number  of  Admini- 
stration budget  proposals  for  the  coming  fiscal 
year.  Among  these; 

* Adoption  of  a nationwide  system  of  pros- 
pective pricing  for  hospitals  unless  the 


system  is  proven  effective  both  in  saving 
costs  and  maintaining  the  quality  of  health 
care  now  available  to  the  American 
people. 

* A voucher  system  for  Medicare  benefici- 
aries which  AMA  also  says  is  yet  unprov- 
en. 

* A proposal  to  eliminate  an  incentive  target 
rate  for  hospital  payments  in  future  years 
that  would  allow  necessary  development 
and  use  of  new  technologies  in  hospitals. 

* A one  year  freeze  on  physicians’  reim- 
bursement under  Medicare’s  “reasonable 
charge”  system.  Sammons  said  that  AMA 
believes  that  it  is  unfair  to  freeze  the  costs 
of  one  sector  of  the  economy  while  not 
asking  attorneys,  architects  and  other 
professionals  to  accept  a freeze  and  while 
allowing  prices  paid  other  suppliers  to 
rise. 

♦ ♦ ♦ 

The  AMA  has  testified  against  the  Reagan 
Administration’s  proposal  to  base  Medicare 
payments  to  hospitals  on  the  patient’s  diag- 
nosis. 

Appearing  before  the  House  Ways  and 
Means  Subcommittee  on  Health,  Jerald 
Schenken,  M.D.,  a pathologist  from  Omaha, 
Neb.,  and  Vice  Chairman  of  the  AMA’s 
Council  on  Legislation,  recommended  that  the 
committee  “reject  the  Administration’s  pro- 
posal to  impose  an  untried  system  across  the 
nation.” 

He  called  instead  for  more  prospective 
payment  demonstration  projects  and  further 
analysis  of  the  demonstration  projects  already 
in  place. 

The  AMA  opposes  “a  radical  change  in  the 
Medicare  hospital  reimbursement  system 
without  assurances  that  quality  of  care  will  be 
maintained,”  he  explained. 

Dr.  Schenken  said  the  proposal,  which 
would  set  a price  for  each  of  467  diagnosis- 
related  groups  (DRG’s)  and  which  the  Ad- 
ministration wants  to  implement  nationwide 
Oct.  1 , “has  never  been  tried,  even  on  a limited 
scale.” 

Tbe  DRG  experiment  in  New  Jersey,  which 
began  three  years  ago,  differs  significantly 
from  the  Administration  proposal,  and  in  any 
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event,  the  New  Jersey  experiment  has  not 
been  evaluated  yet,  he  said. 

The  Administration’s  proposal,  which  has 
not  been  submitted  to  Congress  as  legislation, 
aims  to  control  the  spiraling  costs  of  Medicare, 
which  now  devotes  68%  of  its  $60-billion 
budget  to  hospitals. 

Proponents  of  the  plan  say  that  if  hospitals 
were  paid  per  DRG,  they  would  have  an 
incentive  to  be  efficient.  Hospitals  now  are 
reimbursed  by  Medicare  on  the  basis  of  their 
costs. 

The  DRG  system  divides  illness  into  467 
categories  by  primar>’  and  secondary  diag- 
noses, the  primary  procedure  used  (if  there  is 
surgery),  the  age  of  the  patient  and  the 
patient’s  discharge  status.  DRG  167,  for 
example,  is  an  appendectomy  without  compli- 
cated principal  diagnosis,  complications,  or 
associated  illness  for  a patient  under  70. 

The  American  Hospital  Association  also  has 
proposed  a DRG-based  prospective  payment 
system  for  Medicare,  although  it  differs  from 
the  Administration’s  proposal  on  several 
points,  particularly  as  to  how  prices  for  each 
DRG  should  be  determined. 

Dr.  Schenken  said  the  AMA  “has  some  of 
the  same  concerns  about  the  AHA  proposal  as 
it  has  about  the  Administration’s.’’  He  added, 
however,  that  he  saw  merit  in  experimenting 
with  the  proposal,  presumably  on  a trial  basis 
on  a state  or  local  level. 

The  AMA  supports  experimentation  with 
prospective  payment  systems  that  create 
incentives  for  hospitals  to  be  more  cost 
conscious.  Dr.  Schenken  testified.  He  called 
upon  the  committee  to  authorize  that  the 
Administration’s  proposal  “and  other  pros- 
pective pricing  proposals”  be  demonstrated  on 
a limited  scale  in  various  states  before  being 
considered  for  national  implementation. 

“Continued  demonstration  projects  and 
thorough  analysis  can  lead  to  the  development 
of  a responsible  and  effective  prospective 
pricing  methodology,”  he  said.  “While  this  may 
not  immediately  reach  the  desired  cost  sav- 
ings, it  will  not  place  Medicare  beneficiaries  at 
risk  of  facing  a loss  of  quality  medical  care.” 

Dr.  Schenken  said  that  if  a hospital  were 
underfunded  by  Medicare,  it  would  respond  by 


shifting  costs  to  other  payers,  deferring  such 
costs  as  maintenance,  reducing  nursing  and 
other  essential  patient  care  staff,  and  post- 
poning or  eliminating  necessary  modernization 
and  technological  improvements,  thus  depriv- 
ing patients  of  the  highest  quality  of  care. 

“In  extreme  cases  hospitals  providing  essen- 
tial care  could  be  forced  to  close,”  he  said. 

He  added  that  the  AMA  was  concerned  that 
the  Administration’s  proposal  could  foster  a 
two-tiered  system  of  health  care,  with  one  level 
of  care  for  private-pay  patients  and  one  for 
Medicare  patients. 

The  Administration’s  proposal  differs  from 
the  New  Jersey  system  on  several  important 
points.  The  New  Jersey  system  applies  to  all 
payers  — private  insurers,  Medicaid,  and  Blue 
Cross.  The  Administration’s  proposal  would 
apply  only  to  Medicare.  Also,  New  Jersey  has 
no  hospitals  under  100  beds.  The  Administra- 
tion’s proposal  would  apply  to  all  hospitals, 
except  hospitals  that  are  sole  providers  of  care 
in  a community. 

An  agreement  between  the  federal  govern- 
ment and  the  American  Medical  Association 
will  allow  the  Medicare  and  Medicaid  pro- 
grams to  use  the  AMA’s  Current  Procedural 
Terminolog>’,  fourth  edition  (CPT-4),  for 
claims  processing. 

The  agreement  allows  the  Health  Care 
Financing  Administration  (HCFA)  unrestrict- 
ed use  of  the  AMA  copyrighted  system  of 
nomenclature  and  codes  for  describing  medi- 
cal procedures  performed  by  physicians.  It  was 
signed  by  departing  Health  and  Human 
Services  Secretary  Richard  Schweiker  and 
AMA  Executive  Vice  President  James  H. 
Sammons,  M.D. 

Dr.  Sammons  called  the  agreement  “a  major 
step  forwaird  for  practitioners,  suppliers,  and 
payers.” 

“This  is  quite  a day  for  us,”  Dr.  Sammons 
said  at  the  signing  ceremony.  “It’s  a culmina- 
tion of  10  years  work,  five  (HHS)  secretaries, 
and  four  presidents  of  the  United  States.  It 
speaks  exceptionally  well  for  Secretary 
Schweiker  that  we  are  able  to  sign  this.” 

CPT-4  will  be  used  as  the  basis  for  reporting 
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most  physician  services  in  HCFA’s  Common 
Procedure  Coding  System.  Schweiker  noted 
that  in  the  past  Medicare  fiscal  agents  have 
used  a wide  variety  of  descriptions  and 
numeric  codes  for  processing  claims  from 
physicians  and  other  suppliers  of  medical 
services.  Some  agents  added  local  modifica- 
tions for  new  procedures  and  services.  The 
mixture  of  systems  caused  extra  expense  for 
the  Medicare  and  Medicaid  programs. 

Medicare  contractors  will  be  required  by 
HCFA  to  use  the  new  system  as  the  contrac- 
tors convert  their  claims  processing  systems. 
Many  states  are  expected  to  convert  to  the  new 
program  for  their  Medicaid  programs,  as  well. 

The  AMA’s  nomenclature  system  was  chos- 
en for  incorporation  into  the  federal  system 
because  of  its  general  acceptance  and  use  by 
physicians  nationwide,  Schweiker  said. 

Schweiker  noted  that  the  system  also  will 
provide  a more  accurate  data  base  for  research 
and  for  predicting  trends  in  both  payments 
for  and  utilization  of  medical  services,  and  will 
simplify  reporting  for  physicians. 

The  system  was  tested  in  the  Medicare  and 
Medicaid  programs  in  South  Carolina  for  the 
year  beginning  July  1,  1980.  An  analysis  by 
HCFA  showed  the  test  to  be  successful  with  no 
adverse  impact. 

Under  the  agreement,  the  AMA  is  respon- 
sible for  maintaining  and  updating  CPT-4 
through  the  establishment  of  a 10-physician 
editorial  panel.  Seven  of  the  panelists  are  to  be 
appointed  by  the  AMA,  one  by  HCFA,  one  by 
the  Health  Insurance  Assn,  of  America,  and 
one  by  the  Blue  Cross  and  Blue  Shield  Assn. 
All  are  subject  to  AMA  approval. 

“We’re  delighted  to  welcome  HCFA  repre- 
sentatives on  the  new  editorial  board,”  Dr. 
Sammons  said.  “It’s  an  excellent  example  of 
private  and  public  cooperation.” 


The  AMA  and  HCFA  also  agreed  to 
encourage  health  insurers  to  adopt  CPT-4 
voluntarily. 

Schweiker  called  the  agreement  a step 
“toward  meeting  our  common  goal  of  achieving 
a national  uniform  coding  and  nomenclature 
system  for  reporting  physician  services.” 

* * * 

The  AMA  has  urged  the  White  House  and 
Congress  to  continue  the  process  of  “bilateral 
and  verifiable”  nuclear  arms  reduction.  In 
letters  to  the  President  and  four  top  congres- 
sional leaders,  AMA  Executive  Vice  President 
James  H.  Sammons,  M.D.,  said  that  the 
current  level  of  nuclear  armaments  represents 
a significant  threat  to  the  public’s  health  and 
welfare.  Dr.  Sammons  conveyed  the  concerns 
that  were  expressed  by  delegates  to  the  AMA 
Interim  meeting  in  Miami  Beach  last  Decem- 
ber. At  that  meeting,  the  House  adopted  a 
resolution  calling  for  nuclear  arms  reduction. 

Noting  that  the  arsenals  of  the  United  States 
and  the  Soviet  Union  now  include  thousands  of 
nuclear  warheads.  Dr.  Sammons  said  that 
there  is  no  adequate  medical  response  to  the 
consequences  of  nuclear  exchange. 

In  targeted  areas,  millions  of  people  could 
perish  outright,  including  medical  and  health 
care  personnel.  Additional  millions  could 
suffer  severe  injury,  including  massive  burns 
and  exposure  to  toxic  levels  of  radiation, 
without  the  benefit  of  even  minimal  medical 
care.  Medical  and  hospital  facilities  and  other 
resources  likewise  could  be  destroyed.  Dr. 
Sammons  said. 

“Although  it  is  difficult  to  believe  that  any 
civilized  nation  would  ever  initiate  the  use  of 
these  terrible  weapons,  their  existance  and 
continued  development  compel  a humane  and 
concerned  public  to  consider  seriously  the 
implications  of  such  an  awesomely  destructive 
force,”  Dr.  Sammons  said. 
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IN  CONJUNCTION  WITH: 

Nebraska  Allergy  Society 
Nebraska  Society  of  Anesthesiologists 
Missouri  Valley  Dermatologic  Society 

Nebraska  Chapter,  American  College  of 
Emergency  Physicians 

Nebraska  Chapter,  American  Academy  of 
Family  Physicians 

American  Heart  Association/Nebraska  Affiliate 
Nebraska  Society  of  Internal  Medicine 
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SCIENTIFIC  SESSIONS  COMMITTEE 


Dale  W.  Ebers,  M.D.,  Chairman Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

Larry  Roffman,  M.D Omaha 

Robert  M.  Stryker,  M.D Omaha 

Richard  M.  Tempero,  M.D Omaha 

R.  L.  Tollefson,  M.D Wausa 


NOTE:  Annual  Session  registrants  are  welcome  at 
all  scientific  programs.  Only  business  meetings  are 
limited  to  specialty  group  members. 


115TH  ANNUAL  SESSION 
NEBRASKA  MEDICAL 
ASSOCIATION 


PURPOSE: 

To  advance  the  science  and  art  of  medicine  and  to 
elevate  the  standards  of  medical  education.  Meetings 
of  the  Annual  Session  are  devoted  to  the  scientific 
work  of  the  members,  disseminating  to  members  and 
others,  facts  and  opinions  relating  to  medical  knowl- 
edge, treatment  and  procedures. 

The  overall  goal  of  this  scientific  program  is  to 
substantiate  or  change  the  attitude  and  approach  of 
the  physician  to  the  solution  of  a given  medical 
problem,  present  new  knowledge  in  a specific  area, 
update  data  and  introduce  new  specific  skills  and 
techniques. 

SPONSORSHIP: 

The  meeting  is  sponsored  by  the  Scientific  Sessions 
Committee  of  the  Nebraska  Medical  Association  in 
conjunction  with  the  Nebraska  Allergy  Society,  the 
Nebraska  Society  of  Anesthesiologists,  the  Missouri 
Valley  Dermatologic  Society,  the  Nebraska  Chapter, 
American  College  of  Emergency  Physicians,  the  Ne- 
braska Chapter,  American  Academy  of  Family  Physi- 
cians, the  American  Heart  Association/Nebraska  Af- 
filiate, the  Nebraska  Society  of  Internal  Medicine,  the 
Nebraska  Association  of  Nuclear  Physicians,  the 
Nebraska  Section,  American  College  of  Obstetricians 
& Gynecologists,  the  Nebraska  Academy  of  Ophthal- 
mology, the  Nebraska  Academy  of  Otolaryngology,  the 
Nebraska  Association  of  Pathologists,  the  Nebraska 
Chapter,  American  Academy  of  Pediatrics  and  the 
Nebraska  Pediatric  Society,  the  Nebraska  Perinatal 
Organization,  the  Nebraska  Chapter,  American  Col- 
lege of  Physicians,  the  Nebraska  Psychiatric  Society, 
the  Nebraska  Radiological  Society,  the  Nebraska 
Chapter,  American  College  of  Surgeons,  and  the 
Nebraska  Thoracic  Society. 

CREDIT: 

This  program  has  been  reviewed  and  is  acceptable  for 
23  prescribed  hours  by  the  American  Academy  of 
Family  Physicians. 

As  an  organization  accredited  for  continuing  medical 
education,  the  Scientific  Sessions  Committee  of  the 
NMA  certifies  that  this  continuing  medical  education 
offering  meets  the  criteria  for  23  hours  of  credit  in 
Category  I of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association,  provided  it  is  used  and 
completed  as  designed. 


GENERAL  INFORMATION 


The  host  facility  for  the  Annual  Session  is  the  Hilton  Hotel, 
141  North  9th  Street,  Lincoln.  NE  68501 . (402)  475-401 1 . 

REGISTRATION:  The  registration  desk  will  be  located  in 
the  lobby  of  the  Hilton  Hotel.  Registration  begins  at  7:00 
a.m.  Friday,  April  29.  Identification  badges  must  be  worn 
by  all  persons  attending  the  session. 
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III.  Myron  E.  Samuelson,  M.D.,  Wymore 1984 

IV.  L.  J.  Chadek,  M.D.,  West  Point 1984 

V.  William  J.  Chleborad,  M.D.,  Fremont 1985 
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Chairman,  Board  of  Councilors 
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Harry  W.  McFadden,  M.D.,  Omaha Ex-Officio 

Alvin  A.  Armstrong,  M.D.,  Scottsbiuff Ex-Officio 
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C.  J.  Cornelius,  Jr.,  M.D.,  Sidney 1983 

John  D.  Coe,  M.D.,  Omaha 1984 

Alternate  Delegates  to  AMA 

Louis  J.  Gogela,  M.D.,  Lincoln 1983 

Blaine  Y.  Roffman,  M.D.,  Omaha 1984 
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ACKNOWLEDGEMENTS 


NEBRASKA  MEDICAL  ASSOCIATION 
BUSINESS  SESSIONS 


The  Nebraska  Medical  Association  gratefully  acknowl- 
edges the  support  of  the  following  organizations  for  their 
contributions  to  the  1983  Annual  Session. 


BRISTOL  LABORATORIES 

Amikin  * Bufferin'^  Codeine  #3  * Ultracef  * Stadol 


Board  of  Directors 

Thursday,  April  28,  1983,  3:00  p.m. 

Board  of  Councilors 

Friday,  April  29,  1983,  11:00  a.m..  Suite  202 

House  of  Delegates 

First  Session: 

Friday,  April  29,  1983,  1:30  p.m. 

West  and  Center  Ballrooms  (Lobby  Level) 


CIBA  PHARMACEUTICAL  COMPANY  RECOGNITION  OF  FIFTY-YEAR 

Transderm-Nitro  * Ludiomil  * Slow-K  * Apresoline  PRACTITIONERS 


LILLY/DISTA  CONVENTION  PROGRAM  GRANT 
Ceclor  * Moxam  * Keflex  * Nalfon 

MERCK  SHARP  & DOHME 

Clinoril  * Dolobid  * Mefoxin  * Moduretic 

MERRELL-DOW 

Bentyl  * Bricanyl  * Novahistine  * Tenuate  Dospan 
OWEN  LABORATORIES 

Locoid  (new)  * Benzac-W  * Nutraderm  * Cetaphil 
PARKE-DAVIS 

Procan  SR  * Centrax  * Meclomen  * Lopid 
A.  H.  ROBINS  COMPANY 

Reglan  Tablets  and  Injection  * Micro-K  Extencaps 
Ouinidex  Extentabs  * Robitussin  Cough  Syrups 

ROCHE  LABORATORIES 

Dalmane  * Valium  * Bactrim  * Limbitrol 

PHARMACEUTICAL  DIVISION,  SANDOZ,  INC. 
SANDOZ  PHARMACEUTICALS 
DORSEY  PHARMACEUTICALS 
Visken  * Parlodel  * Restoril  * Hydergine 

SMITH  KLINE  & FRENCH 

Tagamet  * Dyazide  * Combid  * Ancef 


Raymond  R.  Andersen,  M.D.,  Nehawka 
Paul  Q.  Baker,  M.D.,  Scottsbiuff 
A.  C.  Fellman,  M.D.,  San  Diego,  California 
C.  Fred  Ferciot,  M.D.,  Bonsall,  California 
Hans  S.  Frenkel,  M.D.,  Omaha 
John  W.  Gatewood,  M.D.,  Omaha 
Arthur  M.  Greene,  M.D.,  Omaha 
Walter  J.  Holden,  M.D.,  Omaha 
Harry  A.  Jakeman,  M.D.,  Fremont 
M.  A.  Kadel,  M.D.,  Grand  Island 
Samuel  D.  Miller,  M.D.,  Lincoln 
Gerald  C.  O'Neil,  M.D.,  Omaha 
Thomas  T.  Smith,  M.D.,  Omaha 
Edwin  D.  Zeman,  M.D.,  Lincoln 

Reference  Committees,  2:00  p.m. 

Second  Session: 

Sunday,  May  1,  1983,  8:00  a.m. 

East  and  Center  Ballrooms  (Lobby  Level) 
Presentation  of  AMA  Education  and 
Research  Foundation  Checks 
Presentation  of  Nebraska  Medical 
Foundation  Student  Research 
Scholarship  Checks 

Third  Session: 

Sunday,  May  1,  1983,  4:00  p.m. 

East  and  Center  Ballrooms  (Lobby  Level) 


E.  R.  SQUIBB 

Capoten  * Corgard  * Pronestyl  S.R.  * Velosef 

ST.  PAUL  FIRE  & MARINE  INSURANCE  COMPANY 
Physicians’  Professional  Liability  * Professional  Office 
Package  * All-In-One®  * Personal  & Commercial  Umbrellas 

SYNTEX  LABORATORIES,  INC. 

Naprosyn  * Anaprox  * Norinyl  * Lidex 

UPJOHN  COMPANY 

Motrin  * Xanax  * Halcion  * Tolinase 


Nominating  Committee 

First  Session: 

Friday,  April  29,  1983,  4:00  p.m. 
Suite  202 

Second  Session: 

Saturday,  April  30,  1983,  10:00  a.m. 
Suite  202 

Third  Session: 

Sunday,  May  1,  1983,  11:00  a.m. 
Suite  202 


WYETH  LABORATORIES 

Ativan®  * Wytensin®  * Lo/OvraT  * SMA® 
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MONDAY,  MAY  2,  1983 


SPECIALTY  SOCIETY  BUSINESS  SESSIONS 


Sportsman’s  Day 


11:30  a m.  Sportsman’s  Day  Luncheon 
The  Country  Club  of  Lincoln 
3200  South  24th  Street 
(Participation  by  Preregistration  Only) 
Bernard  F.  Wendt.  M.D.,  Chairman 

1:00  p.m.  Golf  Tournament 

The  Country  Club  of  Lincoln 
3200  South  24th  Street 
(Shotgun  Tee  Off) 

(Participation  by  Preregistration  Only) 
Bernard  F.  Wendt,  M.D.,  Chairman 

1:00  p m Tennis  Tournament 

Lincoln  Racquet  Club,  Ltd. 

5300  Old  Cheney  Road 
(Participation  by  Preregistration  Only) 
Thomas  D.  Calvert.  M.D.,  Chairman 


2:00  p.m  NMA  Fun  Run 

Two  and  Six  Mile  Runs 
Pioneers  Park,  West  Van  Dorn  Street 
(Participation  by  Preregistration  Only) 
Howard  A.  Dinsdale,  M.D.,  Chairman 

5:30  p.m.  Sportsman’s  Day  Social  Hour 
The  Country  Club  of  Lincoln 
3200  South  24th  Street 
Bernard  F.  Wendt,  M.D.,  Chairman 

6:30  p.m.  Sportsman’s  Annual  Award  Dinner 
The  Country  Club  of  Lincoln 
3200  South  24th  Street 
(Participation  by  Preregistration  Only) 
Bernard  F.  Wendt,  M.D.,  Chairman 


Nebraska  Allergy  Society 

Saturday,  April  30.  1983,  8:00  a.m..  Assembly  Room 
(Lobby  Level) 

Nebraska  Society  of  Internal  Medicine 

Saturday,  April  30,  1983,  12:30  p.m..  East  Ballroom 
(Lobby  Level) 

Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 

Saturday,  April  30,  1983,  12:00  noon.  Parlour  A (Lobby 
Level) 

Nebraska  Academy  of  Ophthalmology 

Saturday,  April  30,  1983,  4:00  p.m.,  Platte  Room  (Lower 
Level) 

Nebraska  Academy  of  Otolaryngology 

Saturday,  April  30.  1983,  12:00  noon.  Parlours  B & C 
(Lobby  Level) 

Nebraska  Chapter,  American  Academy  of  Pediatrics 
and  The  Nebraska  Pediatric  Society 
Saturday,  April  30,  1983,  3:30  p.m..  Center  Ballroom 
(Lobby  Level) 

Nebraska  Perinatal  Organization 

Fnday,  April  29,  1983,  4:30  p.m..  East  Ballroom  (Lobby 

Level) 

Nebraska  Chapter,  American  College  of  Physicians 

Saturday,  April  30,  1983,  11:15  a.m..  East  Ballroom 
(Lobby  Level) 

Nebraska  Psychiatric  Society 

Saturday,  April  30,  1983,  4:00  p.m.,  Missouri  Room 
(Lower  Level) 

Nebraska  Chapter,  American  College  of  Surgeons 

Saturday.  April  30,  1983,  4:30  p.m..  West  Ballroom 
(Lobby  Level) 
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NOTES 

PROGRAM 

FRIDAY,  APRIL  29 

7:15  a m Perinatal  Workshop 

to  East  Ballroom  & Assembly  Room  (Lobby  Level) 

6:00  p.m.  Sponsored  by  — 


Nebraska  Perinatal  Organization 

Program  Chairman  & Moderator  — 
Robert  M.  Nelson,  Jr.,  M.D.,  Omaha 

7:15 

8:00 

8:05 

Third  Annual  Nebraska  Perinatal  Workshop 
Registration 

Welcome  — Robert  M.  Nelson,  Jr.,  M.D.,  Omaha 
Follow-Up  Studies  of  High  Risk  Infants 

M.  B.  Resnick,  Ed.D.,  Gainesville,  Florida 

9:00 

Psychosocial  Implications  of  a Cesarean  Birth 

Mecca  Cranley,  R.N.,  Ph.D.,  Madison,  Wisconsin 

9:55 

10:15 

Break  — Compliments  of  Ross  Laboratories 
Management  of  Rupture  of  the  Membranes 
Eric  Knox,  M.D.,  Minneapolis,  Minnesota 

1 1:05 

Nutrition  for  the  Premature 

Henry  Sauls,  M.D.,  Columbus,  Ohio 

1 1:55 
12:00 
noon 

Adjournment 

Lunch  — Assembly  Room  (Lobby  Level) 

The  Total  Athletic  Program  at  UNL 

Mr.  Robert  Devaney,  Athletic  Director,  Lincoln 

1:30 

Workshops 

(Choice  of  One) 

Session  A 
Update  on  Herpes 

Eric  Knox,  M.D.,  Minneapolis,  Minnesota 

Session  B 

Parenting,  NICU  to  Age  99 

M.  B.  Resnick,  Ed.D.,  Gainesville,  Florida 

Sue  Reinarz,  R.N.,  Omaha 

Roger  & Renee  Borgeman,  Norfolk 

2:45 

Break  — Compliments  of  Ross  Laboratories 

3:15 

Workshops 

(Choice  of  One) 

Session  A 

Steroids  and  Tocolytics 

Sherry  Jenkins,  Pharm.D.,  Omaha 

Session  B 

Neonatal  Ultrasound 

Joseph  Anderson,  M.D.,  Omaha 

The  Third  Annual  Nebraska  Perinatal  Workshop  Program 
has  been  designed  to  update  health  care  professionals 
in  regards  to  mother  and  newborn. 


4:30 

Business  Meeting  of  The  Nebraska  Perinatal 

4:45 

Organization 

Ruth  Youngberg,  R.N.,  Lincoln 
Wine  and  Cheese  Party 
Riverside  Room  (Lower  Level) 
(Perinatal  Workshop  Registrants  Only) 
Compliments  of  Ross  Laboratories 

110  Nebraska  Medical  Journal  April  1983 


PROGRAM  PROGRAM 

FRIDAY  MORNING,  APRIL  29  FRIDAY  AFTERNOON,  APRIL  29 


8:00  a m Family  Practice 

to  Platte  Room  (Lower  Level) 

12:00  noon  Sponsored  by  — 

Nebraska  Chapter,  American  Academy  of 

Family  Physicians 

Program  Chairman  & Moderator  — 

R.  A.  Blatny,  M.D.,  Fairbury 

8:00  Acute  Coronary  Care  for  the  Family  Physician 
Chris  C.  Caudill,  M.D.,  Lincoln 
Alan  D.  Forker,  M.D.,  Lincoln 
11:30  Question  & Answer  Period 

This  will  be  an  intensive  3'/2  hour  seminar  on  current 
concepts  of  managing  the  cardiac  patient  with  emphasis 
on  techniques  for  the  family  physician.  This  will  be  a 
practical  level  course  without  reference  to  super  special- 
ized procedures  not  available  in  most  Nebraska  hospitals. 

•Appreciation  is  expressed  to  Ayerst  and  Sandoz 
Pharmaceuticals  for  support  of  the  program. 


FRIDAY  AFTERNOON,  APRIL  29 

12:30  p m Vascular  Disease 

to  Riverside  Room  (Lower  Level) 

5:00  p.m.  Sponsored  by  — 

American  Heart  Association/Lincoln 
Division 

Program  Chairmen  — 

Michael  A.  Breiner,  M.D.,  Lincoln 
Paul  W.  Jewett,  M.D.,  Lincoln 

Update  on  Evaluation  and  Management 
of  Vascular  Disease 

Moderator  — Darroll  J.  Loschen,  M.D.,  York 
12:30  Lunch  — Riverside  Room  (Lower  Level) 

Newer  Pharmacological  Agents  in  the 
Treatment  of  Ischemic  Heart  Disease 
Berton  M.  Groves,  M.D.,  Denver.  Colorado 
1 :30  General  Session  — Niobrara  Room  (Lower  Level) 
Office  Evaluation  of  Peripheral  Vascular 
Disease 

Michael  A.  Breiner,  M.D.,  Lincoln 
2:15  Stress  Testing  in  Office  Evaluation  of 
Ischemic  Heart  Disease 
Paul  W.  Jewett,  M.D.,  Lincoln 
3:1 5 Diagnosis  and  Management  of  Small  Strokes 
Lewiston  W.  Birkmann,  M.D.,  Lincoln 
3:45  Newer  Radiological  Techniques  for 
Evaluation  of  Carotid  Artery  Disease 
David  L.  Kiple,  M.D.,  Lincoln 
4:15  Panel  Discussion/Question  & Answer  Period 


2:00  p m Emergency  Medicine 

to  Missouri  Room  (Lower  Level) 

5:00  p.m.  Sponsored  by  — 

Nebraska  Chapter,  American  College  of 
Emergency  Physicians 
Program  Chairmen  — 

Steven  A.  Schwid,  M.D.,  Omaha 
Robert  M.  Stryker,  M.D.,  Omaha 

Initial  Management  of  the  Severely 
Injured  Patient 

Moderator  — Jeanette  Pergam,  M.D.,  Omaha 

2:00  EMS  in  Nebraska,  An  Update 

Joseph  P.  Ornato,  M.D.,  F.A.C.C.,  Omaha 
2:20  Care  at  the  Accident  Scene 

B.  Kent  Reckewey,  M.D.,  Lincoln 
2:40  Panel  Discussion:  Transportation  - By  Land, 
By  Air  or  By  Sea? 

Joseph  McCaslin,  M.D.,  Omaha 
Joseph  P.  Ornato,  M.D.,  Omaha 
B.  Kent  Reckewey,  M.D.,  Lincoln 
3:00  Initial  Examination  of  Single  and  Multiple 
Trauma  Patients 
Joseph  McCaslin,  M.D.,  Omaha 
3:15  Trauma  Protocol 

Denise  L.  Capek,  M.D.,  Lincoln 
3:30  Vascular  Access  and  Fluid  Therapy 
Robert  M.  Stryker,  M.D.,  Omaha 
3:50  Chest  Tubes,  Pericardiocentesis  and 
Peritoneal  Lavage 
Richard  Rojas.  M.D.,  Scottsbiuff 
4:10  Evaluation  of  the  Comatose  Patient 
Steven  A.  Schwid,  M.D.,  Omaha 
4:30  Question  and  Answer  Period 

The  objective  of  this  course  is  to  acquaint  the  audience 
with  the  principles  and  techniques  of  the  initial  diagnosis, 
stabilization,  transportation  and  treatment  of  the  severely 
injured  patient. 


This  half-day  course  will  provide  a series  of  lectures  and 
case  presentations  with  panel  discussion  on  current  ideas 
in  the  pathophysiology  of  atherosclerotic  vascular  disease. 
Current  recommendations  in  using  anti-platelet  and  anti- 
anginal  agents  for  treatment  of  these  diseases  will  also  be 
discussed.  This  course  is  designed  for  the  practicing 
physician  and  coronary  care  nurses. 


April  1983  Nebraska  Medical  Journal  111 


PROGRAM 

FRIDAY  AFTERNOON,  APRIL  29 


PROGRAM 

SATURDAY  MORNING,  APRIL  30 


3:00  p.m.  Radiology 

to  Platte  Room  (Lower  Level) 

5:00  p.m.  Sponsored  by  — 

Nebraska  Radiological  Society 
Program  Chairman  — 

Susan  M.  Williams,  M.D.,  Omaha 

Update  in  Radiology 
for  Practicing  Physicians 

Moderator  — John  A.  Haggstrom,  M.D., 
Omaha 

3:00  Common  Problems  in  the  Spine 
Warren  Q.  Bradley,  M.D.,  Lincoln 
3:30  Percutaneous  Angioplasty 
Joel  D.  Elson,  M.D.,  Omaha 
4:00  Diagnosis  of  Acute  Cholecystitis 
Robert  H.  Mclntire,  Jr.,  M.D.,  Omaha 
4:30  Recognizing  the  Battered  Child 
Gayle  H.  Bickers,  M.D.,  Omaha 

The  objective  of  this  course  is  to  provide  current  in- 
formation to  the  practicing  physician  about  the  radiologic 
evaluation  of  some  common  medical  problems. 


8:00  a m.  Allergy 

to  Assembly  Room  (Lobby  Level) 

10:00  a.m.  Sponsored  by  — 

Nebraska  Allergy  Society 
Program  Chairman  — 

Linda  B.  Ford,  M.D.,  Papillion 
All  That  Wheezes  Is  Not  Asthma 
Moderator  — Roger  H.  Kobayashi,  M.D., 
Omaha 

8:00  Nebraska  Allergy  Society  Business  Meeting 
9:00  New  and  Controversial  Areas  of 
Gastroesophageal  Reflux 
Gary  S.  Rachelefsky,  M.D.,  Los  Angeles,  California 
1:00  General  Session  with  Nebraska  Chapter, 
American  Academy  of  Pediatrics  — 

Center  Ballroom  (Lobby  Level) 

Sinusitis  and  Bronchial  Asthma 

*Gary  S.  Rachelefsky,  M.D.,  Los  Angeles,  California 

This  course  will  cover  other  causes  of  wheezing  and  their 
relationship  to  bronchial  asthma.  New  procedures  in 
diagnosis  and  treatment  of  gastroesophageal  reflux  will 
be  discussed. 

‘Sponsored  by  Boehringer  Ingelheim 


SATURDAY  MORNING,  APRIL  30 

9:00  a m Thoracic  Medicine 

to  Niobrara  Room  (Lower  Level) 

1:00  p.m.  Sponsored  by  — 

Nebraska  Thoracic  Society 
Program  Chairman  — 

John  D.  Roehrs,  M.D.,  Omaha 

Agriculturally  Related  Respiratory  Disease: 
Fact  & Fiction 

Moderator  — Thomas  C.  Tinstman,  M.D., 
Omaha 

9:00  Disability  Criteria  in  Occupational  Lung  Disease 

Irving  Kass,  M.D.,  Omaha 

9:40  Grain  & Hog  Dust  — In  Respiratory  Disease 

Richard  C.  Woellner,  M.D.,  Minneapolis, 
Minnesota 

Moderator  — John  D.  Roehrs,  M.D.,  Omaha 
1 0:30  Respiratory  Protective  Devices  - In  Agriculture 
Louis  W.  Burgher,  M.D.,  Omaha 
11:15  Toxic  Chemicals  & Vapors  in  Agriculture 
Richard  C.  Woellner.  M.D.,  Minneapolis, 
Minnesota 

Moderator  — Thomas  C.  Tinstman,  M.D., 
Omaha 

12:00  Lunch  — Assembly  Room  (Lobby  Level) 

Panel  Discussion:  TEFRA&  Pulmonary  Medicine 

Walter  J.  O’Donohue,  M.D.,  Omaha 
Thomas  C.  Tinstman,  M.D.,  Omaha 
Richard  C.  Woellner,  M.D.,  Minneapolis, 
Minnesota 

This  course  will  present  selected  topics  in  lung  disease  as 
they  relate  to  agriculture  in  Nebraska. 
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PROGRAM 

SATURDAY  MORNING,  APRIL  30 
9:00  a m Dermatology 

to  Missouri  Room  (Lower  Level) 

12:00  noon  Sponsored  by  — 

Missouri  Valley  Dermatologic  Society 
Program  Chairman  — 

John  R.  Luckasen,  M.D..  Omaha 

Dermatology  for  the  Practitioner 

9:00  Panel  Discussion:  The  Management  of 
Common  Dermatosis 
Moderator  — Robert  J.  Fonda,  M.D.,  Omaha 
John  J.  Ferguson.  M.D.,  Omaha 
Gordon  E,  Fredrickson,  M.D.,  Omaha 
Jai  K.  Koh,  M.D.,  Omaha 
James  J.  Regan,  M.D.,  Omaha 
This  panel  will  discuss  clinical  photographs  and 
review  current  therapies  tor  common  derma- 
tologic problems. 

10:00  Panel  Discussion:  Recognition  and 
Management  of  Skin  Cancer  and 
Malignant  Melanoma 

Moderator  — John  R.  Luckasen,  M.D.,  Omaha 
Rodney  S.  W.  Basler,  M.D.,  Lincoln 
Ramon  M.  Fusaro,  M.D.,  Omaha 
Rudolf  Strnot,  Jr.,  M.D.,  Lincoln 

This  panel  will  discuss  clinical  recognition  and 
management  of  patients  with  various  forms  of 
skin  cancer  and  malignant  melanoma.  In  addi- 
tion, newer  forms  of  therapy  for  these  tumors  will 
be  discussed. 

11:00  Panel  Discussion:  Recent  Developments  of 
Interest  to  the  Practitioner 

Moderator  — Stephen  C.  Papenfuss,  M.D.,  Omaha 

Christopher  Crotty,  M.D.,  Omaha 

Ann  Lott,  M.D.,  Lincoln 

Elliott  L.  Rustad,  M.D.,  Lincoln 

Suzanne  W.  Braddock,  M.D.,  Omaha 

This  panel  will  discuss  new  drugs  and  therapies 

of  interest  to  the  practitioner. 


PROGRAM 

SATURDAY,  APRIL  30 

9:15  a.m.  Pediatrics 

to  Center  Ballroom  (Lobby  Level) 

5:00  p.m.  Sponsored  by  — 

Nebraska  Chapter,  American  Academy  of 
Pediatrics 

Nebraska  Pediatric  Society 

Program  Chairman  — 

Harold  J.  Kuehn,  M.D.,  Omaha 

Annual  Scientific  Session:  Medical 
Therapy  of  the  Toddler  and  Adolescent 

Moderator—  Eileen  C.  Vautravers,  M.D.,  Lincoln 


9:15 

Acute  Lymphocytic  Leukemia  Today 
David  J.  Gnarra,  M.D.,  Omaha 

9:45 

The  Cryptochid  Child 

Lewis  W.  Pinch,  M.D.,  Omaha 

10:15 

Reyes  Syndrome  — An  Update 
Paul  DeFranco,  D O.,  Omaha 

10:45 

Subacute  Pelvic  Inflammatory  Disease 

Gul  Khan,  M.D.,  Omaha 

1 1:00 

In  Vitro  Evaluation  of  Congenital  Neutropenia 

R.  W.  Anderson,  Omaha 

11:15 

Cricoid  Splitting  for  Subglottic  Stenosis 
David  Maki,  M.D.,  Omaha 

1 1:30 

Prevalence  of  Polio  Antibodies  in  Teenagers 
Receiving  Oral  Polio  Vaccine 
Curtiss  Farrell.  Omaha 

1 1:45 

Evaluation  of  Sustained-Release  Theophylline 
Preparation  in  Young  Children 

Scott  Swigert,  Omaha 

12:00 

Luncheon  for  Nebraska  Chapter  Members 

Moderator  — Harold  J.  Kuehn,  M.D.,  Omaha 

1:00 

Sinusitis  and  Bronchial  Asthma 

Gary  S.  Rachelefsky,  M.D.,  Los  Angeles, 
California 

1:45 

Who  is  the  Adolescent? 

Rene  Hlavek,  Ph.D.,  Omaha 

2:30 

What’s  in  it  for  the  Adolescent? 

Arnold  E.  Schaefer,  Ph.D.,  Omaha 

3:30 

Business  Meeting 

Dale  W.  Ebers,  M.D.,  Lincoln,  Presiding 

This  program  is  a concentrated  look  at  the  medical 
problems  of  the  toddler  and  adolescent  providing  practi- 
tioners in  this  area  an  opportunity  to  update  their  interest 
and  capabilities  for  this  age  group. 
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10:00 

to 

5:00 


10:10 

10:15 

10:30 


10:45 


1 1:00 


11:15 


1 1:30 


1 1:45 


12:00 

12:20 


1:00 


PROGRAM 

SATURDAY,  APRIL  30 

am  Surgery 

West  Ballroom  (Lobby  Level) 

P-m-  Sponsored  by  — 

Nebraska  Chapter,  Arr.erican  College  of 
Surgeons 

Program  Chairman  — 

D,  R,  Owen,  M.D.,  F.A.C.S.,  Omaha 


Moderator  — John  W.  Smith,  M.D., 
F.A.C.S.,  (President),  Omaha 

Call  to  Order 

Gastrointestinal 

Ultrasound  Versus  Oral  Cholecystography  in 
the  Diagnosis  of  Cholecystitis  with 
Cholelithiasis 

Lynne  Barkmeier,  Omaha 

Allen  Dvorak,  M.D.,  Omaha 

Robert  J.  Fitzgibbons,  Jr.,  M.D.,  Omaha 

Chronic  Acalculous  Cholecystitis  in  a Young 
Population 

James  R.  Staten,  M.D.,  Omaha 

Patrick  Kiefer,  M.D.,  Omaha 

Recent  Trends  in  the  Management  of  Bleeding 

Esophageal  Varices 

Norris  D.  Johnson,  M.D.,  Omaha 

Jon  S.  Thompson,  M.D.,  Omaha 

David  A.  Burnett,  M.D.,  Omaha 

Experience  with  Needle  Catheter  Jejunostomy 

Jon  S.  Thompson,  M.D.,  Omaha 

C.  A.  Burrough,  R.D.,  Omaha 

Paul  E.  Hodgson,  M.D.,  F.A.C.S.,  Omaha 

The  Acute  Abdomen  of  Henoch-Schonlein 

Syndrome 

Alan  G.  Thorson,  M.D.,  Omaha 
Lloyd  R.  Schultz,  M.D.,  F.A.C.S.,  Omaha 

Oncology 

Surgical  Nuances  — Hepatic  Artery 
Catheterization 

Michael  Durr,  M.D.,  Omaha 

Richard  Guitterez,  M.D.,  Omaha 

William  A.  Albano,  M.D.,  F.A.C.S.,  Omaha 

James  E.  McGill,  M.D.,  Omaha 

Robert  J.  Fitzgibbons,  Jr.,  M.D.,  Omaha 

Gastrointestinal  Lymphoma 

Vicki  J.  Philben,  M.D.,  Omaha 

James  A.  Edney,  M.D.,  Omaha 

Jon  S.  Thompson,  M.D.,  Omaha 

James  Armitage,  M.D.,  Omaha 

Break 

Luncheon  — Governor’s  Report 

L.  Dwight  Cherry,  M.D.,  F.A.C.S.,  Governor, 
Lincoln 

Moderator  — James  R.  Adwers,  M.D.,  F.A  C.S. 
(Secretary),  Omaha 

Using  Visicalc  to  Predict  the  Oxyhemoglobin 
Saturation  in  the  Blood  Following  Changes 
in  FIQ2 

Aviel  Roy-Shapira,  M.D.,  Omaha 
Dennis  F.  Hayes,  M.D.,  F.A.C.S.,  Omaha 


1:15  Advantage  of  Long-Term  Intracranial 
Pressure  Monitoring 

Douglas  J.  Ramos,  M.D.,  Omaha 
Charles  Taylon,  M.D.,  Omaha 
Alan  Fruin,  M.D.,  F.A.C.S.,  Omaha 
1:30  Benign  Breast  Disease 

Robert  J.  Fitzgibbons,  M.D.,  F.A.C.S.,  Omaha 

Urology 

1:45  Urinary  Undiversion 

Carl  Cascione,  M.D.,  Omaha 
Francis  F.  Bartone,  M.D.,  F.A.C.S.,  Omaha 
2:00  Cutaneous  Vesicostomy  in  Children 
Stephen  A.  Holt,  D.O.,  Omaha 
Francis  F.  Bartone,  M.D.,  F.A.C.S.,  Omaha 

Nutrition 

2:15  Nutritional  Parameters  in  a University 

Hospital:  A Randomized  Retrospective  Review 

Donna  Durfee,  Pharm.D.,  Omaha 
Allan  Campbell,  M.D.,  Omaha 
Neal  Gorran,  B.S.,  Omaha 
Jeff  Chen-Chung  Yang,  B.S.,  Omaha 
2:30  Complications  of  Total  Parenteral  Nutrition 
Jon  S.  Thompson,  M.D.,  Omaha 
Keith  L.  Madison,  Pharm.D.,  Omaha 
Robert  E,  Hodges,  M.D.,  Omaha 
2:45  Break 

Moderator—  Louis  J.  Gogela,  M.D.,  F.A.C.S., 
(President-Elect),  Lincoln 

Trauma 

3:00  Comparison  of  Wound  Dressings  for 
Out-Patient  Partial  Thickness  Burns 

Debra  Boyer,  Omaha 
Margaret  Bartelt,  Ph.D.,  Omaha 
John  J.  Heieck,  M.D.,  F.A.C.S.,  Omaha 
3:15  Facial  Fractures 

Sherry  Prohaska,  Omaha 
Marcene  F.  Kreifels,  M.D.,  Omaha 
Joel  N.  Bleicher,  M.D.,  Omaha 

Vascular 

3:30  Aortocavel  Fistula  - Secondary  to  Ruptured 
Abdominal  Aortic  Aneurysm 

Daniel  J.  Connor,  M.D.,  Omaha 
Dennis  F.  Hayes,  M.D.,  F.A.C.S.,  Omaha 
J.  J.  McCarthy,  M.D.,  Omaha 
P.  Silverstein,  M.D.,  Omaha 
3:45  Aterial  Injury  in  the  Upper  Extremity 
Douglas  Schmitz,  M.D.,  Omaha 
Fred  Simon,  M.D.,  Omaha 

4:00  Splenic  Arterial  Venous  Fistula:  A Sequellae 
of  Blunt  Abdominal  Trauma 

Douglas  M.  Duven,  M.D.,  Omaha 
James  A.  Edney,  M.D.,  Omaha 


4:15  A Simple  Operation  for  Rectal  Prolapse  in 
Children 

John  Garred,  Jr.,  M.D.,  Omaha 
Keith  Aschcraft,  M.D.,  F.A.C.S.,  Kansas  City 
Thomas  Holder,  M.D.,  F.A.C.S.,  Kansas  City 
Raymond  Amoury,  M.D.,  F.A.C.S.,  Kansas  City 
4:30  Business  Meeting 
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FRIDAY,  APRIL  29 

lENERAL  REGISTRATION:  7:00  a.m..  Lobby  Area.  Lincoln  Hilton 
Emergency  Medicine 

cientific  program.  2:00  p.m.  - 5:00  p.m.  — Missouri  Room  (Lower  Level) 
Family  Practice 

cientific  Program.  8:00  a m.  • 1 2:00  noon  - Platte  Room  (Lower  Level) 
NMA  Business  Sessions 

oard  of  Councilors,  11:00  a m.  - 12:00  noon  — Suite  202 
ouse  of  Delegates,  1 :30  p.m.  - 3:00  p.m.  — West  & Center  Ballrooms 
(Lobby  Level) 

ominating  Committee.  4:00  p.m.  - 5:00  p.m.  — Suite  202 
Perinatal  Workshop 

cientific  program,  8:00  a m.  - 5:00  p.m.  — East  Ballroom  & Assembly 
Room  (Lobby  Level) 

uncheon.  Nebraska  Perinatal  Organization,  1 2:00  noon  — Assembly 
Room  (Lobby  Level) 

usiness  Meeting,  Nebraska  Perinatal  Organization,  4:30  p.m.  — 
East  Ballroom  (Lobby  Level) 

ebraska  Perinatal  Organization  Wine  & Cheese  Party,  4:45  p.m. 

— Riverside  Room  (Lower  Level) 

Radiology 

cientific  program,  3:00  p.m.  - 5:00  p.m.  — Platte  Room  (Lower  Level) 
Vascular  Disease 

-nerican  Heart  Association/Nebraska  Affiliate  Luncheon,  12:30  p.m. 

— Riverside  Room  (Lower  Level) 

,;ientific  program,  1 :30  p.m.  • 5:00  p.m.  — Niobrara  Room  (Lower  Level) 

SATURDAY,  APRIL  30 

ENERAL  REGISTRATION:  7:00  a.m.,  Lobby  Area,  Lincoln  Hilton 
Allergy 

jsiness  Meeting,  Nebraska  Allergy  Society.  8:00  a.m.  — Assembly 
Room  (Lobby  Level) 

:ientific  program.  9:00  a m.  - 10:00  a m.  — Assembly  Room  (Lobby 
Level) 

Dermatology 

:ientific  program,  9:00  a m,  - 12:00  noon  — Missouri  Room  (Lower 
Level) 

Internal  Medicine 

:ientific  program,  9:00  a m.  - 12:00  noon  — East  Ballroom 
Lobby  Level) 

incheon,  Nebraska  Society  of  Internal  Medicine,  followed  by  Annual 
Business  Meeting,  12:30  p.m.  — East  Ballroom  (Lobby  Level) 
lentific  program,  1 :30  p.m.  - 4:30  p.m.  — East  Ballroom  (Lobby  Level) 

NMA  Business  Sessions 

jminating  Committee.  10:00  a m.  - 11:00  a.m.  — Suite  202 

Obstetrics  & Gynecology 

incheon.  Nebraska  Section,  American  College  of  Obstetricians  & 
Gynecologists,  12:00  noon  - 2:00  p.m.  — Parlour  A (Lobby  Level) 

Ophthalmology 

ncheon.  National  Society  to  Prevent  Blindness.  Nebraska  Affiliate, 
12:00  noon  — Riverside  Room  (Lower  Level) 
lentific  program,  2:00  p.m.  - 4:00  p.m.  — Platte  Room  (Lower  Level) 
siness  Meeting,  Nebraska  Academy  of  Ophthalmology,  4:00  p.m. 

— Platte  Room  (Lower  Level) 

Otolaryngology 

lentific  program,  1 0:00  a.m.  - 1 2:00  noon  — Platte  Room  (Lower  Level) 
ncheon  & Business  Meeting,  Nebraska  Academy  of  Otolaryngology, 
12:00  noon  — Parlours  B & C (Lobby  Level) 

Pathology 

lentific  program,  1 :00  p.m.  - 4:30  p.m.  — Niobrara  Room  (Lower  Level) 

Pediatrics 

lentific  program,  9:1 5 a.m.  - 5:00  p.m.  — Center  Ballroom  (Lobby  Level) 
ncheon  for  Chapter  Members,  Nebraska  Chapter,  American 
Academy  of  Pediatrics,  1 2:00  noon  — Center  Ballroom  (Lobby  Level) 
isiness  Meeting,  Nebraska  Chapter,  American  Academy  of 
Pediatrics,  3:30  p.m.  — Center  Ballroom  (Lobby  Level) 


Psychiatry 

Scientific  program,  1 :00  p.m.  - 4:00  p.m.  — Missouri  Room  (Lower  Level) 
Business  Meeting,  Nebraska  Psychiatric  Society,  4:00  p.m.  — 
Missouri  Room  (Lower  Level) 

Surgery 

Scientific  program,  1 0:00  a m.  - 5:00  p.m.  — West  Ballroom  (Lobby  Level) 
Luncheon,  Nebraska  Chapter,  American  College  of  Surgeons,  1 2:20 
p.m.  — West  Ballroom  (Lobby  Level) 

Business  Meeting,  Nebraska  Chapter,  American  College  of 
Surgeons,  4:30  p.m.  — West  Ballroom  (Lobby  Level) 

Thoracic  Medicine 

Scientific  program,  9:00  a.m.  - 1:00  p.m.  — Niobrara  Room  (Lower 
Level)  & Assembly  Room  (Lobby  Level) 

Luncheon,  Nebraska  Thoracic  Society,  12:00  noon  — Assembly 
Room  (Lobby  Level) 

Alumni  Meeting 

University  of  Nebraska  College  of  Medicine  Alumni  Meeting  and 
Social  Hour,  4:30  p.m.  — Parlours  A,  B,  & C (Lobby  Level) 

SATURDAY  EVENING 

Fun  Night,  7:00  p.m.  — Grand  Ballroom  (Lobby  Level) 

Cocktails,  6:00  p.m. 

SUNDAY,  MAY  1 

GENERAL  REGISTRATION:  7:00  a m.,  Lobby  Area,  Lincoln  Hilton 

Anesthesiology 

Scientific  program,  1:00  p.m.  - 4.00  p.m.  — Assembly  Room  (Lobby 
Level) 

CPR  Training 

Scientific  program,  1:00  p.m.  - 5:00  p.m.  — Platte  Room  (Lower  Level) 

Medicine  & Religion  Luncheon,  1 1 :30  a.m.  - West  Ballroom  (Lobby  Level) 

NMA  Business  Sessions 

House  of  Delegates,  8:00  a.m.  - 12:00  noon  — East  & Center 
Ballrooms  (Lobby  Level) 

4:00  p.m.  - 5:00  p.m.  — East  & Center  Ballrooms  (Lobby  Level) 
Nominating  Committee.  11:00  a.m.  - 12:00  noon  — Suite  202 

Nuclear  Medicine 

Scientific  program,  2:00  p.m.  - 4:30  p.m.  — Missouri  Room  (Lower  Level) 


SUNDAY  EVENING 

Presidents'  Reception  for  Physicians  and  their  Spouses,  6:00  p.m.  — 
Assembly  Room  (Lobby  Level) 

Inaugural  Banquet  for  Physicians  and  their  Spouses,  7:00  p.m.  — 
Grand  Ballroom  (Lobby  Level) 


MONDAY,  MAY  2 

Past  Presidents'  Breakfast,  Nebraska  Medical  Association,  7:00  a.m, 
— Riverside  Room  (Lower  Level) 

Physician  Advocacy  Committee 

Scientific  program,  9:00  a.m.  - 1 1 :30  a.m,  — Nebraska  Ballroom  (Lower 
Level)  — Program  preceded  by  Continental  Breakfast  — 8:30  a.m. 

Sportsman’s  Day 

Sportman's  Day  Luncheon,  11:30  a.m.  — The  Country  Club  of 
Lincoln,  3200  South  24th  Street 

Golf  Tournament,  1:00  p.m.  — The  Country  Club  of  Lincoln,  3200 
South  24th  Street 

Tennis  Tournament,  1:00  p.m.  — Lincoln  Racquet  Club,  Ltd., 
5300  Old  Cheney  Road 

NMA  Fun  Run,  2:00  p.m.  — Pioneers  Park,  West  Van  Dorn  Street 

Sportsman's  Day  Social  Hour,  5:30  p.m.  — The  Country  Club  of 
Lincoln,  3200  South  24th  Street 

Sportsman’s  Annual  Award  Dinner,  6:30  p.m.  — The  Country  Club 
of  Lincoln,  3200  South  24th  Street 


April  1983  Nebraska  Medical  Journal  115 


PROGRAM 

SATURDAY  MORNING,  APRIL  30 


PROGRAM 


10:00  am.  Otolaryngology 

to  Platte  Room  (Lower  Level) 

1:00  p.m.  Sponsored  by  — 

Nebraska  Academy  of  Otolaryngology 
Program  Chairman  — 

Barbara  B.  Heywood,  M.D,  Papillion 

Head  and  Neck  Surgery 

Moderator  — A,  J.  Yonkers,  M.D.,  Omaha 

10:00  Reconstructive  Surgery  of  the  Larynx 

Donald  G.  Sessions,  M.D.,  St.  Louis,  Missouri 
10:30  Question  & Answer  Session 

This  course  highlights  partial  laryngectomies  and  recon- 
struction of  total  laryngectomies. 

10:45  Break 

Moderator  — Dudley  Syre,  M.D.,  Council  Bluffs, 
Iowa 

11:00  Vascular  Tumors 

Donald  G.  Sessions,  M.D.,  St.  Louis,  Missouri 
11:30  Question  & Answer  Session 

This  course  presents  surgical  diagnosis  and  approaches 
to  vascular  tumors. 

11:45  Break 

1 2:00  Luncheon  & Business  Meeting  — Parlours  B & 
C (Lobby  Level) 

Presiding  — Barbara  B.  Heywood,  M.D., 
President,  Papillion 

‘Appreciation  is  expressed  to  Glaxo  Pharmaceuticals  for 
their  contribution. 


SATURDAY  MORNING,  APRIL  30 

8:30  a m.  Internal  Medicine 

to  East  Ballroom  (Lobby  Level) 

12:00  noon  Sponsored  by  — 

Nebraska  Chapter,  American  College  of 

Physicians 

Program  Chairman  — 

Arthur  L.  Weaver,  M.D.,  Lincoln 

Annual  Meeting,  Nebraska  Chapter, 
American  College  of  Physicians 

Moderator  — 

8:30  Registration 
9:00  Vignettes 
10:00  Break 

10:15  Vignettes  — Pearls  & Nuggets 

11:15  Business  Meeting 

Presiding  — Bowen  E.  Taylor,  M.D.,  F.A.C.P., 
Governor,  Lincoln. 

Annual  Reports  regarding  Nebraska  Chapter  of 
American  College  of  Physicians.  Will  introduce 
new  council  members,  new  fellows,  and  the 
Governor-elect. 

This  course  is  designed  to  stimulate  your  diagnostic 
acumen  and  improve  clinical  approach  to  special  prob- 
lems. 


SATURDAY  AFTERNOON,  APRIL  30 
12:30  p.m  Internal  Medicine 

to  East  Ballroom  (Lobby  Level) 

4:30  p.m.  Sponsored  by  — 

Nebraska  Society  of  Internal  Medicine 
Program  Chairman  & Moderator  — 

Monte  M.  Scott,  M.D.,  Lincoln 

Marketing  and  Competition  in  Medicine 

12:30  Luncheon  — Will  be  followed  by  Annual 
Business  Meeting 

1:30  Marketing  and  Competition  in  Medicine 

Roger  Blackwell,  Ph.D.,  Columbus,  Ohio 
2:30  Physicians’  Environment 

William  R.  Smith,  M.D.,  Trustee,  American 
Society  of  Internal  Medicine,  Enid,  Oklahoma 
3:00  Break 

3:15  Consumer  Attitudes  Toward  Health  Care 
Roger  Blackwell,  Ph.D.,  Columbus,  Ohio 
4:00  Question  & Answer  Period 

This  program  will  address  current  topics  related  to  the 
socio-economic  aspects  of  medicine  including  marketing 
and  management,  increasing  competition  in  medicine, 
consumer  behavior,  and  consumer  attitudes  towards 
health  care. 

‘Appreciation  is  expressed  to  the  Upjohn  Company  for 
their  contribution. 
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SATURDAY  AFTERNOON,  APRIL  30 

12:00  noon  Ophthalmology 

to  Luncheon  — Riverside  Room  (Lower  Level) 
5:00  p.m.  Meeting  — Platte  Room  (Lower  Level) 
Sponsored  by  — 

Nebraska  Academy  of  Ophthalmology 
Program  Chairman  & Moderator  — 
Frederick  A.  Mausolf,  M.D.,  Lincoln 

12:00  Luncheon  — Riverside  Room  (Lower  Level) 
Sponsored  by  the  National  Society  to  Prevent 
Blindness,  Nebraska  Affiliate 
2:00  General  Session  — Platte  Room  (Lower  Level) 
External  Disease  of  the  Eye 
Louis  A.  Wilson,  M.D.,  Atlanta,  Georgia 
Questions  and  Answers  at  end  of  each  hour  — 
10  minutes  each 
4:00  Business  Meeting 

Presiding  — John  D.  Griffiths,  M.D.,  President, 
Omaha 

The  course  is  designed  to  provide  the  latest  information 
on  the  diagnosis  and  treatment  of  external  ocular  disease. 
Emphasis  will  be  made  on  practical  application  of  recent 
advances. 


SATURDAY,  APRIL  30 
12:00  noon  Obstetrics  & Gynecology 

to  Parlour  A (Lobby  Level) 

2:00  p.m.  Sponsored  by  — 

Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 

12:00  Luncheon  & Annual  Business  Meeting 

Presiding  — L.  Palmer  Johnson,  M.D.,  Section 
Chairman,  Lincoln 


PROGRAM 

SATURDAY  AFTERNOON,  APRIL  30 

1:00  p.m  Pathology 

to  Niobrara  Room  (Lower  Level) 

4:30  p.m.  Sponsored  by  — 

Nebraska  Association  of  Pathologists 
Program  Chairman  & Moderator  — 

David  A.  Katz,  M D.,  Omaha 

Utilizing  the  Laboratory  in  Diagnosis 
and  Treatment 

1:00  Use  of  Immunofluorescence  and  Electron 
Microscopy  in  Evaluating  Skin  Disorders 
David  A.  Katz,  M.D.,  Omaha 
2:00  Break 

2:15  Breast  Cancer  — A New  Look 
C.  A.  McWhorter,  M.D.,  Omaha 
3:15  Break 

3:30  Use  and  Abuse  of  Sensitivity  Tests  in  Guiding 
Antibiotic  Therapy 

Robert  L.  Kruger,  M.D.,  Omaha 

This  course  is  designed  to  acquaint  physicians  with 
various  laboratory  services  available  in  diagnosing  and 
treating  patients. 


SATURDAY  AFTERNOON,  APRIL  30 

1:00  p.m.  Psychiatry 

to  Missouri  Room  (Lower  Level) 

5:00  p.m.  Sponsored  by  — 

Nebraska  Psychiatric  Society 
Program  Chairman  — 

William  H.  Reid,  M.D.,  Omaha 

Alcohol  Abuse  and  the  Physician 

Moderator  — Frank  J.  Menolascino,  M.D., 
Omaha 

1:00  The  Evaluation  and  Treatment  of  Alcohol 
Abuse 

Robert  D.  Jones,  M.D.,  Omaha 
2:00  Community  and  Paraprofessional  Resources 
for  the  Physician 
Mary  Kay  Schroeder,  Omaha 
3:00  Alcohol  Abuse  and  the  Impaired  Physician 
Frank  J.  Menolascino,  M.D.,  Omaha 
James  E.  Kelsey,  M.D.,  Omaha 
4:00  Business  Meeting 

This  program  will  provide  information  and  educational 
material  to  assist  the  practicing,  nonpsychiafric  physician 
in  the  treatment  of  patients  with  alcohol  abuse.  Topics  to 
be  addressed  include  medical  treatment,  referral,  the  use 
of  nonmedical  paraprofessionals  resources,  and  the  im- 
paired physician  and  alcohol  abuse. 
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PROGRAM 

SATURDAY,  APRIL  30,  1983 


PROGRAM 
SUNDAY,  MAY  1 


4:30  p.m.  University  of  Nebraska  College  of  Medicine 
Alumni  Meeting  & Social  Hour 

Parlours  A,  B,  & C (Lobby  Level) 


6:00  p.m.  1983  Annual  Session  Fun  Night  — Hilton 
Ballroom  (Lobby  Level) 

The  Lighter  Side  of  Medicine 

Presented  by  — 

Jerry  Reed,  M.D.  and  other  musical  acts  by 
outstanding  medical  showbiz  personalities 

6:00  Cocktails  — Assembly  Room  (Lobby  Level) 
7:00  Dinner  — Grand  Ballroom  (Lobby  Level) 


1983 

Annual 

Session 

FUN  NITE! 


COME  JOIN  THE  FUN 


11:30  a.m.  Medicine  & Religion  Luncheon  — For 
Physicians  and  their  Spouses 
West  Ballroom  (Lobby  Level) 

Presiding  — Allan  C.  Landers,  M.D., 
Scottsbiuff 

Medical  Mission  to  Haiti 

Kenneth  W.  Ellis,  M.D.,  Kearney 

6:00  p.m.  Presidents’  Reception  — For  Physicians 
and  their  Spouses 
Assembly  Room  (Lobby  Level) 

Honoring  the  President  of  the  Nebraska 
Medical  Association  and  the  President  of 
the  Nebraska  Medical  Association  Auxiliary 

7:00  p.m.  Inaugural  Banquet  — For  Physicians  and 
their  Spouses 

Grand  Ballroom  (Lobby  Level) 

Presiding  — Howard  A.  Dinsdale,  M.D. 
President,  Lancaster  County  Medical  Society 
Installation  of  Dwaine  J.  Peetz,  M.D. 
Physicians  to  Presidents 
Daniel  Ruge,  M.D.,  Washington,  D.C. 


Daniel  Ruge,  M.D. 
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SUNDAY  AFTERNOON,  MAY  1 


PROGRAM 

SUNDAY  AFTERNOON,  MAY  1 


100pm  Anesthesiology 

to  Assembly  Room  (Lobby  Level) 

4:00  p.m  Sponsored  by  — 

Nebraska  Society  of  Anesthesiologists 
Program  Chairman  — 

Barbara  J Hurlbert.  M D . Omaha 
1:00  Panel  Discussion:  Pre-Op  Evaluation  of  the 
Patient  by  a Non-Anesthesiologist 
Moderator  — Terrence  Newman,  M D , Hastings 
1:45  Panel  Discussion:  Malignant  Hyperthermia, 
An  Update 

Moderator  — Daniel  Wmgard,  M D . Omaha 
James  W,  Chapin.  M.D  . Omaha 
Edward  E Gatz,  M.D  . Omaha 
Gerald  J.  Spethman.  M D..  Lincoln 
3:00  Anesthesia  and  the  Patient  with  Complete 
Congenital  Heart  Block 
John  P.  O'Gara.  M D..  Omaha 
3:30  Business  Meeting 
Presiding  — 

John  J.  McCarthy,  M.D.,  Omaha 


SUNDAY  AFTERNOON,  MAY  1 

1:00  p.m.  CPR  Training 

to  Platte  Room  (Lower  Level) 

5:00  p.m.  Sponsored  by  — 

Nebraska  Affiliate  — American  Heart 

Association 

Program  Chairman  — 

Dennis  M.  Connolly.  M.D.,  Lincoln 

Basic  Life  Support  Training  & 
Recertification 

The  objective  of  this  session  is  to  train  the  participant  in 
the  skills  of  Basic  Cardiac  Life  Support  Preregistration  is 
required  for  this  session. 


2:00  pm  Nuclear  Medicine 

to  Missouri  Room  (Lower  Level) 

4:30  p.m.  Sponsored  by  — 

Nebraska  Association  of  Nuclear 

Physicians 

Program  Chairman  — 

Jack  Zastera,  M.D.,  Omaha 

Update:  Nuclear  Cardiology 
Moderator  — Jack  Zastera.  M.D.,  Omaha 

2:00  Pyrophosphate  Myocardial  Imaging 
Linda  Head.  M D.,  Omaha 

2:20  Resting  Ventricular  (Gated)  Function  Studies 
Paul  Boschult,  M D . Omaha 
2:40  Thallium^OI  imaging  in  Ischemic  Heart 
Disease  Evaluation 
Allen  Dvorak.  M D , Omaha 

3:00  Exercise  Ventricular  (Gated)  Function  Studies 
in  Ischemic  Heart  Disease  Evaluation 
Carl  J Pergam,  M.D.,  Omaha 
3:20  How  I Use  Nuclear  Cardiology 

Joseph  A.  Jarzobski,  M.D.,  Cardiologist,  Omaha 
3:40  How  I Use  Nuclear  Cardiology 

Randolph  Ferlic,  M.D.,  Cardiac  Surgeon,  Omaha 

4:05  Evaluation  of  fschemic  Heart  Disease 
Panel  Discussion 

Moderator  — Gerald  Siedband,  M.D.,  Lincoln 

The  course  will  provide  a review  of  current  aspects  of  the 
use  of  nuclear  medicine  in  evaluating  cardiac  disease. 
Specific  attention  will  be  focused  on  the  evaluation  and 
management  of  ischemic  heart  disease  as  it  relates  to 
nuclear  cardiology. 
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MONDAY  MORNING,  MAY  2,  1983 


GUEST  FACULTY 


7:00  a.m.  General  Registration:  Lobby  Area,  Lincoln 
Hilton 

7:00  a m Past  Presidents’  Breakfast,  Nebraska 
Medical  Association 

Riverside  Room  (Lower  Level) 


8:30  a m.  Physician  Advocacy  Committee 
to  Nebraska  Ballroom  (Lower  Level) 

11:30  a.m.  Sponsored  by  — 

Nebraska  Medical  Association  Physician 
Advocacy  Committee  & The  Nebraska 
Medical  Association  Auxiliary 
Program  Chairman  & Moderator  — 

James  E.  Kelsey,  M.D.,  Omaha 

9:00  Recapturing  the  Joys  of  Medicine  (Reduce 
Physician  Stress) 

John-Henry  Pfifferling,  Ph.D.,  Durham,  North 
Carolina 

(Joint  Meeting  with  NMA  Auxiliary) 

Continental  Breakfast  at  8:30  a.m.  for  attendants. 

The  objective  of  this  course  is  to  reduce  physician  stress. 
This  workshop  is  included  as  a portion  of  the  CME  credits. 


Nebraska  Allergy  Society  & The  Nebraska  Chapter, 
American  Academy  of  Pediatrics  & The  Nebraska 
Pediatric  Society 

Gary  S.  Rachelefsky,  M.D. 

Clinical  Associate  Professor 
UCLA  School  of  Medicine 
Co-Director  Pediatric  Allergy  Clinic 
Los  Angeles,  California 

American  Heart  Association/Nebraska  Affiliate 

Berton  M.  Groves,  M.D. 

Associate  Professor  of  Medicine 
University  of  Colorado  Medical  Center 
Denver,  Colorado 

Nebraska  Society  of  Internal  Medicine 

Roger  Blackwell,  Ph.D. 

Professor  of  Marketing 
Ohio  State  University 
Consulting  Associate  & Director 
Management  Horizons,  Incorporated 
Columbus,  Ohio 

William  R.  Smith,  M.D. 

Trustee 

American  Society  of  Internal  Medicine 
Enid,  Oklahoma 

Nebraska  Medical  Association  Physican 
Advocacy  Committee 

John-Henry  Pfifferling,  Ph.D. 

Co-Director 

Center  for  the  Well-Being  of  Health  Professionals 
Durham,  North  Carolina 
Nebraska  Academy  of  Ophthalmology 
Louis  A.  Wilson,  M.D. 

Professor  of  Ophthalmology 
Emory  University  School  of  Medicine 
Atlanta,  Georgia 

Nebraska  Academy  of  Otolaryngology 

Donald  G.  Sessions,  M.D. 

Professor  of  Otolaryngology 

Director  of  Resident  Training,  Dept,  of  Otolaryngology 
Washington  University  Medical  School 
St.  Louis,  Missouri 

Nebraska  Perinatal  Organization 

Mecca  Cranley,  R.N.,  Ph  D. 

Associate  Professor  of  Nursing 
University  of  Wisconsin  at  Madison 
School  of  Nursing 
Madison,  Wisconsin 
Eric  Knox,  M.D. 

Perinatologist 
Minneapolis,  Minnesota 
M.  B.  Resnick,  Ed.D, 

Assistant  Professor  of  Pediatrics 

Director,  Childrens  Developmental  Services 

University  of  Florida 

Gainesville,  Florida 

Henry  Sauls,  M.D. 

Vice-President  of  Medical  Affairs 
Ross  Laboratories 
Columbus,  Ohio 


Nebraska  Thoracic  Society 

Richard  C.  Woellner.  M.D. 

St.  Louis  Park  Minnesota 
Clinical  Professor  of  Medicine 
University  of  Minnesota  School  of  Medicine 
Minneapolis,  Minnesota 
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58th  Annual  Meeting 
of  the 

Nebraska  Medical  Association 
Auxiliary 

A CORDIAL  INVITATION  IS  EXTENDED  TO  EACH 
AUXILIARY  MEMBER  IN  NEBRASKA.  WE  URGE  YOU  TO 
REGISTER  AND  ATTEND  ALL  OF  OUR  ACTIVITIES. 
WELCOME  TO  LINCOLN' 

Registration:  Lincoln  Hilton  Lobby 

Friday,  April  29,  1983  — 8:30  a.m.  to  2:00  p.m.  and 
4:00  p.m.  to  5:30  p.m. 

Saturday,  April  30,  1983  — 8:30  a.m.  to  9:30  a.m. 

Convention  Committee  Chairmen  — 1983 
General  Chairman: 

Mrs.  Howard  Dinsdale  (Barbara) 

General  Co-Chairman: 

Mrs.  Richard  OIney  (Marge) 

Registration: 

Mrs.  William  Nye  (Mary) 

Reservations: 

Mrs.  Chet  Paul  (Linda) 

Progressive  Dinner: 

Mrs.  O.  R Hayes  (Helen) 

Mrs.  Joseph  Stitcher  (Zamova) 

Brunch: 

Mrs.  Robert  Collins  (Helen) 

Publicity: 

Mrs.  Craig  Urbauer  (Joyce) 

Courtesy: 

Mrs.  Sushil  Lacy  (Jane) 

Correspondence: 

Mrs.  Frank  Stone  (Donna) 

Transportation: 

Mrs.  James  Peck  (Jean) 


MRS.  TORRENCE  P.  B. 
PAYNE 
President 
American  Medical 
Association  Auxiliary, 
Inc. 

Newburgh,  New  York 
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8:30 

10:00 

12:00 

1:30 

6:30 


8:30 

10:00 


5:00 

6:00 

7:00 


Auxiliary 

PROGRAM 

FRIDAY,  APRIL  29,  1983 


a.m.  Registration  — Lincoln  Hilton  Lobby 
8:30  a.m.  to  2:00  p.m.  and 
4:00  p.m.  to  6:00  p.m. 
a m.  Pre-Convention  Board  Meeting 
Old  West  Parlours  (Lobby  Level) 

All  Members  Welcome 

Mrs.  Bryce  Shopp,  NMA  Auxiliary  President, 

Presiding 

noon  No-Host  Luncheon 

The  Underground,  227  North  9th  Street 
p.m.  Seminar  — Old  West  Parlours  (Lobby  Level) 
What  a Physician’s  Spouse  Needs  to 
Know  About  Plastic  Surgery 
Philip  S.  Metz,  M.D.,  F A.C.S.,  Lincoln 
p.m.  Progressive  Dinner 

Appetizers  — Home  of  Mrs.  Kenneth 
McGinnis,  1325  Fall  Creek  Road 
Entree  and  Dessert  — Home  of  Mrs.  Alan 
Forker,  5505  Ellendale  Road 
Entertainment  — The  Keytones 
Bruce  Miller,  M.D.,  Chris  Caudill,  M.D., 
Richard  Toren,  M.D.,  and  Mr.  Frank 
Littlefield 

Please  sign  at  Registration  Desk  if  transpor- 
tation is  needed.  Meet  in  the  Hilton  Lobby  at 
6:00  p.m.  for  transportation.  Maps  are  avail- 
able at  the  Registration  Desk. 


PROGRAM 

SUNDAY,  MAY  1,  1983 


1 1 :30  a.m. 
1 :00  p.m. 

4:00  p.m. 


6:00  p.m. 


7:00  p.m. 


Medicine  & Religion  Luncheon  — West 
Ballroom  (Lobby  Level) 

Post-Convention  Board  Meeting 
Parlours  A,  B and  C (Lobby  Level) 

All  Members  Welcome 

Mrs.  Glen  Lau,  Presiding 

House  of  Delegates,  Nebraska  Medical 

Association  — East  and  Center  Ballrooms 

(Lobby  Level) 

Presentation  of  AMA  Education  and 
Research  Foundation  Checks 
Presentation  of  Nebraska  Medical 
Foundation  Student  Research 
Scholarship  Program  Checks 
Presidents’  Reception  — Assembly  Room 
(Lobby  Level) 

Honoring  the  President  of  the  Nebraska 
Medical  Association  and  the  President  of 
the  Nebraska  Medical  Association  Auxiliary 
Inaugural  Banquet  — Grand  Ballroom 
(Lobby  Level) 

Installation  of  Dwaine  J.  Peetz,  M.D. 

Physicians  to  Presidents 

Daniel  Ruge,  M.D.,  Washington,  D.C. 


MONDAY,  MAY  2,  1983 


SATURDAY,  APRIL  30,  1983 

a.m.  Registration  — Lincoln  Hilton  Lobby 
8:30  a.m.  to  9:30  a.m. 

a m.  Brunch  & Annual  Meeting  — The  Country 
Club  of  Lincoln,  3200  South  24th  Street 
Special  Guest 

Mrs.  Torrence  P.  B.  Payne,  President,  AMAA, 

Newburgh,  New  York 

Presentation  of  Awards 

Installation  of  Officers 

Entertainment  — Skit  by  the  Hiilcrest 

Stagettes,  “The  Golf  Psyche" 

Please  sign  at  Registration  Desk  of  transpor- 
tation is  needed.  Meet  in  the  Hilton  Lobby  at 
9:45  a.m.  for  transportation.  Maps  are  avail- 
able at  the  Registration  Desk. 

p.m.  Gavel  Club  Cocktail  Party  — Members  Only 
p.m  Fun  Night  for  Physicians  and  Spouses 
Reception  — Assembly  Room  (Lobby  Level) 
p.m.  Dinner  & Entertainment  — Grand  Ballroom 
(Lobby  Level) 


8:30  a m.  Physician  Advocacy  Committee 

Nebraska  Ballroom  (Lower  Level) 
Continental  Breakfast  at  8:30  a.m.  for  attendants. 

9:00  Recapturing  the  Joys  of  Medicine  (Reduce 
Physician  Stress) 

John-Henry  Pfifferling,  Ph  D.,  Durham,  North 
Carolina 

(Joint  Meeting  with  Nebraska  Medical 
Association) 

Sponsored  by  — 

Nebraska  Medical  Association  Physician 
Advocacy  Committee  & The  Nebraska 
Medical  Association  Auxiliary 

Program  Chairman  & Moderator  — 

James  E.  Kelsey,  M.D.,  Omaha 
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Past  Presidents 
Nebraska  Medical  Association 


Gilbert  C.  Monell,  M.D.,  Omaha 1868-69 

James  H.  Peabody,  M.D.,  Omaha 1869-70 

N.  B.  Larsh,  M.D.,  Nebraska  City 1870-71 

R.  R.  Livingston,  M.D.,  Plattsmouth 1871-72 

A.  Bowen,  M.D.,  Nebraska  City 1872-73 

H.  P.  Mathewson,  M.D.,  Omaha 1873-74 

John  Black,  M.D.,  Plattsmouth 1874-75 

L.  H Robbins,  M.D.,  Lincoln 1875-76 

J.  P.  Peck,  M.D.,  Omaha 1876-77 

L.  J.  Abbott,  M.D.,  Fremont 1877-78 

E.  M.  Whitten,  M.D.,  Nebraska  City 1878-79 

Harvey  Link.  M D.,  Millard 1879-80 

S.  D.  Mercer,  M.D.,  Omaha 1880-81 

M.  W.  Stone,  M D.,  South  Omaha 1881-82 

A.  H.  Sowers,  M D.,  Lincoln 1882-83 

Victor  H.  Coffman,  M D.,  Omaha 1883-84 

F.  G.  Fuller,  M.D.,  Grand  Island 1884-85 

W.  W.  Knapp,  M.D.,  Lincoln 1885-86 

Richard  C.  Moore,  M.D.,  Omaha 1886-87 

George  H.  Peebles,  M.D.,  Lincoln 1887-88 

Milton  Lane,  M.D.,  Kearney 1888-89 

J.  C.  Denise,  M.D.,  Omaha 1889-90 

D.  A.  Walden,  M.D.,  Beatrice 1890-91 

Charles  Inches,  M.D.,  Scribner 1891-92 

M.  L.  Hildreth,  M.D.,  Lyons 1892-93 

A.  S.  von  Mansfelde,  M.D.,  Ashland 1893-94 

H.  B.  Lowry,  M.D.,  Lincoln 1894-95 

J.  E.  Summers,  M.D.,  Omaha 1895-96 

F.  D.  Haldeman,  M.D.,  Ord 1896-97 

Wilson  O.  Bridges,  M.D.,  Omaha 1897-98 

A.  R.  Mitchell,  M.D.,  Lincoln 1898-99 

Robert  McConaughy,  M.D.,  York 1899-00 

H.  M.  McClanahan,  M.D.,  Omaha 1900-01 

Wm.  B.  Eby,  M.D.,  Ainsworth 1901-02 

A.  B.  Anderson,  M.D.,  Pawnee  City 1902-03 

B.  F.  Crummer,  M.D.,  Omaha 1903-04 

R.  C.  McDonald,  M.D.,  Fremont 1904-05 

A.  F,  Jonas,  M.D.,  Omaha 1905-06 

F.  A.  Long,  M.D.,  Madison 1906-07 

Harold  Gifford,  M.D.,  Omaha 1907-08 

L.  M.  Shaw,  M.D.,  Osceola 1908-09 

P.  H.  Salter,  M.D.,  Norfolk 1909-10 

J.  P.  Lord,  M.D.,  Omaha 1910-11 

A.  D.  Nesbit,  M.D.,  Tekamah 1911-12 

I.  N.  Pickett,  M.D.,  Odell 1912-13 

D.  C.  Bryant.  M.D.,  Omaha 1913-14 

J.  P.  Gilligan,  M.D.,  O'Neill 1914-15 

E.  W.  Rowe,  M.D.,  Lincoln 1915-16 

W.  F.  Milroy,  M.D.,  Omaha 1916-17 

(to  12-31-17) 

C.  L.  Mullins,  M.D.,  Broken  Bow 1918 

J.  M.  Bannister,  M.D.,  Omaha 1919 

H.  W.  Orr,  M.D.,  Lincoln 1920 

M.  S.  Moore,  M.D.,  Gothenburg 1921 

B.  B,  Davis,  M.D.,  Omaha 1922 

B.  F.  Bailey,  M.D.,  Lincoln 1923 

Morris  Nielsen,  M.D.,  Blair 1924 

Palmer  Findley,  M.D.,  Omaha 1925 


(Past  Presidents  Continued) 


H.  J.  Lehnhoff,  M.D.,  Lincoln 1926 

H.  E.  Potter,  M.D.,  Fairbury 1927 

B,  R.  McGrath,  M.D.,  Grand  Island 1928-29 

(to  5-14-29) 

F.  S.  Owen,  M.D.,  Omaha 1929-30 

K.  S.  J.  Hohlen,  M.D.,  Lincoln 1930-31 

Lucien  Stark,  M.D.,  Norfolk 1931-32 

A.  E.  Cook.  M.D.,  Randolph 1932-33 

Adolph  Sachs.  M.D.,  Omaha 1933-34 

Joseph  Bixby,  M.D.,  Geneva 1934-35 

Claude  A.  Selby,  M.D.,  North  Platte 1935-36 

George  W.  Covey,  M.D.,  Lincoln 1936-37 

R,  W.  Fouts,  M.D.,  Omaha 1937-38 

Homer  Davis,  M.D.,  Genoa 1938-39 

A.  L.  Miller,  M.D.,  Kimball 1939-40 

Clayton  F.  Andrews,  M.D.,  Lincoln 1940-41 

W.  P.  Wherry,  M.D.,  Omaha 1941-42 

Dexter  D.  King,  M.D.,  York 1942-43 

A.  L.  Cooper,  M.D.,  Scottsbiuff 1943-44 

Floyd  L.  Rogers,  M.D.,  Lincoln 1944-45 

Charles  McMartin,  M D.,  Omaha 1945-46 

Earle  G.  Johnson,  M.D.,  Grand  Island 1946-47 

G.  E.  Charlton,  M.D.,  Norfolk 1947-48 

J.  E.  M.  Thomson,  M.D.,  Lincoln 1948-49 

J.  D.  McCarthy,  M.D.,  Omaha 1949-50 

C H.  Sheets,  M.D.,  Cozad 1950-51 

D.  B.  Steenburg,  M.D.,  Aurora 1951-52 

Harold  S.  Morgan,  M.D.,  Lincoln 1952-53 

James  F.  Kelly,  M.D.,  Omaha 1953-54 

Earl  F.  Leininger,  M.D.,  McCook 1954-55 

Wm.  E.  Wright,  M.D.,  Creighton 1955-56 

J.  M.  Woodward,  M.D.,  Lincoln 1956-57 

R.  Russell  Best,  M.D.,  Omaha 1957-58 

Fay  Smith,  M.D.,  Imperial 1958-59 

E.  E.  Koebbe,  M.D.,  Columbus 1959-60 

Fritz  Teal,  M.D.,  Lincoln 1960-61 

A.  J.  Offerman,  M.D.,  Omaha 1961-62 

O.  A.  Kostal,  M.D.,  Hastings 1962-63 

R.  F.  Sievers,  M.D.,  Blair 1963-64 

R.  E.  Garlinghouse,  M.D.,  Lincoln 1964-65 

Willis  D.  Wright,  M.D.,  Omaha 1965-66 

Dan  A.  Nye,  M.D.,  Kearney 1966-67 

Robert  J.  Morgan,  M.D.,  Alliance 1967-68 

Frank  H.  Tanner,  M.D.,  Lincoln 1968-69 

J.  Whitney  Kelley,  M.D.,  Omaha 1969-70 

Clarence  R.  Brott,  M.D.,  Beatrice 1970-71 

Roger  D.  Mason,  M.D.,  McCook 1971-72 

Frank  P.  Stone,  M.D.,  Lincoln 1972-73 

John  D.  Coe,  M.D.,  Omaha 1973-74 

James  H.  Dunlap,  M.D.,  Norfolk 1974-75 

Warren  G.  Bosley,  M.D.,  Grand  Island 1975-76 

Harlan  L.  Papenfuss,  M.D.,  Lincoln 1976-77 

Arnold  W.  Lempka,  M.D.,  Omaha 1977-78 

Houtz  G.  Steenburg,  M.D.,  Torrington,  Wyo 1978-79 

Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings 1979-80 

Russell  L.  Gorthey,  M.D.,  Lincoln 1980-81 


Carlyle  E.  Wilson,  Jr.,  M.D.,  Borrego  Springs,  CA. . . 1 981-82 
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Beigan  Mercy 
has  the  R 
for  the  **M.D/s- 
admitting- 
process-blues/’ 

Bergan  Mercy  Hospital’s  MAC  Nurse  Program 
(Management  Admission  Coordinators)  was 
the  first  in  the  state  to  offer  one  call 
scheduling  for  physicians.  With  just  one  call, 
physicians  can  schedule  surgery,  reserve  a 
room  and  leave  inpatient  orders  or  arrange  for 
pre-admission  testing. 


In  all  areas  — outpatient  services,  inpatient  admission  orders  and  pre-admission 
testing  — one  call  does  it  all. 


Physicians  using  this  service  have  found  it  to  be  a convenient  and  efficient  means  of 
scheduling  their  patients. 


For  more  information,  please  call 
the  MAC  Nurses 
(402)  398-6006 


CZ  Ber3an 
M W Mercy 

7500  Mercy  Road 
Omaha,  NE  68124 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division.  Inc. 

Don  W.  McClure.  Exec.  Vice  President 
8502  West  Centei  Hd..  Omaha  68124 
American  Diabetes  Association  — Nebraska  AITiliale,  Inc. 

Ron  Van  Ryswvk.  Executive  Diiector 

7;i77  Pacific  St..  Oak  Park  Plaza,  Ste.  216.  Omaha  68114 
American  Heart  Association,  Nebraska  .Affiliate 
Mr.  James  R.  Johnson.  Executive  Direct(ir 
5624  F'arnam  Si  . Omaha  OHl.'U 
American  Lung  Association  of  Nebraska 
Mr.  Edwaid  Carter.  Executive  Director 
8901  Indian  Hills  Dr..  Ste.  107.  Omaha  68114 
American  Red  Cross 
P.O  Box  8.2267 
1701  ■‘E"  St..  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  F'llen  Wright.  Exec.  Director 
120  N.  69th  -St..  Rm.  202.  Omaha  681'12 
Blue  Cross  and  Blue  Shield  of  Nebraska 
W in.  H.  Heavey,  President 
P.O.  Box  .'!248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Dr.  Richard  O’Brien.  Dean 
California  at  24th  Street.  Omaha  68178 
(\vstic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw.  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Ste.  12.  Hillcresi  Bldfj.,  76th  & Main.  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  201  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  V'isually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street.  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson.  Executive  Director 
12177  Pacific  Street.  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
6lh  Floor,  Slate  Capitol  Bldg.,  Lincoln  68509 
Kenneth  P.  Wall.  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212.  215  Centennial  Mall.  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street.  Lincoln  68508 
Missouri  V'alley  Dermatologic  Society 
Richard  Q.  Crolty,  .M.D..  Secretary 
624  The  Doctors  Bldg.,  Omaha  68121 
Muscular  Dystrophy  Association 

1912  No.  90lh  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman.  Executive  Direcloi' 

8707  West  Center  Road.  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 
2624  Leavenworth.  Omaha  68105 
National  Society  to  Prevent  Blindness.  Nebraska  AfTiliate 
4600  Valley  Road.  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatrv’ 

George  J.  Lytton,  M.D..  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D..  Dept,  of  Neurology 
601  North  20th  .Street.  Omaha  68121 
Nebraska  Academy  of  Ophthalmology 
Howard  A.  Dinsdale.  M.D..  President 
600  North  Cotnei,  LinccJn  68505 
Nebraska  Academy  of  Otolaryngology 
Barbara  Heywood.  M.D..  F^resident 
401  E.  Gold  Coast  Rd..  Papillion  68128 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke,  President 

{'raft  Stale  Office  Bldg..  200  S.  Silber.  North  IMatte  69101 

Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Jack  R.  Zastera.  M.D..  President 
8617  Dfjugla.s  St..  Omaha  68114 

Nebraska  Association  of  Pathologists 

Andrew  G,  Rasmussen.  M.D..  Secretary-Treasurer,  N.A.P. 

8202  Dodge  Street.  Omaha  68114 

Nebraska  ('hapter  — American  Academy  of  Family  Physicians 
K.  Kon  Arrasinilh.  M.D..  Secretar>-Treasurer 
Mrs.  Phyllis  G.  Hansen.  Executive  Secretary 
10840  ()ld  Mill  Rd..  Ste.  5.  Omaha  68154 
Nebraska  C’hapter  — American  Academy  of  Physician  Assistants 
Bonnie  Shearer.  PA-(',  President 
706  Sherman  Dr..  Bellevue  68005 
Nebraska  (’hapter  — American  (’ollege  of  Pediatrics 
Dale  Ebers.  M.D..  Chairman 
47(M  Normal  BKd..  I.,mcoln  68506 
Nebraska  Chapter  — .American  (’ollege  of  Physicians 
Bowen  E Tavlor.  MI).  F A.C  P . Governor 
Box  81009.  Lincoln  68501 


Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  .Smith.  M.D..  Ibesidenl 

8200  Dodge  St..  #124,  Omaha  68114 

Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita.  M.D..  Medical  Advisor 
105  St)uth  49th  St..  Omaha  68122 
Nebraska  Dental  Association 

D.  W.  Edwards.  D.D.S..  .Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Henneman.  President 
2608  Worthington,  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown.  President 
2100  ■'O  ' St.,  Suite  7,  Lincoln  68510 
Nebraska  Hospital  Association 
.Stuart  Mount.  President 
Box  94822.  1225  "L"  St..  Lincoln  68509 
Nebraska  League  for  Nursing 
Ellen  McGovern,  President 

Methodist  Hospital.  8200  Dodge  St..  Omiha  68114 
NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8201  Dodge  St..  Omaha  68114 
(402)  290-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff.  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  ('ording.  Executive  Director 
.Suite  26.  10720  F^acific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N,  Keltle.son,  M.D.,  Secretary 

Embassy  F^laza.  #290.  90th  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N..  Secretary-Treasurer 
No.  222.  2446  Nye  Ave..  I^remont  68025 

Nebraska  Pharmacists  Association 

Robert  P.  Marshall.  Phann.D..  R.P..  Executive  Director 

600  S.  T2th.  Lincoln  68508 

Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
T.  Bulent  Tunakan,  M.D..  President 
8504  Cass  Street,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T Eaton.  Jr..  M.D..  Director 
602  South  45th  St..  Omaha  68106 
Nebraska  Public  Health  Association 
John  Miner.  R .S..  President.  N.P.H.A. 

P.O.  Box  94812,  Lincoln  68509 
Nebraska  Radiological  Society 

F-(oger  K.  Harned.  M.D..  F*iesident 
Dept,  of  Radiology,  CN.MC.  Omaha  68105 
Nebraska  Rheumatism  Association 
.Arthur  L.  Weaver.  M.D..  President 
2121  .South  56ih  .St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
Jerry  D.  Edelman,  M.D. 

I'NMC.  42nd  & Dewey  -Ave..  Omaha  68105 
Nebraska  Society  of  Internal  .Medicine 
Monte  M.  Scott.  M.D..  FTesideni 
120  W’edgewood  Dr..  Ste.  .A.  Lincoln  68510 
The  Nebraska  Society  for  Respiratoiy  Therapy 
Ken  Draper.  RRT.  I^resident 

Southeast  ('ornmunity  College.  8800  ‘*0”  Street.  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  I).  Smith.  M.D  . Director  of  Health 
IVO.  Box  95007.  201  Centennial  Mall  South.  Lincoln  68509 
Nebraska  Slate  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D..  Secretary-Treasurer 
720  North  87th  .St..  Omaha  68114 
Nebraska  Stale  Society  of  American  .Association  of 
Medical  Assistants 
Chr  is  Graff.  LPN 
5608  S.  28th  St,.  Lincoln  68516 
Nebraska  Urological  .Association 

('hai  les  F.  Damito.  M D . Pr  esident 

601  W,  6ih.  Hastings  68901 
Nebraska  N'eterinary  Medical  .Association 

Bob  Gaiev.  Exeiutive  Director 
209  West  9th  St  . Hastings  68901 
Omaha  Mid-West  ('linical  Society 

Ms.  Lonaine  E.  Seibel.  Executive  Seuelarv 
7262  Paufit  St.  #210-A.  Omaha  68111 
United  (’eiebral  Palsy  of  Nebraska 

Mis.  Caiole  Boles.  Exeiutive  Diieitor 
46)10  Valiev  Road.  Suite  I).  Liiuoln  68510 
Universitv  of  Nebraska  Medical  ('enter 

James  \ Giiesen.  Ph  D.  Inlenm  ('haiuelloi 
42iul  Dewev  Ave..  Omaha  68105 
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Take  its  Measure 


I 


measures  up 
at  a reasonable  cost ! 


Far-Reaching  Effectiveness 
for  Arthritis  Patients 

Rufen®  offers  your  patient  effective  relief,  both  as 
■ first  therapy  or  after  other  potent  medications 
fail.  In  comparable  trials  with  indomethacin*'^ 
suhndac,^"*  and  other  antiarthritic  agents,®^  find- 
ings consistently  demonstrate  high  improvement 
with  ibuprofen  ( Rufen ) by  such  objective  and 
subjective  measures  as  reduction  of  swelling, 
improved  grip  strength,'  reduced  morning  stiff- 
ness,' better  ambulation,'  improved  range  of 
motion,'"  reduction  and  relief  of  pain.'  ® 


In  Arthritis 

lOJFEN 

ibuprofen 


Low  Score  in  Side-Effect 
Risk 

Through  more  than  13  years  of 
worldwide  use,  ibuprofen  con- 
tinues to  demonstrate  excep- 
tional gastrointestinal  tolerance 
vis-a-vis  aspirin  and  other  anti- 
/^^hritic  agents.  In  a recent  series  of  double- 
blind trials  of  ibuprofen,  naproxen  and  other 
NSAID’s,  only  placebo  was  shown  to  produce 
ess  G.I.  lesions  than  ibuprofen  on  gastro- 
scopic  examination.® 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  71 106 

Pioneers  in  medicine  for  the  family 


See  next  page  for  brief  summary  of  prescribing  information. 


Measure 


(ibuprofen) 

for  GI  Tolerance 


Even  in  arthritic  patients 
with  a history  of  GI  disease 

p 1 1.  1 I M M N ! ' M 


And  Ruferf 


RUFEM- 


Measures  Up  Best 


Peptic  ulceration  and  GI  bleeding,  sometimes  severe,  have 
been  reported.  Rufen'^  should  be  given  under  close  supervi- 
sion to  patients  with  a history  of  upper  GI  tract  disease. 


Over  a five-year  period,  ibuprofen  was  administered  to  64 
patients  with  known  peptic  ulceration  and  42  with  known 
gastric  intolerance  to  other  antiarthritis  drugs. 

'I\venty-six  patients  remained  in  treatment.  23  left  treatment 
following  remission,  and  3.5  dropped  out  for  reasons  unrelated 
to  side  effects.  In  this  specially  selected  group  of  G I -intolerant 
patients,  only  13  (12.3%)  discontinued  ibuprofen  because  of 
GI  intolerance. 

“Any  drug  used  in  the  control  of  the  symptoms  of  the 
chronic  arthritis  must  be  tolerated  for  long  periods  without 
undue  gastric  discomfort... From  this  study  it  appears  that 
ibuprofen  is  eminently  suitable.”^ 


References:  1.  Royer  GL.  .Jr.  Moxlcy  TE.  Hearron  MS,  et  al;  ./  hit  Med 
lies  3:1.S8-171,  197.S.  2.  Royer.  GL.  .Jr.  Moxley  TE,  Hearron  MS,  et  al: 
Curr  I'herap  Hes  17:2.34-248,  197,5.  3.  Brackertz  B.  Busson  M:  Brit  J Clin 
Prael  ,32:77-80,  1978.  4.  Tlru.sch  J.  Fasching  U:  Brit  J Clin  Bract:  A sym- 
posium supplement,  IXTII  European  Congress  of  Rheumatology,  Wies- 
baden. Germany.  Sept  2-8,  1979.  pp  53-61.  5.  Lanza  FL,  Royer  GL,  Jr, 
Nelson  RS  et  al:  Dig  Dis  <fi  Sci  24:823-828,  1979.  6.  Pavelka  K,  Susta  A, 
Vojti.sek  A et  al:  Rheumatol  and  Rehab  12:68-73,  1973.  7.  TVetenhahn  W: 
Brit  ./  ('lin  Bract  : A symposium  supplement.  IXTH  European  Congress 
of  Rheumatology,  Wiesbaden.  Germany,  Sept  2-8,  1979,  pp  45-52. 

8.  Cardoe  N:  Curr  Med  Res  & Opinion  .3:518-520.  1975. 

e Boots  Pharmaceuticals,  Inc. 
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Pioneers  in  medicine  for  the  family 


KUFEN^  (ibuprofen)  Thblets 

INDICATIONS  AND  USAGE:  Tieaimenl  ol  signs  and  symptoms  ol  rheumatoid  arthritis  and  osteoarthritis  during  acute  flares  and  in  the  long-term  management  of  these  diseases  Safety  and  effectiveness  have  not 
been  established  lor  Tunctional  Class  IV  rheumatoid  arthritis 
Relief  of  mild  to  moderate  pain  Treatment  of  primary  dysmenorrhea 

CONTRAINDICATIONS  Patients  hypersensitive  to  ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio-edema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal  anti-inflammatory  drugs  isee  WARNINGS! 
WARNINGS  Anaphylactoid  reactions  have  occurred  in  patients  hypersensitive  to  aspirin  Isee  CONTRAINDICATIONS).  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been  reported  Peptic 
ulceration  perforation  or  gasirointestinal  bleeding  can  end  fatally  however,  an  association  has  not  been  established  Rufen  should  be  given  under  close  supervision  to  patients  with  a history  of  upper  gastro- 
intestinal iract  disease  and  only  alter  consulting  the  ADVERSE  REACTIONS 

In  paiicnis  wiih  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic  drugs,  such  as  gold,  should  be  attempted  If  Rufen  must  be  given,  the  patient  should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding 

PRECAUTIONS  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have  been  reported  If  developed,  discontinue  Rufen  and  administer  an  ophthalmologic  examination 

Fluid  retention  and  edema  have  been  associated  with  Ruten  caution  should  be  used  in  patients  with  a history  of  cardiac  decompensatioo 

Rufen  can  inhibit  platelet  aggregation  and  prolong  bleeding  lime  Use  with  caution  in  patients  with  intrinsic  coagulation  delects  and  those  taking  anticoagulants 

Patients  should  icporl  signs  or  symptoms  ol  gasiroinieslinal  ulceration  or  bleeding  blurred  vision  or  other  eye  symptoms,  skm  rash,  weight  gam  or  edema 

To  avoid  exacerbation  ol  disease  or  adrenal  insulliciency.  patients  on  prolonged  corticosteroid  therapy,  this  therapy  should  be  tapered  slowly  when  adding  Ruten 

DRUG  INTERACTION  Coummin  type  anticoagulants  The  physician  should  be  cautious  when  administering  Rufen  to  patients  on  anticoagulants 

Aspinn  Concomitant  use  may  decrease  Rufen  blood  levels 

PREGNANCY  AND  NURSING  MOTHERS  Rufen  should  hot  be  taken  during  pregnancy  nor  by  nursing  mothers 

ADVERSE  REACTIONS  Incidence  greater  than  1%  Gastrointestinal:  The  most  lieguent  adverse  reaction  is  gasirointestinal  |4  to  16%|  Includes  nausea*  epigastric  pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting  indigestion  constipation  abrlominal  cramps  or  pain  fullness  ol  GI  tract  Ibloaiing  and  flatulence)  Central  Nervous  System  dizziness* . headache  nervousness  Dermatologic  rash* 
lincluding  maculopanular  typei  pruritus  Special  Senses  linnilus  Metabolic  decreased  appetite,  edema,  fluid  retention  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  Isee  PRECAUTIONS) 
*lncidence  3%  to  9% 

Incidence  less  than  I in  100  Gastrointestinal  gastric  or  duodenal  ulcer  with  bleeding  and 'or  perloralion  hemorrhage  melena  Central  Nervous  System  depression  insomnia  confusion  emotional  lability  som- 
nolence aseptic  meningitis  with  lover  and  coma  Dermatologic  vesiculobullous  eruptions,  urticaria,  erythema  mulliforme  Slevens-Johnson  syndrome  and  alopecia  Special  Senses  hearing  loss  amblyopia 
(blurred  and/or  diminished  vision  scotomata  and/or  changes  in  color  visioni  Isee  PRECAUTIONS!  Hematologic  neutropenia,  agranulocytosis,  aplastic  anemia  hemolytic  anemia  (sometimes  Coombs  positive) 
thiombocytoponia  with  or  without  purpura  cosinophilia  decreases  in  hemoglobin  and  hematocrit  Cardiovascular  congestive  heart  failure  in  patients  with  marginal  cardiac  function  elevated  blood  pressure  Allergic 
syndrome  ol  abdominal  pain  lever  chills  nausea  and  vomiting,  anaphylaxis  bronchospasms  Isee  CONTRAINDICATIONS)  Renal  acute  renal  failure  In  patients  with  preexisting  significantly  Impaired  renal  function, 
ilecreased  creatinine  clearance  polyuria  azoiemia  cystilis.  hematuria  Miscellaneous  dry  eyes  and  mouth,  gingival  ulcers,  rhinitis 

Causal  relationship  unknown  Gaslrolniostinal  pancreatitis  Cential  Nervous  System  paresthesias  hallucinations  dream  abnormalities  pseudotumoi  cerebri  Dermatologic  toxic  epidermal  necrolysis,  photo- 
alleigic  skin  inartinns  Special  Senses  coniunclivilis  diplopia  optic  neuritis  Hematologic  bleeding  episodes  Allergic  serum  sickness  lupus  erythematosus  syndrome  Henoch-Schonlein  vasculitis  Endocrine 
gynfTfiin,isiia  hypoglycemia  Cardiovascular  arrhylhmias  isinus  lachycardia  bradycardia  and  palpitations)  Renal  renal  papillary  necrosis 
OVEROOSACF  Acute  nvcidos.ige  the  stomach  should  be  emptied  Ruten  is  acidic  and  excictod  in  the  urine  alkaline  diuresis  may  benefit 
>Tn<iAril  AND  AOMtNiSTRATlON  Rheumatoid  arthritis  and  osteoarthritis  including  tlareups  of  chronic  disease  Suggested  dosage  400  mg  1 1 d orqid 
- a I'Kl  mg  every  4 hours  as  necessary 

' 400  mg  every  4 to  6 hours  as  necessary  tor  the  relief  ol  pain  Do  not  exceed  2 400  mg  pet  day 
'iihiis  dispensing  without  prescription 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalinanc*®  m 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 


References:  1.  Kales  A ef  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc,,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
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Dalmane’'  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  {eg.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occu(  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderlv  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 
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ContemporaryHypnoticTherapy 

Dalmane®  [flurazepam  HCl /Roche]  Stands  Apart 


Only  me 

sle^  medication 
obiectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep. 

•More  total  sleep  time  on  the  first 
3nights  of  therapy.^ 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.’ 

•Continued  efficacy  for  at  least  28  nights ; 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.*' 


AFR  I 3 jg. 
Of  J/jEDJChVm 
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15-mg/30-mg  capsules 
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Please'  see  summary  of  product  information  on  reverse  side. 
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WashingtoN otes 

Congress  raced  through  legislation  this 
month  designed  to  rescue  the  nation’s  Social 
Security  system  from  bankruptcy  and  insure 
its  solvency  into  the  21st  Century.  The  bill  was 
sent  to  President  Reagan  for  his  signature 
before  the  Easter  recess. 

Attached  to  the  Social  Security  Act  of  1983 
are  measures  that  will  heavily  impact  on  the 
nation’s  health  care  system.  The  bill  contains 
provisions  to  hold  down  the  cost  of  Medicare 
payments  to  hospitals  through  a prospective 
payment  plan  based  on  diagnosis-related 
groups  (DRGs).  Hospitals  would  be  paid  on 
the  basis  of  467  DRGs  regardless  of  the  costs 
actually  incurred  in  treating  patients. 

Under  the  bill  approved  by  Congress: 

— DRG  payments  would  be  phased  in  over 
three  years,  beginning  with  the  hospital’s  first 
cost  reporting  period  after  October  1,  1983.  In 
the  first  year,  25  percent  of  the  payment  would 
be  based  on  DRG  rates  and  75  percent  on  the 
hospital’s  cost  base.  The  percentage  of  the 
payment  based  on  DRG’s  would  gradually 
increase  until  it  reached  100  percent  in  the 
fourth  year. 

— In  the  first  year,  the  DRG  portion  of  the 
payment  would  be  a regional  rate.  A rural  and 
an  urban  rate  would  be  calculated  for  each  of 
nine  regions.  In  the  second  and  third  years,  the 
DRG  portion  would  be  a blend  of  national  and 
regional  rates  and  by  the  fourth  year,  the  18 
regional  rates  would  give  way  to  two  national 
rates  — one  urban,  one  rural. 

— Rates  in  1984  and  1985  would  be  adjusted 
by  the  market-basket  index  of  hospital  costs 
plus  one  percent  but  they  would  be  reduced  to 
the  extent  this  resulted  in  payments  exceeding 
those  that  would  have  applied  under  the  Tax 
Equity  and  Fiscal  Responsibility  Act  targets. 

— Beginning  in  1986,  the  increase  factor  would 
be  determined  by  the  Secretary  of  HHS  and 
reviewed  by  a 15-member  Commission  ap- 
pointed by  the  Office  of  Technology  Assess- 
ment. The  Commission  is  to  include  repre- 
sentatives of  a wide  range  of  groups,  including 
new  technology  and  treatments,  the  Commis- 
sion is  to  recommend  changes  in  the  recalibra- 
tion of  the  DRG  classifications. 

(('ontiniied  on  pa^i'  IHA) 
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BRIEF  SUMMARY 

PROCARDIA  ■ (niledipine)  CAPSULES  For  Oral  Ua 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nitedipinei  is  indicated  tor  ta 
management  ol  vasospastic  angina  confirmed  by  any  ol  the  lolloviing  criteria  1 1 classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  p«. 
voked  by  ergonovine  or  3|  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
rvho  have  had  angiography  the  presence  ol  signilicant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  ol  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  ttt 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertioft« 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  mtermiltenlvat#- 
spasm  or  when  angina  is  refractory  to  nitrates  and  or  adeguate  doses  of  beta  blockers 
II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  lir 
the  management  ol  chronic  stable  angina  (etforl-associated  angina)  without  evidence  ol  vasospasiii 
m patients  who  remain  symptomatic  despite  adeguale  doses  ol  beta  blockers  and  or  organic  nilratts 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (eflort-associated  angina)  PROCARDIA  has  been  effective  m conli . „ 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  loieranee. 
but  confirmation  of  sustained  effectiveness  and  evaluation  ol  long-term  safety  m those  patients 
incomplete 

Controlled  studies  in  small  numbers  ol  patients  suggest  concomitant  use  of  PROCARDIA  ai4 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina  but  available  infgr- 
mation  is  not  sufficient  to  predict  with  confidence  the  effects  ol  concurrent  treatment  especially  « 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  Wheniii- 
troducing  such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely 
severe  hypotension  can  occur  from  the  combined  ettects  ot  the  drugs  (See  Warnings  I 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
\«ARNINGS:  Excessive  Hypotension:  Although  m most  patients  the  hypotensive  effect  ol 
PROCARDIA  IS  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poony  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  limeai 
subsequent  upward  dosage  adfustmenl.  and  may  be  more  likely  m patients  on  concomitant  bdA 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patient 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypas 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  toil 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur 
PROCARDIA  alone  with  low  doses  of  fentanyl  in  other  surgical  procedures,  or  with  other  narcote 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dOM 
fentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ol  these  potential  problems  and 
if  the  patient  s condition  permits  sufficient  time  (al  least  36  hours)  should  be  allowed  lor 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency  dn 
ration  or  severity  of  angina  on  starling  PROCARDIA  or  al  the  time  of  dosage  increases  The  meen 
anism  of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  hearf  rate  alone 

Bela  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a win 
drawal  syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechoi 
amines  Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expecfefl 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important: 
to  taper  beta  blockers  if  possible  rather  than  slopping  them  abruptly  belore  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients,  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  al  greater  nsk  lot 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  lilratii 
ot  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  lot  patients  airei 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema  typically  associated  with  arterial  vaso- 
dilation  and  not  due  to  lelt  ventricular  dysfunction  occurs  m about  one  in  ten  patients  treated 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuielicl 
therapy  With  patients  whose  angina  iscomplicatetf  by  congestive  heart  failure,  care  should  be  taken] 
to  differentiate  this  peripheral  edema  from  the  effects  ol  increasing  left  ventricular  dysfunction 
Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  I ExpeneneeJ 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  adminisirali 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasii 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive 
failure  severe  hypotension  or  exacerbation  ol  angina 
Long-acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates  but  there  hai 
been  no  controlled  studies  to  evaluate  the  antiangmal  etfecliveness  ol  this  combination  i 

Digitalis  Administration  of  PRDCARDIA  with  digoxin  increased  digoxin  levels  in  nine  ol  iweiw| 
normal  volunteers  The  average  increase  was  45“o  Another  investigator  found  no  increase  m 
goxin  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ot  over  lwi| 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas 
ured  digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  W'H| 
elevated  digoxin  levels  it  is  recommended  that  digoxin  levels  be  monitored  when  initialing  adiusi 
mg  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under  digitalization 
Carcinogenesis  mutagenesis,  impairment  ol  fertility  When  given  to  rats  prior  to  mating  nile^ 
dipine  caused  reduced  fertility  at  a dose  approximately  30  limes  the  maximum  recommended 
man  dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity 
rats'  embryotoxicity  m rats  mice  and  rabbits  and  abnormalities  m monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light  headednesf 
peripheral  edema  nausea  weakness,  headache  and  Hushing  each  occurring  m about  t0”«  ol 
tients  transient  hypotension  in  about  5°o  palpitation  in  about  2%  and  syncope  m about  0 5*. 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ol  PROCARDIA  or  concomitant  anliar] 
ginal  medication  Additionally  the  following  have  been  reported  muscle  cramps,  nervousnesi 
dyspnea,  nasal  and  chest  congestion  diarrhea  constipation  inflammation  lOinl  stitfness  shak 
ness  sleep  disturbances  blurred  vision  difficulties  in  balance  dermatitis  prurilus  urticaria  t« 
ver.  sweating  chills  and  sexual  difficulties  Very  rarely  introduction  ol  PR()CARDIA  therapy  *a| 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 
In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  from  the  na 
ural  history  ot  Ihe  disease  in  these  patients  If  remains  possible  however  that  some  or  many  - 
these  events  were  drug  related  Myocardial  intarction  occurred  m about  4°o  ol  patients  and  conge  _ 
live  heart  failure  or  pulmonary  edema  m about  2“o  Ventricular  arrhythmias  or  conduction  dislurn 
ances  each  occurred  in  fewer  than  0 5%  ot  patients 
Laboratory  Tests:  Rare  mild  to  moderate  transient  elevations  ol  enzymes  such  as  alkaline  php 
phafase  CPK  LDH  SGDT  and  SGPT  have  been  noted  and  a single  incident  ol  significantly  ei' 
vated  transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ol  gall  bladd^ 
disease  alter  about  eleven  months  ol  niledipine  therapy  The  relationship  to  PROCARDIA  therapy  i 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symplomi 
Cholestasis  possibly  due  to  PROCARDIA  therapy  has  been  reported  twice  in  Ihe  extensive  worl 
lileralure 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ol  mledipml 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ol  t00(NDC  0069  2600-66)  300(NDC  006' 
2600-72)  and  unit  dose  (tOxtO)  iNDC  0069  2600  41)  Ihe  capsules  should  be  protected  Iroj 
light  and  moisture  and  stored  al  controlled  room  temperature  59  to  77  F ( 15  to  25  C)  in  Ihe  ma  j ■ 
ufaclurer  s original  container 

More  deljiled  protessional  inlorntjlion  available  on  leguesl  1962  Ptizer  ln( » 


LABORATORIES  DIVISION 


“IcancJothingsthatl 
couklntdo  for3yr&  including 
joining  the  human  race  again” 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets,^  doing  more,  and  being  more 
productive  once  again. 


Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%). 


for  the  varied  faces  of  angina 


Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 

vasospastic  component.  . ■ _ ■ ■ ^ / m 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in  I | r tT  Tjl  P|  [h  | ^^psu/es  lU  mg 

patients  who  remain  symptomatic  despite  adequate  doses  of  \ 1 N 1 1 L-jLyi  1 11^  m—j/ 

beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 

PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 

patients  are  incomplete.  p/ease  see  procardia  brief  summary  on  adjoining  page^ 


Bdctrim  sttscks  th€i 

(trimethcp’im  and  sulfamethoxazole/Roche} 

in  scute  exacerbatiorMi 


Bactrim  concentrates  in  serum 
and  penetrates  sputum 


( 


if  chronic  bronchitis 


* 


Bactrim  clears  sputum  of 
susceptible  bacteria 

In  sputum  cultures  from  patients  with  acute 
exacerbations  of  chronic  bronchitis,  H.  influ- 
enzae and  S.  pneumoniae  are  isolated  more 
often  than  any  other  pathogens."’  One  study 
of  transtracheal  aspirates  from  76  patients 
with  acute  exacerbations  found  that  80%  of 
the  isolates  were  of  these  two  pathogens.’ 
Bactrim  is  effective  in  vitro  against  most 
strains  of  both  S.  pneumoniae  and  H.  influen- 
zae— even  ampicillin-resistant  strains.  And  in 
acute  exacerbations  of  chronic  bronchitis 
involving  these  two  pathogens,  sputum  cul- 
tures taken  seven  days  after  a two-week 
course  of  therapy  showed  that  Bactrim  eradi- 
cated these  bacteria  in  91%  (50  of  55)  of  the 
patients  treated. ‘ 


f:ks  H.  influenzae — even 
ipicillin-resistant  strains 


Bactrim  reduces  coughing 
and  sputum  production 

In  three  double-blind  comparisons 
with  ampicillin  q.i.d.,  Bactrim  DS 
proved  equally  effective  on  all  clinical 
parameters.^’  Bactrim  reduced  the 
frequency  and  severity  of  coughing, 
reduced  the  amount  of  sputum  pro- 
duced and  cleared  the  sputum  of 
purulence. 

Bactrim  has  the  added  advantages 
of  b.i.d.  dosage  convenience  and  a 
lower  incidence  of  diarrhea  than  with 
ampicillin,  and  it  is  useful  in  patients 
allergic  to  penicillins. 

Bactrim  also  proved  more  effective 
than  tetracyclines  in  10  clinical  trials 


involving  nearly  700  patients."’  Overall  clinical 
condition  of  the  patients,  changes  in  sputum 
purulence,  reduction  in  sputum  volume  and 
microbiological  clearance  of  pathogens — all 
improved  more  with  Bactrim  therapy  than 
with  tetracyclines.  G.I.  side  effects  occurred 
in  only  7%  of  patients  treated  with  Bactrim 
compared  with  12%  of  tetracycline-treated 
patients.  (See  Adverse  Reactions  in  summary 
of  product  information  on  next  page.) 

Bactrim  is  contraindicated  in  pregnancy  at 
term  and  nursing  mothers,  infants  under  two 
months  of  age,  documented  megaloblastic 
anemia  due  to  folate  deficiency  and  hypersen- 
sitivity. 

Bactrim  DS.  For  acute  exacerbations  of 
chronic  bronchitis  in  adults*  when  it  offers  an 
advantage  over  single-agent  antibacterials. 

References:  1.  Hughes  DTD,  Bye  A,  Hodder  P:  Adv  Antimi- 
crob  Antineoplastic  Chemother  //2:1105-1106,  1971.  2.  Jordan 
GW  et  al:  Can  Med  Assoc  J 7/2:91S-95S,  Jun  14,  1975.  3.  Beck 
H,  Pechere  JC:  Prog  Antimicrob  Anticancer  Chemother  7:663- 
667,  1969.  4.  Quintiliani  R:  Microbiological  and  therapeutic 
considerations  in  exacerbations  of  chronic  bronchitis,  in 
Chronic  Bronchitis  and  Its  Acute  Exacerbations:  Current  Diag- 
nostic and  Therapeutic  Concepts;  Princeton  Junction,  NJ,  Com- 
munications Media  for  Education,  Inc.,  1980,  pp.  9-12. 

5.  Schreiner  A et  al:  Infection  6(2);54-56,  1978.  6.  Data  on  file, 
Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  7.  Chodosh  S;  Treatment 
of  acute  exacerbations  of  chronic  bronchitis:  results  of  a double- 
blind crossover  clinical  trial,  in  Chronic  Bronchitis  and  Its  Acute 
Exacerbations:  Current  Diagnostic  and  Therapeutic  Concepts. 
Op.  cit.,  pp.  15-16.  8.  Chervinsky  P:  Double-blind  clinical  com- 
parisons between  trimethoprim-sulfamethoxazole  (Bactrim”) 
and  ampicillin  in  the  treatment  of  bronchitic  exacerbations. 
Ibid.,  pp.  17-18.  9.  Dulfano  MJ:  Trimethoprim-sulfamethoxa- 
zole vs.  ampicillin  in  the  treatment  of  exacerbations  of  chronic 
bronchitis.  Ibid.,  pp.  19-20.  10.  Medici  TC:  Trimethoprim-sulfa- 
methoxazole (Bactrim”)  in  treating  acute  exacerbations  of 
chronic  bronchitis:  summary  of  European  clinical  experience. 
Ibid.,  pp.  13- 14. 


b.i.d. 


[160  mg  trimethoprim  and  800  mg  sulfamethoxazole/Roche] 


•Due  to  susceptible  organisms.  Please  see  next  page  for  summary  of  product  information. 


Bactrim 

[trimethoprim  and  sulfamethoxazole/Roche) 

Before  preecribing,  please  consult  complete  product  Information,  a summary  of  which 
follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enlerobacter,  Proteus 
mirabllls,  Proteus  vulgaris,  Proteus  morganll.  It  Is  recommended  that  Initial  episodes 
of  uncomplicated  urinary  tract  Infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note:  The  increasing  frequency  of  resistant  orga- 
nisms limits  the  usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections. 
For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  Influen- 
zae or  Streptococcus  pneumoniae  when  In  physician’s  judgment  It  offers  an  advan- 
tage over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of  repeated 
use  of  Bactrim  In  children  under  two  years  of  age.  Bactrim  Is  not  Indicated  for  prophy- 
lactic or  prolonged  administration  In  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains  of 
Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's  judgment 
It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel  when 
antibacterial  therapy  is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with  docu- 
mented megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing  mothers 
because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus;  infants  less 
than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococcal 
tonsillopharyngitis  have  higher  incidehce  of  bacteriologic  failure  when  treated  with  Bactrim 
than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis. aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides. 
Experience  with  trimethoprim  is  much  more  limited  but  occasional  interference  with  hema- 
topoiesis has  been  reported  as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  signs  of  serious  blood  disorders  Frequent  CBC's  are 
recommended;  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted 

Precautions:  General:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  functioh. 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose-6- 
phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur.  Dur- 
ing therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful 
microscopic  examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal 
function.  Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin;  reassess  coag- 
ulation time  when  administering  Bactrim  to  these  patients. 

Pregnancy:  Teratogenic  Effects;  Pregnancy  Category  C Because  trimethoprim  and  sulfa- 
methoxazole may  interfere  with  folic  acid  metabolism,  use  durihg  pregnancy  only  if  poten- 
tial benefits  justify  the  potential  risk  to  the  fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia.  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  reactions.  Erythema  multiforme.  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness. pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis,  Gastro- 
intestinai  reactions:  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  pseudomembranous  colitis  and  pancreatitis.  CNS  reactions:  Headache,  periph- 
eral neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insom- 
nia. apathy,  fatigue,  muscle  weakness  and  nervousness  Miscellaneous  reactions  Drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L.E.  phenom- 
enon Due  to  certain  chemical  similarities  to  some  goitrogens.  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goi- 
ter production,  diuresis  and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents 
may  exist  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  Infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  Infections — 1 DS  tablet  (double  strength).  2 
tablets  (single  strength)  or  4 teasp  (20  ml)  b i d for  10-14  days.  Use  identical  daily  dosage 
for  5 days  for  shigellosis. 

Children.  Recommended  dosage  lor  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days  Use  identical  daily  dosage  lor  5 days  for  shigellosis. 

For  patients  with  renal  impairment  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one-hall  the  usual  regimen  Bactrim  is  not  recommended  If  creatinine  clearance  is  below 

15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or  4 teasp 

(20  ml)  b i d lor  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information  lor 
suggested  children's  dosage  table 

Suppllad:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800  mg 
sulfamethoxazole,  bottles  of  100.  Tel-E  Dose*  packages  of  100,  Prescription  Paks  of  20  and 
28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole— bottles  of 
100  and  500.  Tel-E-Dose*  packages  of  100.  Prescription  Paks  of  40  Pediatric  Suspension. 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml);  cherry 
flavored— bottles  of  100  ml  and  16  oz  (1  pint)  Suspension,  containing  40  mg  trimethoprim 
and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml),  fruit  licorice  flavored- bottles  of 

16  oz  (1  pint) 


ROCHE  LABORATORIES 
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OPPORTUNITY 

WITHOUT 

RISK. 


The  biggest 
improvement  in 
Savings  Bonds  in 
40  years. 


New  Variable 
Interest  Rate. 

Looking  for  an  ideal  invest- 
ment? One  with  a variable 
interest  rate?  But  one 
where  rates  can’t  drop 
below  a certain  level? 

WeD,  there  is  one  avail- 
able to  everyone,  even  if 
you  have  only  $25  to  invest. 

It’s  U.S.  Savings 
Bonds.  Now  changed  from 
a fixed  to  a variable  interest 
rate,  with  no  limit  on  how 
much  you  can  earn. 

A Guaranteed 
Minimum. 

Although  interest 
rates  will  fluctuate,  you’re 
protected  by  a guaranteed 
minimum.  And  if  you  hold 
your  Bond  to  maturity, 
you’ll  double  your  money. 
You  may  do  even  better. 

Take  another  look  at 
Savings  Bonds.  We  did,  and 
made  them  better. 


Takef^ 

, stock 
in^^merica. 


CjOUKI  and  The  Advertising  Council. 


A public  service  of  this  publication 


HEALTH  PROFESSIONALS! 


The  Army  Medical  Department 
represents  the  largest  comprehensive 
system  of  health  care  in  the  United 
States  and  offers  unique  advantages 
to  the  student,  resident,  and  practi 
tioner  in  the  following  professions: 


• Physician 

• Dentist 

• Veterinarian 

• Dptometrist 

• Psychologist 

• Nuclear  Scientist 


• Environmental  Scientist 

• Civil  Engineer 

• Podiatrist 

• Audiologist 

• Pharmacist 

• Laboratory  Scientist 


As  an  Army  Dfficer,  you  will  receive 
substantial  compensation,  an  annual 
paid  vacation,  and  participate  in  a 
remarkable  non  contributory  retire 
ment  plan. 


For  more  information  just  fill  out  the  attached  form  and  mail.  Or  call: 
(614)  236-3507/2305.  (Collect  calls  accepted.) 


PLEASE  SEND  MORE  INFORMATION  ABOUT  OPPORTUNITIES 
IN  THE  ARMY  MEDICAL  DEPARTMENT 
MAIL  OR  CALL: 

ARMY  MEDICAL  DEPT.,  PERSONNEL  OFFICE,  BUCKINGHAM  ST., 
BLDG.  84,  COLUMBUS,  OH.  43215  PH:  (614)  236  3507/2305 


NAME  AGE 

ADDRESS 

ZIP  PHONE  (AC) 

SCHOOL  ATTENDED/ATTENDING  

GRADUATION  DATE  DEGREE 

SPECIALTY  AREA  OF  INTEREST  


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District;  Councilor:  Stanley  M. 
Truhlsen.  Omaha.  Counties;  Douglas. 
Sarpy. 

Second  District;  Councilor:  L.  D.  Cherry. 
Lincoln.  Counties:  Cass.  Lancaster. 
Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson.  Wymore.  Counties:  Gage. 
Johnson.  Nemaha.  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek, 
West  Point.  Counties:  Antelope.  Cedar, 
Cuming.  Dakota.  Dixon.  Knox.  Madi- 
son, Pierce.  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D..  Fremont  Counties: 
Boone,  Burt,  Colfax,  Dodge.  Merrick. 
Nance.  Platte,  Washington. 

Sixth  District:  Councilor;  Robert  Herpol- 
sheimer,  M.D.,  Seward.  Counties:  But- 
ler, Hamilton,  Polk,  Saunders.  Seward, 
York. 

Seventh  District:  Councilor:  Robert 

Quick,  M.D.,  Crete.  Counties:  Clay,  Fill- 
more, Jefferson.  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace.  Gordon.  Counties:  Boyd. 

Brown,  Cherry.  Holt,  Keyapaha,  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley.  Grand  Island.  Counties:  Blaine. 
Buffalo.  Custer,  Dawson,  Garfield, 
Grant.  Greeley,  Hall.  Hooker,  How’ard, 
Loup,  Sherman.  Thomas.  Valley, 
W'heeler 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase.  Dundy,  Franklin.  Frontier, 
Furnas.  Gosper.  Harlan.  Hayes,  Hitch- 
cock, Kearney,  Phelps,  Red  VVillow. 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson.  North  Platte.  Counties: 
Arthur.  Deuel.  Garden,  Keith.  Lincoln, 
Logan.  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill*  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDE.NT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Keith-Perkins-Chase  .... 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


David  Little.  Hastings Fred  Catlett,  Hastings 

David  Johnson,  Osmond 

Wendell  Fairbanks,  Alliance Michael  Songer,  Alliance 

Mark  Meyer,  Kearney Gilbert  Rude,  Kearney 

Larry  Rudolph.  Nebraska  City Gerald  Luckey,  David  City 

Richard  Hrendel,  Plattsmouth Glen  K.  Knosp,  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

Leonard  Chadek.  West  Point E.  L.  Sucha,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Mark  Jones,  Lexington John  Ford,  Lexington 

Randall  Morton,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  Billerbeck,  Randolph Robert  Benthack,  Wayne 

Wayne  Zlomke,  Ord 

Klemens  E.  Gustafson,  Beatrice. . . . Louis  J.  Gogela,  Jr.,  Beatrice 

R.  M.  Fruehling,  Grand  Island Gordon  D.  Francis,  Grand  Island 

John  C.  Wilcox,  Aurora Lee  Wilkens,  Aurora 

Melvin  Campbell,  Ainsworth John  Bryd,  Valentine 

Gordon  0.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

H. A.  Dinsdale,  Lincoln  Paul  Collicott,  Lincoln 

Gerald  Rounsborg,  North  Platte. . . . Cleve  Hartman,  North  Platte 

Joseph  David,  Norfolk Charles  E.  Henkel,  Norfolk 

Milton  Simons,  Omaha Fred  F.  Paustian,  Omaha 

Gordon  Adams,  Norfolk G.  Tom  Surber,  Norfolk 

J.  F.  Hutchins,  Gordon James  F.  Panzer,  Gordon 

Dean  R.  Thomson,  Nebraska  City  . . . Paul  R.  Madison,  Nebraska  City 

Berl  W.  Spencer,  Ogallala Johnson,  Ogallala 

Arthur  Liebentritt,  Columbus Peter  Diedrichsen,  Columbus 

Robert  E.  Tuma,  Crete Robert  E.  Tuma,  Crete 

Thomas  Heywood.  Papilhon J.  Paul  Glabasina,  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

David  Imes,  Gering Robert  Heasty,  Scottsbluff 

R.  W.  Herpolsheimer,  Seward Roger  Meyer,  Utica 

Carroll  Verhage,  Geneva Chas.  F.  Ashby,  Geneva 

Paul  M.  Scott,  Auburn Gary  Ensz,  Auburn 

David  A.  Allerheiligen,  McCook . . . . E.  C.  Beyer,  McCook 

L.  I.  Grace,  Blair Alan  Holmes,  Blair 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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1 THE  EXPERTS  AGREE ...  ] 
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li 
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■ Unlike  uricosuric  agents,  Zyloprim®  (allopuri! 

1 is  clearly  the  choice  for:  I 

(all 

0 

purin 

gA\  OVERPRODUCERS/ 

Ul  j UNDEREXCRETERS 

ISSIMPIL 


EFFECTIVE 


GOUT 


“One  recent  suggestion  is  that  over  producer 
of  uric  acid  are  more  ‘appropriately’  treated  wi 
allopurinol  and  underexcreters  with  uricosuri 
drugs.  Such  an  argument  is  superficially  attrac 
tive  but  may  be  specious:  most  patients  with 
gout . . . may  nevertheless  be  managed  perfec 
well  with  allopurinol.”^ 

—G.  Boss,  MD  et 


THERAPY 


TOPHI,  CALCULI, 
RENAL  DISEASE 


For  information  on  adverse  reactions,  warnings,  etc,  please  see  brief  summary  of 
prescribing  information  below. 


“. . . (1)  patients  with  extensive  tophaceous 
disease . . . ; (2)  patients  with  a history  of  ren| 
calculi . . . since  a uricosuric  drug  may 
exacerbate  renal  stone  disease;  and  (3)  patiei ' 
with  significant  renal  disease . . . who  are  unlit  | 
to  respond  to  a uricosuric  drug.”^ 


—Edward  W.  Holmes,  Jr, 


ZYLOI’KIM"  (allopurinol) 

100  and  300  mg  Scored  Tablets 

INDICATIONS  AND  USE:  This  is  not  an  innocuous  drug  and  strict 
attention  should  be  given  to  the  indications  for  its  use.  Pending  further 
investigation,  its  use  in  other  hyperuricemic  states  is  not  indicated  at  this 
time, 

Zyloprim*  (allopurinol)  is  intended  for: 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the  hyperuricemia  associated 
with  blood  dyscrasias  and  their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephropathy,  with  or  without 
accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone  formation; 

•1.  prophylactic  treatment  to  prevent  tissue  urate  deposition,  renal  calculi,  or  uric  acid 
nephropathy  in  patients  with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  elevating  effect  on  serum  uric  acid 
levels. 

CONTRAINDICATIONS:  Use  in  children  with  the  exception  of  those  with 
hyperuricemia  secondary  to  malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to  Zyloprini  should  not  be 
restarted  on  the  drug. 

WAKNINOS:  ZVI.Ol’KIM  SIIOUU)  HE  DISCONTINUED  AT  THE  FIRST 
APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION. 

In  some  instances  a skin  rash  may  be  followed  by  more  severe  hypersensitivity 
real  lions  such  as  exfoliative,  urticarial  and  purpuric  lesions  as  well  as 
Stevens  .lohnson  syndrome  (erythema  multiforme)  and  very  rarely  a generalized 
vasculitis  which  may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have  been  noted  and  in  some  patients 
asymptomatic  rises  in  serum  alkaline  phosphatase  or  serum  transaminase  have  been 


observed.  Accordingly,  periodic  liver  function  tests  should  be  performed  durini; 
early  stages  of  therapy,  particularly  in  patients  with  pre-existing  liver  disease. 
Patients  should  be  alerted  to  tbe  need  for  due  precautions  when  engaging  in  acti 
where  alertness  is  mandatory. 

Occasional  cases  of  hypersensitivity  have  been  reported  in  patients  with  renal ij 
compromise  receiving  thiazides  and  Zyloprini  concurrently.  F'or  this  reason,  ii 
clinical  setting,  such  combination  should  be  administered  with  caution. 

In  patients  receiving  Purinethol  * (mercaptopurine)  or  Imuran* 
(azathioprine),  the  concomitant  administration  of  300-(i0t)  mg  of  Zyl 
per  day  will  reguire  a reduction  in  dose  to  approximately  one-third 
one-fourth  of  the  usual  dose  of  mercaptopurine  or  azathioprine. 
Subseguent  adjustment  ofdoses  of  Purinethol  or  Imuran  should  be  n 
on  the  basis  of  therapeutic  response  and  any  toxic  effects. 

Usiific  in  I’rei’iumcy  rind  W'onwn  of  C hildhvarinf;  Af;e: 

Zyloprim  should  be  used  in  pregnant  women  or  women  of  childbearing  age  only 
potential  benefits  to  the  patient  are  weighed  against  the  possible  risk  to  the  fe 
PKEC.Al  'Tit  )NS:  Some  investigators  have  reported  an  increase  in  acute  atlay 
gout  during  the  early  stages  of  allopurinol  administration,  even  when  normal 
subnormal  serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life  of  the  anticoagulant 
dicumarol.  This  interaction  should  be  kept  in  mind  when  allopurinol  is  given  tc 
patients  already  on  anticoagulant  therapy,  and  the  coagulation  time  should  be 
reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of  at  least  2 liters  and  th 
maintenance  of  a neutral  or,  preferably,  slightly  alkaline  urine  are  desirable  to 
(1)  avoid  the  theoretic  |X)ssibility  of  formation  of  xanthine  calculi  under  the  influ 
of  Zyloprim  therapy  and  (2)  hdlp  prevent  renal  precipitation  of  urates  in  patiei 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  retiuire  less  drug  and  should  be  carefull 


le  most  important  therapeutic  measure  is 
administration  of  a drug  which  will  block 
■e  synthesis.  The  agent  available  at  present  is 
^urinol  (Zyloprim . . .)  which  is  very  effective 
of  low  toxicity.”^ 

-Alfred  Jay  Ballet,  MD 

allopurinol  treatment  appears  to  retard  the 
[session  of  renal  dysfunction.”'* 

—T.  Gibson,  MDetal 


LOW  INCIDENCE 
OF  TOXICITY 


Einical  experience  with  allopurinol  suggests 
most  patients  tolerate  this  drug  well— a 
:ing  strongly  supported  by  our  data. 

^lesired  or  unintended  effects  of  therapy 
l e reported  in  only  1. 8%  of  1835  consecutive 

pents.  5 ^ Mclnnes,  MD 


'S  G.  et  al,  quoted  by  Scott  JT:  Long-tenn  management  of  gout  and 
uricemia.  BrxtMt  d ] 281:1164.  1980. 

1 Imes  EW  Jr:  .A  rational  approach  to  gout.  Drug  Therapy  11: 117-124.  1981. 


I let  .\):  Prevention  and  treatment  of  urate  nephropathy  and  uric  acid  stones. 
■ nl  & Sta  ff  Physician  28:57-64s.  1982. 

C )sonT.  HightonJ.  Potter  C.  etal:  Renal  impairment  and  gout.  Ann  Rheum  Dis 
9 r-423.  1980. 


k Innes  GT.  Lawson  DH.  Jick  H:  .Acute  adverse  reactions  attributed  to 
i rinol  in  hospitalised  patients.  Ann  Rheum  Dis  40:245-249.  1981. 

^ ved  during  the  early  stages  of  Zyloprim  administration  and  the  drug  withdrawn 

(eased  abnormalities  in  renal  function  appear, 
ients  with  severely  impaired  renal  function,  or  decreased  urate  clearance,  the 
fe  or  oxipurinol  in  the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  icio  mg 
ty  or  300  mg  twice  a week,  or  perhaps  less,  may  be  sufficient  to  maintain 
late  xanthine  oxidase  inhibition  to  reduce  serum  urate  levels.  Such  patients 
d be  treated  with  the  lowest  effective  dose,  in  order  to  minimize  side  effects, 
f reticulocytosis  has  appeared  in  some  patients. 

^ die  determination  of  liver  and  kidney  function  and  complete  blood  counts  should 
t'rformed  especially  during  the  first  few  months  of  therapy. 

^ ERSE  RE.ACTIOXS: 

h atologic:  Because  in  some  instances  skin  rash  has  been  followed  by  severe 
d 'sensitivity  reactions,  it  is  recommended  that  therapy  be  discontinued  at  the 
u >ign  of  rash  or  other  adverse  reaction  (see  W.ARNINGS).  Skin  rash,  usually 
D,  lopapular.  is  the  adverse  reaction  most  commonly  reported.  The  incidence  of 
T'ash  may  be  increased  in  the  presence  of  renal  disorders, 
t iative.  urticarial  and  purpuric  lesions.  Stevens-Johnson  syndrome  (erythema 
r forme)  and  toxic  epidermal  necrolysis  have  also  been  reported. 

' . cases  of  alopecia  with  and  without  accompanying  dermatitis  have  been 
' 'ted. 

t me  pauents  with  a rash,  restarting  Zyloprim  (allopurinol)  therapy  at  lower  doses 
) een  accomplished  without  untoward  incident. 

- mntcstmal:  Nausea,  vomiting,  diarrhea,  and  intermittent  abdominal  pain  have 
^ reported. 

^ 'tK:  Rare  cases  of  granulomatous  hepatitis  and  hepatic  necrosis  have  been 
*ned. 

^ uiar:  There  have  been  rare  instances  of  a generalized  hypersensitivity  vasculitis 
* ■crobzmg  angiitis  which  have  led  to  irreversible  hepatotoxicity  and  death. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Hematopoietic:  .Agranulocytosis,  anemia,  aplastic  anemia,  bone  marrow  depression, 
leukopenia,  pancytopenia  and  thrombocytopenia  have  been  reported  in  patients, 
most  of  whom  received  concomitant  drugs  with  potential  for  causing  these  reactions. 
Zyloprim  has  been  neither  implicated  nor  excluded  as  a cause  of  these  reactions. 
Renal:  Rare  cases  of  renal  failure  have  been  reported  in  hypertensive  patients  who 
received  thiazides  and  Zyloprim  concurrently.  Some  patients  had  evidence  of 
hypersensitivity  to  allopurinol. 

Seurologic:  There  have  been  a few  reports  of  peripheral  neuritis  occurring  while 
patients  were  taking  Zyloprim.  Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts  found  in  patients  receiving 
Zyloprim.  It  is  not  known  if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic" 
cataracts  were  reported  in  one  patient  w’ho  also  received  an  anti-inflammatory  agent: 
again,  the  time  of  onset  is  unknown.  In  a group  of  patients  followed  by  Gutman  and  Yii 
for  up  to  five  years  on  Zyloprim  therapy,  no  evidence  of  ophthalmologic  effect 
attributable  to  Zyloprim  w'as  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idiosyncrasy  have  been  reported  in 
a few  patients.  This  was  characterized  by  fever,  chills,  leukopenia  or  leukocytosis, 
eosinophilia.  arthralgias,  skin  rash,  pruritus,  nausea  and  vomiting. 

OVERDOS.AGE:  Massive  overdosing,  or  acute  poisoning,  by  Zyloprim  has  not  been 
reported. 

HOW  SUPPLIED:  100 mg  (white)  scored  tablets,  bottles  of  100 and  1000:  300mg 
(peach)  scored  tablets,  bottles  of  30, 100  and  500.  Unit  dose  packs  for  each  strength 
also  available. 


Complete  information  available  from  your  local  B.  W.  Co.  Representative  or  from 
Professional  Services  Department  PML. 

U.S.  Patent  No.  3,624.205  (Use  Patent) 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  VV.  McClure,  Exec.  Vice  President 
8502  West  Center  Kd..  Omaha  68124 
American  Diabetes  Association  — Nebraska  AfTiliate,  Inc. 

Ron  Van  Ryswyk.  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza.  Sle.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter.  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  “E"  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248.  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Dr.  Richard  O’Brien,  Dean 
California  at  24th  Street,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St..  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Ste.  13,  Hilicrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 
Mr.  Joe  Wil.son,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Kenneth  P.  Wall,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street.  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Bldg..  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 
3624  Leavenworth,  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D.,  Dept,  of  Neurology 
601  North  30th  Street,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
Howard  A.  Dinsdale.  M.D.,  President 
600  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Otolaryngology 
Barbara  Heywood,  M.D.,  President 
401  E.  Gold  Coast  Rd..  Papillion  68128 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke,  President 

Craft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 

Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Jack  R.  Zastera,  M.D.,  President 
8617  Douglas  St,  Omaha  68114 

Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Kon  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd..  Ste.  5,  Omaha  68154 
Nebraska  ('hapter  — American  Academy  of  Physician  Assistants 
Bonnie  Shearer,  PA-C.  President 
706  Sherman  Dr,  Bellevue  68005 
Nebraska  C'haplcr  — American  College  of  Pediatrics 
Dale  Kbers,  M.D.,  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 
Nebraska  (Chapter  — American  ('ollcgo  of  Physicians 
Bowen  K.  Taylor,  M.D.,  F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 
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Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  Pre.sident 

8300  Dodge  St.  #124.  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita.  M.D.,  Medical  Advisor 
105  South  49th  St.  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Henneman,  President 
3608  Worthington,  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “O”  St.,  Suite  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount.  President 
Box  94833.  1335  “L”  St.  Lincoln  68509 
Nebraska  League  for  Nursing 
Ellen  McGovern.  President 

Methodist  Hospital,  8300  Dodge  St.,  Omaha  68114 
NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Ave.,  Fremont  68025 

Nebraska  Pharmacists  Association 

Robert  P.  Marshall,  Pharm.D.,  R.P.,  Executive  Director 
600  S.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
T.  Bulent  Tunakan,  M.D.,  President 
8504  Cass  Street,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
John  Miner,  R.S.,  President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 
John  A.  Haggstrom,  M.D. 

Children’s  Memorial  Hospital,  8303  Dodge  St.,  Omaha,  NE  68114 

Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
Jerry  D.  Edelman,  M.D. 

UNMC,  42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott,  M.D.,  President 
120  Wedgewood  Dr.,  Ste.  A,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT,  President 

Southeast  Community  College,  8800  “0"  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  North  87th  St,  Omaha  68114 
Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 
Chris  Graff.  LPN 
5608  S.  38th  St.  Lincoln  68516 
Nebraska  Urological  Association 

Charles  F.  Damico.  M.D..  President 
604  W.  6th,  Hastings  68901 
Nebraska  Veterinary*  Medical  Association 
Bol)  Garey,  Executive  Director 
209  We.st  9th  St,  Hastings  68901 
Omaha  Mid-West  ('linical  Society 

Ms.  Lorraine  E.  Seihel,  Executive  Secretary 
7363  Pacific  St.  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D.  Lincoln  68510 
University  of  Nebraska  Medical  Center 

James  V.  Griesen,  Ph  D.,  Interim  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


ibuptofeaUpiohn 

600 mg  Tablets 


More  coi 


nUdr  your  patients 


® 1981  The  Upiohn  Comparv 


The  Upjohn  Company  • Kolonnazoo,  Michigan  49001  USA 
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The  abused  child 
will  grow  up  someday. 


Hach  year,  over  one  million 
American  children  suffer  from  child 
abuse.  And  over  2, ()()()  children  die 
from  it. 

But  what  about  those  who  survive? 

Statistics  show  that  an  abused  child- 
hood can  affect  a person’s  entire  life. 

Many  teenage  drug  addicts  and 


many  teenage  prostitutes  report 
being  abused  children.  So  do  juvenile 
delinquents  and  adult  criminals. 

Yet  child  abuse  can  be  prevented. 

The  National  ('ommittee  for 
Prevention  of  (ihild  Abuse  is  a private, 
charitable  organization  that  knows 
how  to  prevent  child  abuse. 

But  we  need  your  help  to  do  it. 


We  need  your  money.  We  need 
more  volunteers. 

Send  us  your  check  today,  or  write 
for  our  booklet. 

Because  if  we  don’t  all  start 
somewhere,  we  won’t  get  am-where. 

National  Committee  for 
Prevention  of  Child  Abuse 


j 


Help  us  get  to  the  heart  of  the  problem.  j; 

Write:  Prevent  Child  Abuse,  Box  2866,  Chicago,  Illinois  60690  | ^ 


A F-’ublic  Service  of  This  Magazine  & The  Advertising  Council. 


Spending  more  time  with 
accountants  and  salesmen . . . 
than  with  your  job  and  family? 

That's  today's  modern  physician  becoming  today's  modern  business- 
man at  the  expense  of  job  and  family 

We  provide  you  with  an  environment  serving  a purpose— practicing 
medicine  at  regular  working  hours  No  books  to  balance,  no  salesmen  and 
attorneys  calling,  and  no  late  hours  You  concentrate  on  practicing  medi- 
cine with  a health  care  system  that's  one  of  the  finest  in  the  world  You'll 
work  in  modern,  well-equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology. 

Also  included  are  excellent  programs  of  compensation,  opportunities 
for  professional  growth  and  specialization,  30  days  vacation  with  pay 
each  year,  full  medical  and  dental  care  and  more 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice  medicine. 

We  would  like  to  provide  you  with  more  information  about  Air  Force 
medicine. 


Contact  Archie  Summerlin 

116  South  42nd  Street 
Omaha.  Nebraska  68131 


Call  Collect  402/221-4319 


moiU2i 

A great  way  of  life. 


ORGANIZATIONS,  NATIONAL 

American  Society  of  Anesthesiologists 
Mr.  J.  VV.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meiyl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  \V.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
340  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leavenworth,  Omaha,  NE  68105 
National  Rehabilitation  Assocation 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 
American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 


American  Academy  6f  Pediatrics 
M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physicians  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
2341  .Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue,  SW,  Ste.  300  E, 

Washington,  DC  20024 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 

Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 

Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
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CLARKSON  MEDICAL 
O LECTURE  SERIES  S 


"CURRENT  CANCER  CARE" 

Friday,  June  3,  1983  • Clarkson  Hospital  Storz  Pavilion 


Featured  Speakers  include:  Philip  Pizzo,  M.D.  •Jeffrey  Cossman,  M.D. 


8;00  A M. 
8:20  A.M. 
8:30  A.M. 
9:05  A M. 
9:45  A.M. 
10:10  A.M. 

10:40  A M. 

1 1:30  A M. 
1 1:45  A.M. 
12:00  P.M. 

1:00  P.M. 
1:15  P.M. 


1:50  P.M. 


Registration 

Welcome  and  Opening  Comments 
Small  Cell  Cancer  of  the  Lung 
Advances  in  Childhood  Malignancies 
Coffee  Break 

Adjuvant  Chemotherapy  for 
Breast  Cancer 
Radiation  therapy  for  the 

nonradiotherapist:  Pact  or  Fiction 
Questions 
Break 

Grand  Rounds  — Infections  in 
Immunocompromised  Hosts 
Break 

Advanced  Cancer  Management  at 
Clarkson  Hospital:  HOCC,  Hospice, 
Hickman 
Panel  Discussion 

Clarkson  Bone  Marrow  Tfansplant 

Program:  An  Acute  Leukemia  Therapy 


2:30  P.M. 


Monoclonal  antibodies:  The 
Fourth  Wave? 

Coffee  Break 

Malignant  Lymphomas:  A Panel 
Discussion  on  Classification, 
Diagnosis,  and  Therapy 
Questions 
Adjournment 

C.M.E.  and  A.A.F. P.  Credits  to  be  Awarded 


3: 15  P.M. 
3:40  P.M. 


4:40  P.M. 
5:00  P.M. 


SOCIAL  HOUR:  Cat  House,  Henry  Doorly  Zoo,  10th  8r 
Deer  Park  Blvd.,  6:30  P.M.  (located  directly  across 
from  Rosenblatt  Stadium,  Home  of  the  College 
World  Series) 

Bishop  Clarkson  Memorial  Hospital,  44th  & Dewey 
Ave.,  Omaha,  ME  68105 

For  More  Information,  call: 

402-559-3645 


W ashingtoN  otes 

(Continued  on  page  6A) 


— Direct  medical  education  expenses  would 
continue  to  be  paid  on  a cost  basis  and  the 
current  Section  223  adjustment  for  indirect 
medical  education  expenses  would  be  doubled 
in  the  DRG  system. 

— Capital  costs  incurred  before  the  system 
takes  effect  will  continue  to  be  reimbursed  on 
a reasonable  cost  basis  until  October  1,  1986. 
New  capital  costs  may  or  may  not  be  paid  on  a 
reasonable  cost  basis.  States  would  be  re- 
quired to  have  Section  1122  review  systems 
and  Medicare  reimbursement  for  new  capital 
costs  would  be  conditioned  on  1122  approval. 
The  maximum  threshold  the  state  may  use  for 
requiring  an  1122  review  is  increased  from 
$100, 000  to  $600,000. 

— Fieturn  on  equity  for  proprietary  hospitals 
would  be  reduced. 

— Certain  types  of  institutions  would  be 
exempt  from  the  DRG  system. 

— From  now  until  October  1,  1983,  hospitals 


are  required  to  contract  with  a PRO  to  monitor 
utilization  if  there  is  a PRO  in  the  area.  After 
October  1,  the  hospital  is  required  to  contract 
with  a PRO  and  cannot  be  paid  by  Medicare  if 
a PRO  review  is  not  performed.  Intermediaries 
will  be  allowed  to  participate  in  the  PRO 
program  by  October  1,  1984  at  the  latest. 

— State  payment  systems  covering  all  payors 
would  be  encouraged  through  waivers  if  the 
state  system  would  cost  Medicare  no  more 
than  the  federal  DRG  system. 

— HHS  is  to  report  in  1985  on  the  “advisability 
and  feasibility”  of  applying  DRG’s  to  physician 
charges  for  hospital  services  and  is  to  recom- 
mend legislation  to  apply  DRG’s  to  physicians. 

♦ * * 

In  its  first  public  comments  on  the  Federal 
d’rade  Commission  (F'TC)  in  the  98th  Con- 
gress, the  American  Medical  Association  urged 

(('ontiiUK'd  on  j)age  1.51) 


18-A  Nebraska  Medical  Journal  May  1983 


Anxious  patients 
improve  in  just 
a few  days 


^id  what  is  more  reassuring 
o an  excessively  anxious 
patient  tlian  medication  tliat 
■)romptly  starts  to  relieve  his 
liscomforting  symptoms? 

.tilium®  (diazepam/RcK'he) 

')egins  working  witliin  30  to 
X)  minutes.  Patients  continue 
o improve  in  just  a few  days, 
uid  relief  continues  tlirough- 
)ut  the  course  of  treatment. 

Tliere  are  otlier  impor- 
ant  benefits  witli  Valium  as  well — along  witli  its 
:>road  clinical  nmge,  Valium  hits  an  efficacv/safet\^ 
:>rofile  tliat  few,  if  any,  drugs  can  match.  Tliis 
ecord  has  been  achieved  witli  extensive  clinical 
experience,  undoubtedlv’  including  yours.  And, 

IS  you  must  have  observ  ed,  side  eflfeas  more 
■lerious  tlian  drowsiness,  fatigue  or  ataxia  rarely 
xcur.  Nevertheless,  as  witli  any  CNS-acting 
igent,  patients  should  be  cautioned  about  drivi- 
ng, operating  hazardous  machinerv’  or  ingesting 
Ucohol  or  other  CNS-depressant  drugs  while 
aking  Vilium. 

Yet  another  benefit  \tilium  affords  is  flexibilitv: 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets.  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
21/2  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
V^lrelease™  ( diazepam/Roche) 
15-mg  slow-release  capsules, 
knowing  that  Vilrelease  will  assure  all  the  benefits 
of  Vilium  5 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  Wium  (or  Wrelease) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  \klium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  aaion  of  Valium  and  \ftlrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
w'hen  therapeutic  goals  have  been  achieved. 


...thafs  one  of 
the  unique  benefits  of 

\^unr® 

diazepam/Roche 


CopNTight  © 1983  by  Roche  Products  Inc.  All  rights  reserved. 


For  a summary  of  product  information,  please  turn  the  page. 
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Valium®  (diazcpam/Roche)(W  Tablets 

Valrclease ( diazepam/Roche  ) @ slow-releasc  Capsules 

Injectable  Valium*  (diazepam.'Rochc)  (W 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxiety-  disorders,  or  short-term  relief  of  symptoms 
of  anxiety.  Anxieh'  or  tension  associated  with  the  stress  of  everyday  life  usually 
dtx;s  not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunaively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
.spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  .syndrome.  Ora! forms  may  be  u.sed  adjunaively  in  convulsive 
di.sorders,  but  not  as  sole  therapy.  Injectable  form  may  afso  be  used  adjunaively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
.stress  reaaions  prior  to  endo.scopic/surgical  procedures;  cardioversion. 

The  effeaiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reasse.ss  the  u,sefulne.ss  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  mo.st  CNS-aaing  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertne.ss  (eg.,  operating  machinery,  driving)  With- 
drawal .symptoms  similar  to  tho.se  with  barbiturates  and  alcohol  have  been 
ob.served  with  abrupt  di.scontinuation,  usually  limited  to  extended  u.se  and 
exce.ssive  do.ses  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  .several  months  After  extended 
therapy,  gradually  taper  dosage.  Keep  addiaion-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  .several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CN.S 
depressants 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  forms  adjunaively  in  convulsive  dis- 
orders, po.ssibllity  of  increase  in  frequency  and/or  severity'  of  grand  mal  .seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  asstx:iated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures 

iNjKt.TABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment  when  used  I V.  inject  slowly  taking  at 
least  one  minute  for  each  5 mg  (I  ml)  given,  do  not  use  small  veins,  i.e.,  dorsum 
of  hand  or  urist,  icse  extreme  care  to  at  aid  intra-arterial  administration  or 
e.xlravasation  Do  not  mix  or  dilicte  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV,  it 
may  be  injected  slowly  through  the  infusion  tubing  as  close  as  possible  to  the 
vein  insertion 

Admmi.ster  with  extreme  care  to  elderly,  very  ill,  tho,se  with  limited  pulmonary 
reserve  becau.se  of  possibility  of  apnea  and/or  cardiac  arrest;  concomitant  u.se 
of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depre.ssion  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available.  When  u.sed  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  do.sage  at  least  1/.4,  administer  in 
small  increments  .Should  not  be  admini.stered  to  patients  in  .shock,  coma,  acute 
alcoholic  intoxication  with  depre.ssion  of  vital  signs 

Has  precipitated  tonic  .status  epilepticus  in  patients  treated  for  petit  mal  status  or 
(Jet  it  mal  variant  status  Not  recommended  for  OB  u.se 

Kfficacy/safety  not  established  in  neonates  (age  30  days  or  le.ss),  prolonged  CNS 
depre.ssion  ob.served  In  children,  give  slowly  (up  to  0 2S  mg/kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  .somnolence;  can  lx-  repeated  after  IS  to  .30  min- 
ute.s.  If  no  relief  after  third  admini.stration,  appropriate  adjunctive  therapy  is 
recommended 

Precautions;  If  combined  with  other  p.sychotropics  or  anticonvuLsants,  carefully 
consider  individual  pharmacologic  effects  — particularly  with  known  compounds 
which  may  |roleniiate  aaion  of  diazepam,  ie  . phenothiazines,  narcotics,  barbitu 
rates,  MAO  inhibitors  and  antidepre.ssanLs  Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying  depre.ssion  who  may  have  suicidal 
tendencies  Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accti 
mulation  in  patients  with  compromised  kidney  function  Limit  oral  dosage  to 
smallest  effective  amount  in  ekierly  and  debilitated  to  preclude  ataxia  or  overse 
dtition  (initially  2 to  IVi  mg  once  or  twice  daily,  increasing  gradually  as  needed 
anti  tolerated ) 

The  clearance  of  tlia/epani  anti  certain  other  benzodiazepines  can  lx‘  tlelayed  in 
avsot  lation  with  Tligamet  (cimetidine)  atlministnition  The  clinical  significance  of 
this  is  unclear 

iNiK  lAHi  i Although  promptly  controlled,  seizures  may  return,  reatlminister  il 
nece.ssary,  not  recomnientletl  for  long  term  niainienance  therapy  laryngospasm/ 
increased  cough  reflex  are  [xissible  tluring  peroral  entlostopu  (inKetlures,  use 
lojiit  al  anesthelit , have  nete.s.sary  countermeasures  av.iil.ible  I lypotension  or 
muscular  weakness  possible,  particularly  when  usetl  with  narcotics,  barbiturates 
or  .iltohol  list-  lower  doses  (2  to  S mg)  for  eklerly/clebilitatetl 
Adverse  Keailions.  Sitle  effects  most  commonly  re|X)rtetl  were  drowsiness, 
fatigue.  ;il.ixi.i  lnfret|uently  encounieretl  were  confusion,  constipation,  tiepres 
Sion,  diplopia,  tlysarthria,  lieatlat  he,  hy'|X)tension,  incontinente,  jauntlice, 

' li.inges  in  libitio,  nausea,  i hanges  in  saliv.ition.  skin  rash,  slurretl  s|K’ech, 
to  iiior,  uiinarv  retention,  vertigo,  blurretl  vision  I’.iratloxical  reactions  such  as 
■lie  livpeiexciied  si.iies,  anxiety,  haiku  inations,  increasetl  must  le  spa.sticitv. 
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insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts, 
liver  funaion  tests  advi.sable  during  long-term  therapy.  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  aaivity;  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

iNiECTABit  Venous  thrombosis/phlebitis  at  injection  site,  htpoaaivity,  .syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 

Dos^c:  Individualize  for  maximum  beneficial  effea. 

ORAL  Adults:  Anxiety  disorders,  relief  of  symptoms  of  anxiety — Valium  (diaze- 
pam/Roche) tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or  1 or  2 Vhlrelease  capsules  (15  to 
30  mg)  daily.  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed  Adjunaively  in  skeletal  muscle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
ciaily.  Adjunaively  in  convulsive  disorders — tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or 
1 or  2 capsules  (15  to  30  mg)  once  daily. 

Geriatric  or  debilitated  patients:  Tablets — 2 to  IVi  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions).  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily- 
dose. 

Children:  Tablets — 1 to  2'/2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months).  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  \hlium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months) 

iN)ECTABu  Usual  initial  do.se  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  I.V, 
depending  on  indication  and  severity,  larger  doses  may  be  required  in  .some 
conditions  (tetanus).  In  acute  conditions  injeaion  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfaaory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  do.sage  increase  for  elderly  or  debilitated  patients 
and  when  sedative  drugs  are  added.  (See  Vternings  and  Adverse  Reaaions.) 

For  dosages  in  infants  and  children  see  below;  have  resuscitative  facilities 
available. 

! M use:  by  deep  injection  into  the  muscle. 

IV  use:  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  mDgiien.  Do 
not  use  small  veins,  i.e.,  dorsum  of  hand  or  wrist  Use  extreme  care  to  cuhid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible 
to  administer  Valium  directly  hV,  it  may  be  injected  slowly  through  the 
infusion  tubing  as  close  as  possible  to  the  vein  insertion. 

Moderate  anxiety  di.sorders  and  .symptoms  of  anxiety,  2 to  5 mg  I M or  I.\L  and 
.severe  anxiety  di.sorders  and  .symptoms  of  anxiety,  5 to  10  mg  I.M  or  I.V,  repeat 
in  3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  I.M  or  I.V  initially 
then  5 to  10  mg  in  3 to  4 hours  if  nece.ssary;  MiLscle  .spasm,  in  adults.  5 to  10  mg 
I M.  or  I V initially,  then  5 to  10  mg  in  3 to  4 hours  if  nece.s,sary  (tetanus  may 
require  larger  do.ses);  in  children  administer  I V slowly:  for  tetanus  in  infants 
over  30  days  of  age.  1 to  2 mg  I M or  I V,  repeat  every  3 to  4 hours  if  neccs.sary;  f 
in  children  5 years  or  older.  5 to  10  mg  repeated  every  3 to  4 hours  as  needed.  | 

Respiratory  assistance  should  be  available. 

Status  epilepticus,  sex'ere  recurrent  convulsive  .seizures  ( I.V  route  preferred). 

5 to  10  mg  adult  do.se  administered  slowly,  re|x;at  at  10-  to  15-minute  intervals  up 
to  30  mg  maximum.  Repeat  in  2 to  4 hours  if  nece.ssary,  keeping  in  mind  ptissi- 
bility  of  residual  aaive  metabolites.  U.se  caution  in  presence  of  chronic  lung 
disease  or  unstable  cardiovascular  status  InfanLs  (over  30  days)  and  children 
(under  5 years),  0.2  to  0.5  mg  slowly  every  2 to  5 min  . up  to  5 mg  (l.\!  pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min  . up  to  10  mg  (slow  IV 
preferred);  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  lx  helpful 
In  endoscopic  prtxedures,  titrate  I V dexsage  to  desired  .sedative  res[X)n,se,  gener 
ally  10  mg  or  less  but  up  to  20  mg  ( if  narcotics  are  omitted)  immediately  prior  to 
prtx'edure;  if  I V cannot  be  used,  5 to  10  mg  LM  approximately  30  minutes  prior 
to  prtxedure  As  preo(xrative  medication.  10  mg  I M ; in  cardioversion,  5 to 
15  mg  I V within  5 to  10  minutes  prior  to  procedure  Once  acute  .symptomatologv 
has  Ixen  properly  controlled  with  injectable  form,  patient  may  lx  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdo.sage:  Manifestations  include  .somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  respiration,  pulse*,  bkxxl  pre,ssure;  employ- 
general  supportive  measures,  IV  fluids,  adequate  airway  U.se  levarierenol  or 
metaraminol  for  hypotension  l)ialy,sis  is  of  limited  value 
How  Supplied; 

oKAi.  Valium  .scored  tablets  — 2 mg,  white;  5 mg,  yellow,  10  mg,  blue — Ixxtles  of 
1(K)  and  5(K);  Prescripiion  Paks  of  50,  available  in  trays  of  10;  Tel  E I)o.se*  pack- 
ages of  100,  available  in  trays  of  4 reverse  numix-red  boxes  of  25  and  In  Ixixes 
containing  10  strips  of  10 

Valrelease  (diazepam/RtxTie)  slow  release  capsules — 15  mg  (yellow  and  blue). 
Ixittles  of  1(X),  Pre.scripiion  P;iks  of  .30 

INIKTAHIJ-;  Ampuls,  2 ml,  Ixixes  of  10;  Vials,  10  ml,  Ixixes  of  1,  Tel-E-lea®  (dis 
jxisable  syringes),  2 ml.  Ixixes  of  10  Each  ml  contains  5 mg  diazepam,  com 
ixiuixled  with  4()%  propylene  glycol,  10%  ethyl  alcohol.  5%  .vxlium  benzoate 
and  Ix-nzoic  acitl  .ts  buflers,  and  15%  Ix-nzyl  alcohol  as  pre.servative 
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Dilemmas  in  Perinatal  Health 


A CONFERENCE,  titled  “Dilem- 
mas in  Perinatal  Health;  To  Be 
or  Not  To  Be”,  was  recently 
held  in  Omaha,  Nebraska  on  November  11th 
and  12th.  It  was  sponsored  by  a diverse  gorup 
including  various  professional  organizations, 
the  State  Health  Department,  Services  for 
Crippled  Children,  etc.  It  was  the  setting  for  a 
multi-disciplinary  conference  that  included 
both  national  and  local  presentors  covering 
medical,  ethical,  legal  and  religious  aspects  of 
perinatal  care.  As  one  presentor  so  aptly 
stated,  the  issues  were  presented  with  “ra- 
tional intellectualism”  and  often  more  ques- 
tions were  raised  than  answers  given.  It  was 
felt  that  the  general  concepts  and  thoughts  of 
the  conference  should  be  shared  widely; 
therefore,  the  resulting  summation  and  edi- 
torial comments  are  presented. 

The  medical  presentation  dealt  with  the 
rapid  change  in  technology  in  the  past  decade 
in  perinatal  medicine.  It  was  pointed  out  that 
perinatal  care,  neonatal  care  specifically,  is  a 
$1.6  billion  entity  each  year.  This  is  about  the 
same  cost  to  society  as  the  renal  dialysis 
program  or  coronary  arter>'  bypass  surgery. 
Accepted  procedures  to  determine  defects,  i.e. 
amniocentesis  and/or  ultrasound,  as  evidence 
for  fetal  chromosomal  abnormalities,  metabol- 
ic disorders  or  structural  abnormalities,  should 
be  conducted  when  high  risk  pregnancies  are 
encountered.  The  results  should  be  discussed 
with  the  family  at  length  and  options  available 
be  given  to  the  family  before  final  decisions  are 
made.  A presentation  regarding  research  into 
intrauterine  fetal  surgery  for  congenital  hydro- 
cephalus was  given.  It  was  felt  that  this  should 
be  approached  as  clinical  research  and  not 
accepted  treatment  at  the  present  time  until 
longterm  follow-up  studies  are  available.  All 
infants,  whether  intrauterine  or  after  birth, 
deserve  a technical  competent  medical  assess- 
ment before  decisions  affecting  survival  are 
made.  In  most  infants  this  will  mean  resuscita- 
tion at  birth  followed  by  a thorough  medical 
evaluation.  This  medical  evaluation  may  be  at 
a local  hospital,  but  most  likely  will  require 
transfer  to  a regional  center.  The  importance 
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of  adequate  resuscitation  at  birth  and  con- 
tinuing resuscitation  until  such  time  that 
decisions  are  made  was  stressed  repeatedly 
because  of  the  consequences  of  asphyxia  and 
the  resultant  long-term  sequelae.  Following 
thorough  medical  assessment,  certain  diag- 
nosis, i.e.  anencephaly,  holoprosencephaly, 
trisomy  13,  trisomy  18,  hypoplastic  lungs  with 
renal  agenesis  and  hypoplastic  left  heart 
syndrome,  the  prognosis  for  life  is  known  to  be 
short.  Decisions-  withholding  “heroic”  life 
support  seem  appropriate.  In  many  situations 
and  in  many  diagnoses,  however,  the  prognosis 
seems  extremely  poor,  but  is  unknown  pre- 
cisely. Here  it  is  felt  that  each  case  should  be 
analyzed  separately  and  decisions  should  be 
made  to  support  the  infant  as  long  as  the 
prognosis  remains  uncertain.  All  infants  should 
receive  loving  care  and  appropriate  feedings 
regardless  of  the  diagnosis  and  prognosis.  The 
role  of  communication  between  parents  and  all 
members  of  the  hospital  staff  was  emphasized. 

The  ethical  discussion  concerned  “what  is 
right”  and  how  each  society  determines  this 
and  alters  this  with  time.  The  importance  of 
communication  between  professionals  and 
families  was  stressed  in  a role  playing  session. 
The  importance  of  life  with  handicaps  and/or 
birth  defects  and  its  effects  on  one  family  may 
be  different  and  unacceptable  to  another. 
Other  issues  addressed  were  the  cost  of  care, 
“meaningful  life”,  and  “wrongful  life”  and 
more  questions  were  heard  than  answers 
apparent. 

The  legal  discussion  centered  around  in- 
formed consent,  malpractice,  criminal  liability 
for  decisions  made,  plus  legislation  and  gov- 
ernment intervention.  Again,  communication 
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between  professionals  and  families  was  stressed. 
This  alone  will  avoid  almost  all  the  malpractice 
litigation  and  criminal  liability  suits  against 
physicians  and  health  care  providers.  The  legal 
definition  of  death  was  discussed  and  the  legal 
“right  to  die”  was  presented.  The  arena  of 
legislation  by  government  and  courts  into 
perinatal  care  will  probably  be  very  limited 
because  each  case  has  so  many  subtleties  and 
each  case  is  so  different,  that  sweeping 
recommendations  regarding  decisions  cannot 
and  should  not  be  made. 

The  religious  aspect  touched  on  the  various 
theological  perspectives;  Catholic,  Jewish  and 
Protestant.  Human  beings  are  indeed  struggl- 
ing bodies,  and  not  just  minds.  God  gives  the 
gift  of  life  to  parents,  but  parents  have  only 
limited  moral  liability,  as  people  are  respon- 
sible for  just  “so  much”.  Judeo-Christian 
beliefs  are  those  of  equality,  and  equality  is  a 
commitment  to  care  for  all,  and  this  requires 
dependency  on  other  human  beings.  Loyalty  to 
decision  making  processes  and  patients  in 
these  processes  is  what  is  owed  all  decisions  in 
perinatal  care.  The  question  was  raised:  if  truly 
there  is  a future  after  death,  does  this  enter 
into  the  decision  of  the  importance  of  life  on 
earth? 

The  panel  and  small  group  discussions 
expanded  these  topics  and  presentations  with 
individual  case  presentations,  and  often  more 
questions  were  raised  than  answers  given. 

All  agreed  that  people,  society,  and  medi- 
cine have  changed.  What  was  medical  fact  and 
dogma  ten  years  ago  has  changed;  therefore, 
changes  have  come  about  in  society’s  ethical, 
religious,  and  legal  perspectives.  Medicine’s 
ability  to  diagnose  will  probably  always  out- 


strip medicine’s  ability  to  treat.  Our  society’s 
expectations  have  subsequently  changed.  The 
news  media,  through  various  reporting  tech- 
niques, has  given  more  medical  knowledge  to 
society;  therefore,  society  has  changed  its 
demand  upon  the  medical  system.  The  value  of 
health  and  life  have  never  been  more  cherished. 

In  perinatal  medicine,  the  expectations  and 
dreams  of  a life  are  meant.  Decisions  cannot  be 
made  entirely  on  the  “quality  of  life”  or 
“meaningful  life”,  because  these  are  vague 
terms  and  they  are  difficult  to  define  for  each 
individual  and  family.  The  conference  felt  that 
decisions  should  not  be  made  entirely  because 
of  the  degree  of  mental  retardation  or  the 
handicapping  condition.  The  importance  of 
every  infant  having  access  to  medical  compe- 
tent evaluations  before  decisions  are  made  was 
emphasized.  Open  communication  of  the  at- 
tending physician  with  the  family  and  support 
personnel  is  a must.  A hospital  committee  of 
court  should  not  be  involved  in  individual  case 
decisions  with  rare  exceptions,  and  most  of 
these  could  be  avoided  by  open  communication 
by  the  attending  physician. 

As  Dr.  David  Smith,  a theologian,  said, 
“Loyalty  is  what  we  owe  a defective  infant.  We 
owe  respect  and  hope,  care  and  comfort  for  his 
or  her  body,  and  fair  play  and  due  process. 
Sometimes  this  will  mean  we  have  to  kiss  him 
or  her  good-bye,  but  never  without  having  made 
him  or  her  welcome,  and  never  without  a hug, 
and  never  without  regret.” 

We  wish  to  thank  Dr.  Robert  Grant,  Cecilia 
Olsen,  R.N.,  and  Carroll  Hill,  R.N.  of  the  State 
Health  Department  for  their  assistance  in 
coordinating  the  meeting  and  the  reviewing  of 
this  editorial. 
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Non-Operative  Treatment  of 
Large  Common  Bile  Duct  Stones 
and  Hepatic  Abscess 


Retained  or  reformed  common 
bile  duct  (CBD)  stones  repre- 
sent a significant  problem  for 
patients  after  cholecystectomy.  Approximately 
2%  of  patients  require  subsequent  surgery  for 
choledocholithiasis  following  cholecystectomy, 
and  ll7c  of  cholecystectomized  patients 
undergoing  autopsy  have  retained  or  recurrent 
stones  in  the  CBD.*  Re-operation  for  bile  duct 
stones  carries  an  appreciable  operative  mor- 
bidity and  mortality,  particularly  in  elderly 
patients  with  significant  risk  factors. 

Endoscopic  retrograde  cholangiography 
(ERC)  allows  excellent  radiographic  visualiza- 
tion of  the  biliary  tree  and  pre-operative 
assessment  of  the  number,  size  and  location  of 
common  bile  duct  stones.  ERC  also  facilitates 
differentiation  of  calculous  disease  of  the 
biliary  tract  from  other  clinically  similar 
problems,  such  as  bile  duct  strictures,  malig- 
nant obstruction  of  the  biliary  system,  and 
primary  sclerosing  cholangitis.  In  addition, 
endoscopic  sphincterotomy  (incising  the  distal, 
intraduodenal  portion  of  the  CBD  with  an 
endoscopically  positioned  cautery  wire)  per- 
mits non-operative  removal  of  smaller  (less 
than  1 cm  diameter)  CBD  stones.  Unfor- 
tunately, larger  stones  in  the  CBD  are  often 
difficult  to  remove  endoscopically  and  must 
first  be  shrunk  or  crushed. 

We  present  a patient  with  an  hepatic 
abscess  and  large  common  bile  duct  stones, 
who  was  treated  non-operatively  by  endo- 
scopic removal  of  her  stones  following  sphinc- 
terotomy and  by  percutaneous  drainage  of  her 
abscess.  Although  the  CBD  stones  were 
initially  too  large  to  be  removed  endoscopical- 
ly, they  were  partially  dissolved  with  mono- 
octanoin  perfused  into  the  bile  duct  by  an 
endoscopically  placed  nasobiliary  catheter  and 
successfully  removed  8 days  later.  The  use  of 
mono-octanoin  in  patients  with  hepatic  ab- 
scesses has  not  been  previously  reported. 

Case  Report: 

A 57  year  old  woman  was  transferred  to  the 
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University  of  Nebraska  Medical  Center 
(UNMC)  with  an  hepatic  abscess  and  chole- 
docholithiasis. Ten  years  before  this  present 
episode,  she  underwent  cholecystectomy  for 
gallstones.  Seven  years  later  she  presented 
with  obstructive  jaundice.  A percutaneous 
transhepatic  cholangiogram  at  that  time  re- 
vealed a CBD  stricture  and  choledocholithasis. 
At  operation,  the  stones  were  removed,  and 
the  stricture  was  surgically  resected  with  a 
primary  re-anastomosis  of  her  bile  duct.  One 
month  prior  to  transfer  she  noticed  RUQ  pain 
and  nausea  every  few  days.  Two  weeks  before 
transfer  she  was  admitted  to  another  hospital 
with  severe  right  upper  quadrant  pain,  icterus 
and  fever.  Ultrasound  and  needle  aspiration  of 
the  liver  at  that  hospital  revealed  an  8 x 6 cm 
pyogenic  abscess  in  the  right  lobe.  The 
patient’s  fever  and  pain  responded  to  anti- 
biotics and  drainage  of  the  abscess  by  a 
percutaneously-placed  catheter.  The  catheter 
drained  400  to  500  ml/day  of  bilious  material 
and  her  jaundice  improved.  Contrast  material 
injected  into  the  abscess  filled  the  biliary 
system  and  demonstrated  three  large  stones  in 
the  CBD;  a small  amount  of  contrast  did  pass 
into  the  duodenum.  The  patient  was  trans- 
ferred to  UNMC. 

Physical  examination  on  admission  to 
UNMC  revealed  an  afebrile,  nonicteric  patient. 
An  8.3  fr  Ring  biliary  drainage  catheter  was 
passed  intercostally  into  the  patient’s  hepatic 
abscess.  Pertinent  laboratory  studies  included 

*Send  reprint  requests  to  David  A.  Burnett,  M.D..  Department  of  Internal 
Medicine,  University  of  Nebraska  Medical  Center.  42nd  and  Dewey. 
Omaha,  Nebraska  68105. 
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a WBC  of  7.3  with  normal  differential,  T.  bill 
1.2,  SCOT  19  (N<25),  alk  phos  91  (N<80), 
amylase  65  (N<115),  lipase  12  (N<12).  The 
patient  was  taken  to  the  radiology  fluoroscopy 
suite,  where  an  ERC  demonstrated  3 CBD 
stones,  the  largest  with  a diameter  of  2.2  cm 
(Fig.  1).  A 17  mm  long  endoscopic  sphinc- 
terotomy was  performed  (Fig.  2),  but  the 
stones  could  not  be  retrieved  from  the  duct 
because  of  distal  CBD  narrowing  to  a diameter 


% 

. 4 


Figure  1 — Endoscopic  retrograde  cholangiogram 
showing  several  large  CBD  stones  (closed  arrows) 
and  distal  narrowing  of  CBD  (open  arrow).  The 
largest  stone  has  a diameter  of  2.2  cm. 

of  7 mm.  Attempts  to  crush  the  stones  were 
unsuccessful.  The  sphincterotomy  could  not 
be  extended  since  the  narrowed  area  was 
extraduodenal,  and  it  was  feared  that  this 
maneuver  might  cause  duodenal  perforation.  A 
5 fr.  nasobiliary  tube  was  then  passed  via  the 
endoscope  and  positioned  high  in  the  CBD 
(Fig.  3).  Saline  was  perfused  into  the  bile  duct 
at  100  cc/hr  for  twenty-four  hours,  but  a repeat 
cholangiogram  performed  through  the  naso- 
biliary tube  (he  following  day  revealed  that  the 
stones  had  neither  fragmented  nor  passed.  It 
was  then  decided  to  shrink  and  soften  the 
stones  with  infusion  of  mono-octanoin  through 


the  nasobiliary  tube.  After  5 days  of  infusion  of 
mono-octanoin  at  5 ml/hr,  a repeat  cholangio- 
gram showed  the  stones  slightly  smaller,  but  a 
repeat  attempt  at  endoscopic  retrieval  was 
unsuccessful.  Infusion  of  mono-octanoin  into 
the  CBD  was  continued  3 more  days,  and 
endoscopic  retrieval  was  again  attempted. 
This  time  the  stones  were  considerably  smaller 
and  were  removed  with  a basket  and  by 
balloon  catheter  (Fig.  4,  5).  A cholangiogram  3 
days  after  stone  removal  showed  that  the  CBD 
was  free  of  stones  with  a widely  patent 
sphincterotomy  (Fig.  6). 

Drainage  from  the  percutaneous  abscess 
catheter  had  fallen  to  50  cc/day  after  the 
sphincterotomy.  Antibiotics  were  discontinued 
after  the  stones  were  removed,  and  the  patient 
remained  afebrile.  She  was  discharged  with  the 
abscess  catheter  in  place.  Follow-up  ultra- 
sound one  week  later  showed  that  the  abscess 
cavity  was  nearly  obliterated,  and  the  abscess 
catheter  was  withdrawn  over  several  days. 


P'igure  2 — Technique  of  endoscopic  sphinctero- 
tomy showing  sphincterotome  bowed  in  position  in 
the  distal  CFiD  prior  to  cut  (white  arrows).  The 
pancreatic  duct  also  contains  contrast  (black  arrow). 
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DISCUSSION: 

With  the  availability  of  ultrasound,  com- 
puterized tomography,  endoscopic  retrograde 
cholangiography  and  percutaneous  transhepa- 
tic  cholangiography,  evaluation  of  the  biliary 
system  is  possible  in  nearly  all  patients  with 
suspected  biliary  tract  disease.  Since  un- 
suspected choledocholithiasis  accompany- 
ing cholelithiasis  is  not  uncommon  and  may 
not  be  detected  by  surgical  palpation  and 
instrumentation,  a carefully  performed  opera- 
tive cholangiogram  is  mandatory  at  the  time  of 
cholecystectomy  and  should  prevent  most 
instances  of  retained  common  duct  stones-  If 
the  common  bile  duct  has  been  explored,  a T- 
tube  will  be  positioned  in  the  duct.  If  calculi 
were  overlooked  at  operation,  they  may  be 
removed  5-6  weeks  later  via  the  T-tube  tract. 
Under  fluoroscopic  guidance  a steerable  cathe- 
ter is  manipulated  through  the  mature  T-tube 
tract  into  the  common  duct.  The  stones  are 
then  captured  in  a Dormia  basket  and  crushed 


Figure  3 — Endoscopically  placed  nasobiliary  tube 
positioned  with  tip  high  in  the  CBD  (closed  black 
arrow)  above  several  CBD  stones.  A sphincterotomy 
is  widely  patent  (open  arrow),  but  a narrowed  segment 
of  CBD  measuring  7mm  lies  extraduodenal  and 
prevents  passage  of  the  stones  (white  arrows). 


Figure  4 — Stone  grasped  in  Dormia  basket 
introduced  endoscopically  into  the  CBD. 


or  extracted.^  In  those  patients  without  a T- 
tube,  retained  or  reformed  biliary  calculi  may 
be  managed  endoscopically. 

The  availability  of  side-viewing  duodeno- 
scopes  with  large  channels  has  allowed  en- 
doscopic introduction  of  sphincterotomes, 
drainage  catheters,  balloon  catheters,  and 
stone  retrival  baskets  into  the  bile  ducts. 
Endoscopic  sphincterotomy,  in  which  the 
distal  intraduodenal  portion  of  the  common 
bile  duct  is  transected  with  an  electrocautery 
wire  to  enlarge  the  opening  between  CBD  and 
duodenum,  allows  passage  or  retrieval  of  most 
CBD  stones.  The  procedure  is  associated  with 
morbidity  and  mortality  less  than  5 and  1%, 
respectively,  which  compares  very  favorably 
with  surgical  experience. Major  complica- 
tions include  bleeding,  duodenal  perforation, 
and  pancreatitis.  For  patients  without  a T-tube 
who  have  had  a previous  cholecystectomy  or 
for  patients  with  the  gallbladder  present  but  at 
high  risk  for  surgery,  we  believe  endoscopic 
sphincterotomy  is  the  procedure  of  choice  for 
treatment  of  CBD  stones. 
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In  some  patients,  large  stones  cannot  be 
delivered  through  the  sphincterotomy  incision. 
This  is  especially  true  in  patients  with  distal 
narrowing  of  the  CBD  in  whom  the  sphinc- 
terotomy incision  cannot  be  extended  because 
of  a narrowed,  extraduodenal  portion  of  the 
duct,  as  illustrated  by  this  case.  We  were  able 
to  finally  remove  the  stones  in  this  patient 
after  first  shrinking  them  by  perfusion  of  the 
CBD  with  mono-octanoin  through  an  endo- 
scopically  inserted  nasobiliary  tube.  Mono- 
octanoin  is  a medium  chain  mono-glyceride  in 
which  cholesterol  is  highly  soluble.®  ' Mono- 
octanoin  has  effectively  dissolved  cholesterol 
stones  in  the  CBD  when  infused  through  a T- 
tube.®  Our  patient  did  not  have  a T-tube,  but 
mono-octanoin  could  be  infused  into  the  CBD 
through  the  endoscopically  placed  nasobiliary 
catheter.  It  was  not  necessary  to  completely 
dissolve  the  stones,  which  can  take  up  to  three 
weeks  of  continuous  perfusion,  but  only  to 
reduce  the  caliber  of  the  stones  so  that  they 
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Figure  — A bulloon  catheter  (large  arrow) 
positioned  above  several  small  stones  in  the  ('HD 
(small  arrows).  The  catheter  is  introduced  high  into 
the  CHI),  and  the  balloon  then  inflated  to  I cm 
diameter.  Stones  are  pulled  from  the  duct  as  the 
catheter  is  withdrawn. 


could  be  grasped  and  delivered  through  the 
sphincterotomy  incision.  Mono-octanoin  has 
not  previously  been  employed  in  a patient  with 
an  hepatic  abscess,  but  the  agent  is  bacterio- 
static and  remains  sterile.  Our  case  suggests 
that  with  antibiotics  and  adequate  drainage  of 
the  abscess  by  a percutaneously  placed  cathe- 
ter and  drainage  of  the  bile  ducts  by  endo- 
scopic sphincterotomy,  infusion  of  mono- 
octanoin  can  be  safely  attempted. 


Figure  6 — Follow-up  cholangiogram  showing  the 
CBD  free  of  stones  with  a widely  patent  sphinctero- 
tomy (arrow). 


This  case  also  demonstrates  that  treatment 
of  pyogenic  hepatic  abscesses  with  per- 
cutaneous tube  drainage  and  antibiotics  may 
be  effective  therapy  if  adequate  drainage  of  the 
bile  ducts  is  present.  Several  series  have 
reported  successful  medical  management  of 
pyogenic  hepatic  abscesses®,  but  few  patients 
have  been  treated  by  combined  percutaneous 
drainage  and  sphincterotomy.  In  our  patient 
there  was  incomplete  obstruction  of  tbe  distal 
CBD  when  the  patient  first  presented,  evi- 
denced by  the  large  volume  of  bilious  drainage 
from  the  hepatic  abscess  which  fell  markedly 
immediately  after  sphincterotomy.  The  hepatic 
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abscess  probably  arose  in  this  patient  from 
biliary  tract  obstruction  and  cholangitis.  When 
the  obstruction  was  relieved,  the  abscess  then 
resolved  with  medical  therapy. 

Although  this  patient  required  twelve  days 
of  hospitalization  after  sphincterotomy  be- 
cause of  her  complicated  course  (abscess,  large 
stones),  most  of  our  patients  are  discharged 
two  or  three  days  after  an  uncomplicated 
sphincterotomy  and  stone  extraction.  As  is 
illustrated  by  this  case,  endoscopic  sphinc- 
terotomy offers  an  attractive  alternative  to 
operative  management  of  patients  with  cho- 
ledocholithiasis,  even  when  complicated  by 
large  stones  and  hepatic  abscess. 

Summary: 

A patient  presented  10  years  after  cho- 
lecystectomy with  large  common  bile  duct 
stones  and  an  hepatic  abscess.  She  was  treated 
by  percutaneous  catheter  drainage  of  her 
hepatic  abscess  and  endoscopic  sphinctero- 
tomy. The  large  stones  could  not  initially  be 
delivered  through  the  sphincterotomy  incision, 
so  mono-octanoin  was  perfused  into  the  CBD 
through  an  endoscopically  placed  nasobiliary 
tube.  After  eight  days  of  mono-octanoin 
perfusion,  the  stones  were  small  enough  to  be 


retrieved  endoscopically.  Endoscopic  sphinc- 
terotomy offers  an  attractive  alternative  to 
operative  management  of  patients  with  cho- 
ledocholithiasis,  even  when  complicated  by 
large  stones  and  hepatic  abscess. 
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Intensive  Monitoring  of 
Epileptic  Patients 


The  diagnosis  of  epilepsy,  in- 
cluding the  specification  of 
seizure  type,  is  based  upon  a 
careful  personal  and  family  history  with 
emphasis  upon  detailed  descriptions  of  the 
patient’s  seizures  elicited  from  witnesses.  The 
electroencephalogram  (EEG)  in  most  cases 
confirms  the  diagnosis,  but  does  not  by  itself 
make  the  diagnosis.  Once  the  diagnosis  has 
been  established,  further  studies,  including  the 
neurological  examination,  blood  chemistries, 
and  in  some  cases  computed  tomographic  scan 
of  the  head,  are  used  to  try  to  determine  the 
cause  of  the  seizures.  Sometimes  the  EEG 
may  be  sufficient;  for  example,  the  finding  of 
the  3 per  sec  spike-and-wave  pattern  in  a child 
with  staring  spells  would  indicate  that  the  child 
has  primary  generalized  epilepsy  of  the  ab- 
sence (petit  mal)  type  not  secondary  to 
structural  disease  of  the  brain. 

In  some  cases  the  history  and/or  description 
of  the  “ictal  events”*  may  be  inadequate  or  the 
patient  or  other  observers  are  unreliable,  and 
the  EEG  findings  may  be  equivocal  or 
negative.  These  cases  are  diagnostic  chal- 
lenges for  the  physician,  who  needs  to  be 
certain  of  the  diagnosis,  not  only  to  assure 
appropriate  treatment,  but  also  because  of  the 
psychological,  social,  occupational,  and  educa- 
tional problems  associated  with  epilepsy. 
Repeating  part  or  all  of  the  basic  work-up  may 
or  may  not  yield  useful  new  information.  There 
are  also  patients  who  have  more  than  one  type 
of  seizure.  Others  suffer  both  from  true 
epileptic  seizures  and  seizure-like  conversion 
reactions  (hysteria),  estimated  to  be  about 
10%  of  epileptics,  but  may  be  higher.  Sorting 
out  such  complex  diagnostic  problems  can  be 
difficult. 

In  the  past  it  was  considered  useful,  in 
selected  cases,  to  induce  ictal  events  by  any  of 
a variety  of  provocative  techniques.  This 
included  the  administration  of  convulsant 
drugs,  so  that  seizures  could  be  directly 
observed  by  a clinician  and  simultaneously 
recorded  on  film  and  by  EEG  for  further 
review.  It  was  later  determined  that  seizures  so 
induced  are  not  always  typical  of  patients’ 
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natural  seizures,  and  that  seizures  may  even  be 
induced  in  some  nonepileptics. 

The  currently  preferred  approach  is  to 
record  spontaneously  occurring  ictal  episodes, 
if  possible.  This  may  take  considerable  time 
and  patience.  Hospital  and  laboratory  time  is 
costly.  The  method  of  intensive  monitoring  has 
been  developed  in  order  to  obtain  the  desired 
data  within  reasonable  cost  limits.  It  is  derived 
from  the  previous  method  of  simultaneously 
recording  the  EEG  and  motion  pictures  of  the 
patient  during  induced  ictal  events,  but  it 
employs  more  sophisticated  equipment  con- 
figurations which  both  increase  efficiency  and 
hold  down  costs.  Approximately  three  dozen 
clinical  intensive  monitoring  facilities  are  now 
in  operation  in  the  United  States,  and  several 
more  abroad.'  No  two  of  them  are  exactly  alike. 
An  example  of  such  a facility  is  that  at  the 
University  of  Nebraska  Hospital. 

An  EEG  recording  is  obtained  while  the 
patient  is  housed  in  a private  room  on  the  same 
hospital  floor  as  the  EEG  laboratory,  using  a 
radio  telemetry  link  between  the  patient  and 
the  EEG  recording  apparatus.  There  are 
several  advantages  to  using  the  radio  telemetry 
link  rather  than  conventional  cable  connec- 
tions. One  is  reduction  of  artifacts  due  to 
movement  and  electrical  interference.  Another 
advantage,  especially  important  during  pro- 
longed recording  sessions,  is  the  freedom  of 
movement  and  privacy  afforded  the  patient. 

•'Phe  term  "ictnl  event”  is  used  here  to  include  both  genuine  epileptic 
seizures  and  other  events  which  resemble  seizures  but  are  in  the  last 
analysis  determined  to  he  nonepileptic,  the  differentiation  of  which  is 
the  major  purpose  of  the  diagnostic  work  up. 
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The  EEG  signals  are  led  from  special  short- 
lead  electrodes  into  a small  telemetry  pack 
which  is  carried  on  top  of  the  patient’s  head 
(Figure  1).  A signal  carrying  14  channels  of 


EEG  is  radiated  to  receiving  antennae  and 
decoding  equipment  in  the  EEG  laboratory, 
and  permanently  recorded  by  an  instrumenta- 
tion magnetic  tape  recorder  (Figure  2A).  The 


Figure  1 


Principal  instruments  involved  in  intensive  moni- 
toring of  epilepsy  patients.  See  Figure  2 for  details 
of  interfacing.  Clockwise  from  the  upper  right:  large 
TV  MONITOR  showing  “patient”  in  the  patient’s 
room  and  digital  real  time  display;  INSTRUMENTA- 
TION TAPE  RECORDER;  RECEIVER/DEMOD- 
ULATOR units;  TIME  CODE  GENERATOR  show- 
ing real  time  display;  MICROPHONE  MIXER; 


VIDEO  TAPE  RECORDER;  REMOTE  CAMERA 
CONTROLS.  A conventional  EEG  instrument  with 
ink-writer  output  stands  just  to  the  left,  out  of  the 
picture.  Inset:  A technician,  posing  as  a patient, 
showing  the  TRANSMITTER  (top)  and  adjustable 
headband  holding  the  transmitter  (supplementary 
bandaging  omitted). 
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EEG  signals  may  be  written  out  on  chart  paper 
at  the  time  of  acquisition  or  at  any  time  later 
by  playing  the  tape  recorder  output  into  the 
EEG  instrument.  By  leading  the  signals 
through  the  differential  amplifiers  of  the 
EEG  instrument,  a variety  of  referential  and 
bipolar  recording  montages  may  be  selected  or 
constructed,  and  the  signals  may  be  filtered  or 
adjusted  in  amplitude.  The  time  of  day  is 
electronically  encoded  and  stored  continuous- 
ly with  the  EEG  recording. 

Video  and  audio  recordings  of  the  patient’s 
overt  behavior  are  obtained  simultaneously 
(Figure  2b).  A video  camera  is  mounted  above 
the  patient’s  bed,  and  the  direction,  focus, 
brightness  and  field  of  view  can  be  controlled 
remotely  from  the  EEG  laboratory.  A time-of- 
day  display,  which  is  synchronized  with  that 
stored  with  the  EEG  recording,  is  added  to  the 
video  signal  and  is  permanently  recorded  on  a 
video  tape  recorder.  The  video  display  may  be 
viewed,  or  reviewed,  during  subsequent  play- 
back, at  separate  monitors  in  the  nurses’ 
station  and  in  the  EEG  laboratory.  The  video 
tape  recorder  has  time-lapse  features  to 
facilitate  long-term  recording  and  accelerated 
review  of  the  recording. 

The  auditory  recording  is  stored  on  the  tape 
along  with  the  video  signal.  A microphone 
positioned  over  the  patient’s  bed  is  on  at  all 
times  during  a recording  session.  The  patient 
can  report  when  he  thinks  he  is  going  to  have  a 
seizure,  is  having  one,  or  has  just  had  one. 
Separate  microphones  in  the  nurses’  station 
and  the  EEG  laboratory  may  be  used  by  on- 
duty  personnel  to  enter  directly  onto  the  tapes 
comments  about  ictal  or  other  events  observed 
on  the  TV  screen. 

To  illustrate  the  clinical  usefulness  of  the 
technique  a report  of  a single  case  is  presented 
from  among  the  several  dozen  patients  eval- 
uated since  the  technique  was  initiated. 

Case  Report 

The  patient  was  a 12  year  old  girl  who  had 
been  treated  with  phenobarbital  for  “major 
motor  seizures”  starting  at  2 weeks  of  age.  She 
had  several  seizures,  both  with  and  without 
fever,  over  an  unclearly  specified  period  of 
time.  Phenobarbital  was  discontinued  at  5 
years  of  age,  and  the  patient  remained  seizure 
free.  At  10  years  she  began  to  have  episodes  of 


shaking  of  the  right  arm,  occasionally  with 
urinary  incontinence.  Between  10  and  12  years 
of  age  these  evolved  to  include  both  arms  and 
both  legs  with  dystonic  posturing  of  the  feet 
and  eyes  “rolling  back.”  The  episodes  gradually 
increased  in  frequency  and  severity.  Con- 
sciousness was  never  lost  during  these  epi- 
sodes, which  occurred  more  frequently  during 
physical  education  class,  especially  while 
running  or  upon  executing  any  sudden  move- 
ment. An  EEG  in  another  city  one  month 
before  admission  was  reported  as  normal. 

The  results  of  physical  examination  on 
admission  were  normal,  save  for  evidence  of  a 
previously  known  minor  cardiac  problem 
which  had  already  been  demonstrated  to  be 
uncorrelated  with  the  patient’s  ictal  events. 
Laboratory  tests  revealed  no  significant  ab- 
normalities. CT  scan  with  and  without  contrast 
was  normal. 

On  the  day  following  admission,  intensive 
monitoring  of  the  patient  was  started  at  10:52 
AM  and  continued  until  4:43  PM;  started 
again  at  10:51  PM  and  continued  until  6:32 
o’clock  the  following  morning.  EEG  (14  chan- 
nels) was  recorded  by  telemeti’y  onto  magnetic 
and  paper  tape,  and  TV  pictures  were  mon- 
itored and  recorded  on  TV  recording  tape  in 
the  time  lapse  mode  (9:1)  most  of  the  time,  but 
in  real  time  for  short  intervals.  As  the  patient 
was  entering  the  recording  laboratory  at  10:52 
AM,  she  had  an  ictal  event  which  was 
fortunately  recorded  in  all  modalities.  At  1 1:44 
AM  the  patient  had  a second  event  while 
performing  a “jumping  jack”  exercise.  The 
patient  was  conscious  during  both  of  the 
events  and  reported  them  to  be  her  “seizures.” 
The  events  were  similar,  but  not  identical, 
consisting  of  quasi-purposeful  movements, 
especially  of  the  right  arm.  The  EEG  pattern 
was  normal,  both  awake  and  asleep.  There  was 
no  change  in  ongoing  EEG  pattern  before, 
during,  or  after  the  2 ictal  events. 

A second  similar  recording  of  38  minutes 
duration  was  made  2 days  later  with  the  TV 
recorded  in  real  time  throughout.  During  the 
recording  5 ictal  events  were  observed  and 
recorded,  all  induced  by  repetitive  exercises 
(foot  tapping,  “jumping  jack,”  etc.).  All  con- 
sisted of  quasi-purposeful  movements,  choreo- 
athetoid  in  character,  especially  of  the  arms, 
and  while  similar  to  one  another,  were  not 
identical.  Again  the  patient  remained  con- 
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scious  during  all  of  the  events.  EEG  patterns 
were  unchanged  throughout. 

In  view  of  these  results,  and  after  a careful 
review  by  the  attending  neurologist  of  the 


movements  as  recorded  on  the  TV  tapes,  a 
diagnosis  of  kinesigenic  paroxysmal  choreo- 
athetosis  was  made.  Anticonvulsant  medica- 
tion was  gradually  withdrawn  and  the  patient 
placed  on  clorazepate  with  subsequent  im- 


a. 


Figure  2 


Schematic  diagram  of  EEG  and  video  recording 
components  of  the  intensive  monitoring  system. 
EEG  signals  are  transmitted  from  the  patient  for 
storage  on  the  INSTRUMENTATION  TAPE  RE- 
CORDER and  eventual  write-out  on  the  EEG 
INSTRUMENT.  Similarily,  the  video  signal  is  stored 
on  a VIDEO  TAPE  RECORDER  for  review  and 


detailed  analysis.  Video  and  EEG  recordings  are 
synchronized  by  means  of  master  signals  from  the 
TIME  CODE  GENERATOR,  which  is  common  to  the 
video  and  EEG  components  of  the  system.  M: 
microphones.  Only  the  TRANSMITTER,  the  wall- 
mounted  TV  CAMERA,  and  a microphone  are  in  the 
patient’s  room. 
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provement  in  her  motor  disorder.  Further 
investigation  has  revealed  a positive  family 
history  of  a choreo-athetoid  movement  dis- 
order. 

Discussion 

Applications  of  intensive  monitoring  pro- 
cedures vary,  depending  upon  the  nature  of 
the  operations  of  each  medical  center.  Some 
laboratories  are  devoted  primarily  to  the 
evaluation  of  difficult  to  diagnose  epileptic 
patients.  Another  application  is  the  evaluation 
of  anticonvulsant  treatment  in  patients  with 
difficult  to  control  seizures,  in  patients  with 
mixed  seizure  disorders,  and  especially  in 
children  with  absence  seizures  in  whom 
improvement  is  difficult  to  measure  clinically. 
The  number  of  clinical  seizures  and  number  of 
seizure  discharges  in  the  EEG  per  unit  time 
(e.g.,  per  day)  are  used  as  quantitative 
measures  of  therapeutic  change.  Other  in- 
tensive monitoring  laboratories  are  devoted 
primarily  to  the  precise  localization  of  epi- 
leptogenic foci  in  the  brains  of  patients  with 
intractable  seizures,  preliminary  to  the  surgical 
removal  of  such  tissue.  Similar  laboratories  are 
devoted  to  the  evaluation  of  sleep  disorders: 


patients  with  sleep  apnea  syndrome,  nocturnal 
myoclonus,  etc.  Additional  intensive  monitor- 
ing laboratories  will  undoubtedly  be  estab- 
lished in  the  next  few  years,  but  they  are  likely 
to  be  confined  to  large  tertiary  referral  and 
care  centers  where  utilization  is  sufficiently 
frequent  to  make  them  economically  feasible. 

Summary 

Intensive  monitoring  of  EEG  with  video 
monitoring  and  tape  recording  has  been 
introduced  as  an  adjunctive  method  in  the 
diagnosis  of  epilepsy.  One  such  recording 
system  is  described,  and  an  illustrative  case  is 
presented.  Applications  vary,  depending  upon 
the  nature  of  the  operations  of  each  medical 
center. 

We  wish  to  thank  Dr.  George  J.  Wolcott  of 
Lincoln,  Clinical  Assistant  Professor  of  Neu- 
rology, for  permitting  us  to  evaluate  the 
interesting  patient  described. 

General  Reference 

1.  Wada  JA,  and  Penry  JK,  Eds.  Advances  in 
Epileptology,  section  on  Intensive  Monitoring,  pp.  29- 
132,  Raven  Press,  New  York,  Pp.  589,  1980. 
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Nebraska  Physicians 
in  the  Nuclear  Age 


“The  unleashed  power  of  the  atom  has 
changed  everything  except  our  ways  of  thinking. 
Thus,  we  are  drifting  toward  a catastrophe 
beyond  comparison.  We  shall  require  a sub- 
stantially new  manner  of  thinking  if  mankind  is 
to  survive. 

— Albert  Einstein 

The  American  College  of  Phy- 
sicians has  urged  that  “medical 
care  professionals  be  trained  to 
triage  and  to  treat  blast,  radiation,  and  burn 
injuries”  that  would  result  from  a radiaton 
accident.^  They  endorse  “increased  public 
education  about  the  medical  consequences  of 
radiation  accidents”^  and  “increased  profes- 
sional and  public  education  about  the  medical 
consequences  of  nuclear  war.”^  Medical  ethi- 
cists  have  concluded  that  nuclear  weaponry 
constitutes  a “central  and  absolute  moral 
issue”  for  the  medical  profession,^  and  that 
prevention  of  nuclear  war  is  “an  imperative 
consistent  with  the  historic  tradition  of  the 
social  responsibility  of  health  professionals.”® 
Cardiologist  Bernard  Lown,  in  considering 
physicians  and  the  nuclear  arms  race,  states 
that  “all  of  us  need  to  re-examine  our  level  of 
concern  and  involvement  with  this  issue.”' 

Such  mandates  spring  from  the  nature  of  the 
human  nuclear  dilemma.  It  is  reasonable  that 
we,  as  Nebraska  physicians,  accept  them.  Yet 
the  nature  of  nuclear  problems  in  Nebraska 
has  not  been  widely  conveyed  or  fully  under- 
stood. This  is  not  due  to  a lack  of  local  nuclear 
issues. 

Nuclear  War 

In  1981  all  three  Lincoln  hospitals  joined  the 
Civilian-Military  Hospital  Contingency  Plan 
of  the  Department  of  Defense.  The  forward  to 
this  Plan  states  “Because  of  the  technical 
advances  in  weaponry  and  the  great  mobility  of 
armies  today,  a future  large  scale  war  overseas 
will  probably  begin  and  end  very  rapidly  and 
produce  casualties  at  a higher  rate  than  any 
other  war  in  history.”®  The  present  Adminis- 
tration has  voiced  belief  in  the  possibility  of 
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winning  both  limited®  and  protracted'®  nuclear 
conflicts.  It  seems  reasonable  to  conclude 
that  “a  large-scale  war  overseas,”  which 
“begin(s)  and  end(s)  very  rapidly,”  will  be  a 
limited  nuclear  war.  Most  authorities  believe 
that  such  limitation  is  very  unlikely  to  occur."  '^ 
One  authority  believes  that  participation  in 
these  programs  is  unethical  because  it 
indulges  “the  false  belief  that  mechanisms  of 
survival,  in  any  meaningful  social  sense, 
are  possible.”'®  Hospitals  in  New  York,  San 
Francisco,  and  Boston  have  refused  to  par- 
ticipate in  the  Plan  for  this  reason.''* 

It  seems  unlikely  that  Lincoln  is  prepared 
for  the  485  victims  of  blast,  burn,  and  radiation 
which  it  has  tentatively  agreed  to  accept.  This 
matter  has  not  been  examined  in  a professional 
form. 

High  Level  Nuclear  Waste 

On  August  3,  1982  the  Agriculture  and 
Environment  Committee  of  the  Nebraska 
State  Legislature  held  a Hearing  on  the 
Nebraska  Public  Power  District’s  plan  to 
transport  high  level  nuclear  waste  from  the 
Cooper  Nuclear  Station  near  Brownville 
through  southeastern  Nebraska,  including  Lin- 
coln. As  the  only  physician  to  participate  in 
these  hearings,  I emphasized  that  this  is  a very 
new  problem  which  will  not  be  resolved  until 
Tutankhamun  has  reached  his  present  age, 
3,325  years,  one  hundred  more  times.  I urged 
that  high  level  nuclear  waste  be  managed  “in  a 
coordinated  manner  by  appropriate  govern- 
mental and  independent  scientific  bodies.”'® 
The  current  management  of  these  materials 
does  not  fit  this  description  at  all. 

The  thirty  proposed  shipments,  originally 
scheduled  to  begin  in  September,  1982,  were 

•Request  for  reprints:  John  A.  Hansen,  M.D.,  Downtown  Health  Clinic  P.C., 
901  Lincoln  Benefit  Life  Building,  Lincoln,  Nebraska  68508 
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arranged  out  of  court  by  lawyers  of  NPPD  and 
General  Electric  as  resolution  of  an  argument 
over  whose  contractual  responsibility  it  is  to 
possess  what  has  become  a nuclear  albatross. 
Before  the  danger  and  expense  of  nuclear  fuel 
reprocessing  became  apparent,  when  the  com- 
panies made  their  initial  agreement,  it  was 
thought  that  spent  nuclear  fuel  would  be  an 
asset.  These  shipments  are  for  temporary 
storage  in  Morris,  Illinois,  and  the  waste  might 
well  cross  Nebraska  again  on  its  way  to 
“perpetual  care”  at  a yet  unfound  western 
United  States  location.  Opponents  urge  on- 
site dry  storage  until  a more  permanent 
arrangement  is  made.  It  has  been  argued  in 
detail  and  with  documentation  that  the  Gen- 
eral Electric  IF300  casks  proposed  to  carry  the 
high  level  nuclear  waste  have  never  been 
adequately  tested. At  the  Legislative  Hearing 
industry  spokespersons  asserted  that  the 
casks  are  safe.  On  October  8,  1982,  it  was 
reported  that  the  Nuclear  Regulatory  Com- 
mission had  “deleted  its  certification”  of  the 
casks  for  the  use  NPPD  intends  because  of 
inadequate  testing.'” 

This  material  is  a pernicious  public  health 
problem  which  merits  vigorous  physician 
input. 

Low-level  Nuclear  Waste 

On  October  5,  1982  the  Nebraska  Depart- 
ment of  Environmental  Control  held  in  Lincoln 
the  second  of  ten  state-wide  meetings  de- 
signed to  inform  the  public  about  our  present 
crisis  in  low-level  nuclear  waste  disposal  and  to 
enlist  support  for  the  measures  being  taken  to 
manage  these  wastes.  The  only  three  disposal 
sites  available  nationally  are  beginning  to  limit 
access.  As  a result  the  1983  Unicameral  must 
pass  legislation  outlining  our  commitment  to  a 
regional  disposal  site  or  Nebraska  could  face 
accumulation  of  nuclear  wastes  in  nuclear 
power,  medical,  and  industrial  settings  as  early 
as  January,  1984."*  Dr.  Richard  Peterson  of 
Omaha  stated  that  these  wastes  contain 
isotopes  such  as  cesium,  with  half-lives  as  long 
as  25  to  30  years.  If  ten  half-lives  are 
considered  to  offer  safety,  then  these  materials 
must  be  managed  for  300  years.  Former 
disasters  in  low-level  nuclear  waste  manage- 
ment, such  as  occurred  at  the  nation’s  largest 
commercial  low-level  waste  facility,  Maxey 
F'lats,  Kentucky,  are  not  likely  to  occur  again, 
according  to  Dr.  Peterson.  As  the  only  Lincoln 


physician  to  contribute  to  this  meeting,  I was 
concerned  that  the  present  crisis  does  not 
indicate  the  magnitude  of  foresight  required 
by  these  materials. 

Low-level  nuclear  waste  management  re- 
quires physician  involvement  to  insure  public 
safety  and  an  uncompromised  flow  of  benefit 
from  nuclear  medicine. 

Medical  Approach  to  Radiation  Accidents 

On  May  2,  1982,  at  the  Annual  Session  of 
the  Nebraska  Medical  Association,  C.  C. 
Lushbaugh,  M.D.  of  Oak  Ridge,  Tennessee, 
spoke  on  “Medical  Aspects  of  a Radiation 
Accident.”  Dr.  Lushbaugh  is,  by  his  own 
description,  supported  by  the  federal  govern- 
ment to  provide  a hospital  service  for  the 
specialized  treatment  of  radiation  injury.  He 
also  travels  internationally  speaking  on  this 
subject. 

Dr.  Lushbaugh  minimized  the  partial  core 
meltdown  at  Three  Mile  Island,  pointing  out 
that  no  one  was  hurt  by  this.  His  major  point  of 
discussion  on  this  subject  was  to  make  light  of 
people  who  fled  the  area  and  presented  for 
medical  care  hundreds  of  miles  away  with 
functional  gastrointestinal  symptoms  which 
they  thought  were  due  to  radiation  illness. 

A complete  core  meltdown,  the  yet  to  be 
seen  “China  Syndrome,”  was  averted  by  30  to 
60  minutes'^  at  Three  Mile  Island  through 
fortuity,2"  not  informed  action.  The  result  of 
this  partial  meltdown  is  an  extremely  radio- 
active “rubbleized”  reactor  core,  which  has  yet 
to  be  opened,  and  a million  gallons  of  “ultra- 
hazardous”  contaminated  water  in  the  contain- 
ment building  for  which  a disposal  plan  has  not 
been  determined.^' 

Dr.  Lushbaugh  presented  a review  of  the 
literature  of  known  deaths  caused  by  radiation. 
His  series  admitted  less  than  fifty  cases.  Most 
were  research  and  industry  accidents  where 
individuals  were  exposed  to  huge  doses  and 
died  within  48  hours.  Edward  Teller,  Ph.D., 
the  “Father  of  the  Hydrogen  Bomb,”  shares 
this  view  of  the  literature.  “Since  1945,  the 
number  of  people  killed  by  radiation  can  be 
counted  in  the  dozens.”'^'^ 

The  exclusion  of  the  experience  of  Hiro- 
shima and  Nagisaki  appears  arbitrary  and 
condemns  this  academic  process  to  unin- 
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formed  conclusions.  Further,  Dr.  Teller’s 
statement  is  untrue.  Lyon  has  documented  52 
excess  deaths  from  childhood  leukemias  in 
Utah  attributable  to  fallout  from  26  atmos- 
pheric nuclear  tests.-'*  The  United  States  has 
conducted  212  atmospheric  nuclear  tests.  The 
Center  for  Disease  Control  documented  a 2.2 
fold  increase  in  leukemia  deaths  in  service 
personnel  present  at  one  atmospheric  nuclear 
test.-^  A ten  fold  increase  in  lung  cancers  in 
uranium  miners  with  ten  years  experience,-’* 
and  increased  malignancies  in  persons  ir- 
radiated for  ringworm,-®  acne,  upper  respira- 
toi7  inflammation,^'  or  thyromegaly-®  have 
expanded  the  spectrum  of  concern.  The  long 
term  health  effects  of  400,000  gallons  of  high 
level  waste  leaked  from  storage  at  Hanford, 
Washington,-^  or  of  the  400  kilograms  of 
plutonium  estimated  to  be  deposited  in  U.S. 
topsoil*®  can  only  be  guessed. 

In  considering  radiation  and  human  health, 
the  academic  process  must  remain  serious, 
rigorous,  and  strive  for  objectivity. 

Conclusion 

Nebraska  physicians  have  a professional 
obligation  to  apply  themselves  to  the  problems 
of  the  nuclear  age.  There  are  many  nuclear 
problems  in  Nebraska  which  suffer  from  a lack 
of  physician  input  and  which  require  “a  new 
manner  of  thinking.” 
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FRACTURE  OF  THE  MONTH 


Delayed  Displacement  of  an 
Unrecognized  Odontoid  Fracture 


A 22-year-old  man  was  brought  to 
the  Emergency  Room  after  an 
automobile  accident  in  which 
he  sustained  facial  lacerations  and  a severe 
valgus  injury  to  his  right  knee.  When  he  also 
complained  of  some  pain  in  his  neck,  a 
screening  x-ray  of  the  cervical  spine  was 
obtained  and  interpreted  as  normal  (Figure  1). 
Two  days  after  his  injury  he  underwent 
operative  repair  of  the  disrupted  medial 
capsule  and  ligamentous  structure  of  the  right 
knee.  On  the  third  postoperative  day  he 
complained  of  increasing  neck  pain.  X-rays  of 
the  cervical  spine  were  repeated  and  showed  a 
completely  displaced  fracture  of  the  odontoid 
(Figure  2).  No  neurologic  deficit  was  evident 
on  careful  examination. 

Discussion 

The  ease  with  which  the  cervical  spine  can 
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be  fractured  is  exceeded  only  by  the  ease  with 
which  the  fracture  may  be  overlooked.  Injuries 
to  the  dens  are  particularly  likely  to  be 
overlooked  in  children  who  fall  or  sustain  a 
“trivial”  injury.  Such  unrecognized  odontoid 
fractures  are  now  considered  to  be  a prime 
source  of  the  os  odontoideum,  once  thought  to 
be  a congenital  abnormality  of  ossification. 
Children  diagnosed  as  a “floppy  child”  or 
suffering  a congenital  myopathy  must  be 


Figure  1 — The  screening  lateral  xray  of  the 
cervical  spine  at  the  time  of  admission  was  inter- 
preted as  showing  no  injury. 
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carefully  evaluated  for  birth  injury  to  the 
cervical  spine  before  the  diagnosis  is  accepted.' 

Approximately  one  of  five  victims  of  fatal 
traffic  accidents  autopsied  by  Bucholz  and  co- 
workers had  sustained  injuries  to  the  upper 
cei-vical  spine.-  Half  of  these  were  not  sus- 
pected clinically  before  the  detailed  post- 
mortem examination.  Many  other  reports 
indicate  that  about  fifty  percent  of  odontoid 
fractures  are  not  diagnosed  at  the  time  of  initial 
assessment.  Such  findings  mandate  that  the 
neck  of  any  patient  sustaining  multiple  injuries 
should  be  immobilized  adequately  and  as- 
sessed carefully  by  clinical  and  roentgeno- 
graphic  examination. 

A major  neurologic  deficit  occurs  in  ap- 
proximately five  to  ten  percent  of  odontoid 
fractures  that  are  recognized  at  the  time  of 
injury.  Delayed  neurologic  deficit  including 
bazaar  weakness,  paresthesias  or  drop  attacks 
associated  with  myelopathy  can  result  from 
instability  of  the  odontoid  fracture  many  years 
after  the  original  injury. 

The  management  of  the  odontoid  fracture  is 
still  debated  because  of  a reportedly  high 


frequency  of  non-union.  Operative  fixation  and 
wiring  has  its  strong  advocates,^  although  most 
agree  that  operative  treatment  is  not  indicated 
for  the  odontoid  fracture  of  a child.  Closed 
treatment  of  these  fractures  can  be  successful 
if  one  is  careful  to  avoid  distracting  the 
fracture.  The  basic  cause  for  the  high  fre- 
quency of  non-unions  appears  to  have  been  the 
tendency  in  the  past  to  use  traction  for  six  to 
eight  weeks  prior  to  cast  immobilization.  This 
ignored  the  fact  that  the  odontoid  is  frequently 
fractured  by  an  avulsion  from  pull  of  the  alar 
ligaments.^  Further  traction  only  reproduces 
the  original  mechamism  of  injury.  It  must  be 
kept  in  mind  that  the  odontoid  is  actually  the 
body  of  the  first  cervical  vertebra.  Even  light 
traction  opens  up  spaces  considerably  be- 
tween the  upper  vertebral  bodies  and  should 
be  avoided. 

The  method  of  management  used  for  this 
patient  was  to  reduce  the  displaced  odontoid 
fracture  by  light  halo  traction  and  neck 
extension.  Once  the  fracture  was  reduced,  the 
traction  was  eliminated  and  the  halo  was 
attached  to  a body  cast  (Figure  3).  The  patient 
was  then  able  to 'walk  in  the  halo  cast  using  a 


Figure  2 — Xray  of  the  cervical  spine  five  days 
post  injury  showed  a completely  displaced  fracture 
of  the  odontoid. 
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Figure  3 — The  fracture  was  reduced  by  extending 
the  cervical  spine  and  applying  a halo  cast.  (From 
Connolly,  J.F.:  Depalma’s  Management  of  Fractures 
and  Dislocations,  Philadelphia,  W.B.  Saunders  Co., 
1981) 

brace  to  protect  the  repaired  knee  ligaments. 
The  halo  cast  was  removed  at  fourteen  weeks 


Figure  4 — Roentgenogram  after  sixteen  weeks  of 
halo' cast  showed  stable  union  of  the  odontoid  frac- 


spine.  Any  patient  with  neck  pain,  particularly 
associated  with  multiple  injuries,  should  be 
carefully  and  repeatedly  assessed  for  cervical 
spine  fracture. 

Furthermore,  displaced  odontoid  fractures 
can  be  treated  by  closed  methods  using  the 
halo  cast,  which  eliminates  the  need  for 
prolonged  traction  and  carefully  avoids  further 
distraction. 


after  injury;  flexion  extension  views  demon- 
strated stable  but  incomplete  union  of  the 
odontoid.  His  neck  was  protected  for  an 
additional  three  months  with  a cervical  brace 
after  which  union  of  the  fracture  was  complete 
(Figure  4). 

The  purposes  of  this  discussion  are  to 
remind  us  that  odontoid  fractures  are  common 
injuries  which  easily  pass  unrecognized,  even 
with  routine  screening  of  the  injured  cervical 
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"Miscarriage":  A Diagnostic  Dilemma 


Based  on  observations  at  genetic 
centers,  it  is  apparent  that  the 
occurrence  of  a miscarriage  can 
be  as  devastating  to  a family  as  the  loss  of  a 
child  in  the  neonatal  period.  It  is  difficult  for  a 
family  to  grieve  over  a miscarriage  when  they 
do  not  know  the  cause,  and  often  they  revert  to 
blaming  themselves  or  some  incident  during 
pregnancy.  In  the  United  States,  1 out  of  every 
5 recognized  pregancies  results  in  a mis- 
carriage.' Based  on  this  figure,  many  families 
may  experience  one  or  two  miscarriages  during 
their  child-bearing  years.  Late  fetal  losses  are 
often  due  to  physical  factors,  but  a large 
percentage  of  early  pregnancy  wastage  is 
attributable  to  single  gene  or  chromosomal 
abnormalities.  Therefore,  diagnostic  studies 
may  be  warranted  in  “early  miscarriages”. 

For  purposes  of  genetic  diagnosis  an  ar- 
bitrary terminology  is  utilized  to  define  the 
type  of  fetal  loss.  Those  fetal  losses  prior  to  24 
weeks  of  gestation  are  termed  abortuses  as 
opposed  to  after  24  w'eeks,  which  are  still- 
births. Data  from  multiple  centers  indicate 
that  pregnancy  wastage  prior  to  24  weeks 
gestation  have  a much  higher  incidence  of 
chromosomal  anomalies  or  diagnosable  genetic 
syndromes  as  compared  to  stillborns;  in  one 
study  60%  of  abortuses  had  a detectable 
chromosomal  anomaly,  while  only  5%  of 
stillbirths  had  a chromosome  anomaly.-  There- 
fore, if  possible,  it  is  advantageous  to  examine 
any  abortus  for  malformations. 

We  have  been  able  to  identify  multiple 
malformations  in  fetuses  as  young  as  12  weeks 
gestation.  Several  of  these  early  fetuses  have 
exhibited  the  characteristic  findings  of  Down’s 
syndrome  and  other  recognizable  chromo- 
somal patterns.  Clear  documentation  of  ano- 
malies noted  by  the  clinician  may  be  very 
helpful  in  predicting  future  pregnancy  risks  for 
the  family  or  suggesting  chromosome  studies. 
For  chromosome  studies,  the  entire  fetus  or  a 
small  portion  of  skin  from  the  buttocks  area 
should  be  placed  in  culture  media.  Most 
pathology  laboratories  in  the  State  of  Ne- 
braska have  culture  media  which  can  be 
utilized;  but  if  this  is  not  available  to  the 
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clinician,  we  recommend  that  the  specimen  be 
placed  in  lactated  ringers  in  the  refrigerator, 
but  not  frozen.  This  specimen  can  then  be  sent 
for  chromosome  studies  within  48  hours  after 
being  obtained.  Even  in  the  case  of  a fetus  that 
appears  to  be  macerated,  we  have  on  occasions 
been  able  to  determine  the  exact  chromosomal 
anomaly. 

Genetic  counseling  is  available  to  the  family 
with  early  reproductive  loss.  In  those  instances 
of  fetal  chromosome  anomalies,  the  majority 
will  be  new  chromosome  abnormalities  which 
are  not  carried  by  either  parent.  These 
spontaneous  chromosomal  rearrangements  in 
the  abortus  have  been  associated  with  an  in- 
creased incidence  of  chromosome  defects 
in  future  pregnancies.  For  instance,  for  a 
family  with  a trisomy  21  (Dowm’s)  abortus, 
there  may  be  a potential  1/100  recurrence  risk 
of  chromosome  aberrations  in  future  preg- 
nancies. In  some  families  we  find  chromosome 
anomalies  in  the  abortus  caused  by  a trans- 
location in  either  father  or  mother,  creating  a 
higher  risk  of  malformations  in  future  con- 
ceptions. 

In  those  cases  where  identifiable  abortus 
tissue  is  not  available  for  study,  but  the  family 
wishes  genetic  counseling,  we  use  a “rule  of 
thumb”  which  is  3 unexplained  early  preg- 
nancy losses.  Such  a family  is  at  significant  risk 
of  carrying  chromosomal  rearrangements  and 
chromosome  studies  of  both  parents  appears 
to  be  warranted.  Repeat  stillbirths  are  less 
suggestive  of  chromosome  causation.  An  inter- 
vening pregnancy  does  not  negate  the  “rule  of 
3”;  therefore,  2 abortuses  with  a normal 
pregnancy,  then  another  abortus  may  still 
indicate  need  for  chromosome  studies. 

During  a time  in  medicine  when  we  are 
improving  our  skills  rapidly  in  treatment  of  the 
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low  birth  weight  infant  and  the  diagnosis  of 
miscarriages.  We  cannot  ignore  the  devastat- 
ing emotional  effects  of  a miscarriage  or  the 
potential  genetic  implications.  Genetic  testing 
is  available  in  Nebraska  for  any  physician  who 
genetic  problems  in  the  live  born  infant,  we 
need  to  improve  our  diagnostic  skills  for 


wishes  further  diagnostic  workup  or  genetic 
studies  of  a miscarriage. 
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BRIEF  COMMUNICATION 

Stillbirth  Secondary  to 
Group  G Streptococcal  Infection 


WITH  the  recent  publicity  given 
Group  B Streptococci  as  a 
cause  of  perinatal  morbidity 
and  mortality,  especially  in  the  context  of 
premature  membrane  rupture,  it  will  perhaps 
be  useful  to  report  a case  of  intrauterine  fetal 
demise  due  to  a more  unusual  Streptococcal 
strain,  particularly  as  it  occurred  in  the  context 
of  intact  fetal  membranes,  and  the  virtual 
absence  of  maternal  symptoms. 

The  patient  was  a twenty  year  old  married 
white  female  primagravida,  with  a past  history 
only  of  mild  allergic  rhinitis  and  asthma.  She 
was  on  no  chronic  medication  at  the  time  of  her 
first  presentation  for  prenatal  care  at  nine 
weeks  of  gestation.  Blood  type  was  OT,  with  a 
negative  antibody  screen,  adequate  rubella 
titer,  and  microstix  urine  culture  of  10^.  Blood 
pressure  was  110/60  mmHg  and  hemoglobin 
was  13.8  grams  percent.  She  was  followed  for  a 
total  of  thirteen  prenatal  visits,  with  no 
pathologic  edema  or  proteinuria;  blood  pres- 
sures consistently  ranged  between  94  and  130 
systolic  and  50  and  62  diastolic.  Monilial 
vaginitis  was  diagnosed  at  twenty  weeks 
gestation  and  treated.  An  episode  of  mild 
bronchitis  complicating  her  ongoing  respira- 
tory allergies  was  treated  with  ampicillin  at  36 
weeks  gestation,  with  complete  clinical  resolu- 
tion. The  only  symptoms  of  any  kind  mani- 
fested by  the  patient  thereafter  consisted  of 
mild  lower  abdominal  cramping  with  some 
increase  in  pinkish  mucous  discharge  at  37 
weeks;  examination  was  unremarkable; 
urinalysis  showed  8-9  WBC’s  per  high  power 
field.  She  was  placed  back  on  ampicillin  for 
one  week,  with  complete  resolution  of  symp- 
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toms  and  complete  clearing  of  her  urine. 
Careful  review  with  her  in  the  postpartum 
period  revealed  no  symptoms  of  any  kind 
during  the  last  few  days  prior  to  delivery, 
including  no  fever,  myalgias,  “scratchy  throat,” 
or  any  unusual  pelvic  symptoms,  including  no 
leakage  of  suspect  amniotic  fluid. 

She  was  admitted  to  the  hospital  at  38V^ 
weeks  gestation  for  observaton  of  possible 
early  labor.  External  fetal  monitoring  was 
carried  out  for  approximately  a ten  hour 
period,  with  no  abnormality  seen.  There  was 
no  demonstrable  effacement  of  the  cervix  over 
this  period,  and  she  was  discharged  to  be  seen 
in  the  office  in  one  week. 

Six  days  later  she  returned  in  active  labor  of 
two  hours’  duration.  There  had  been  no  leak  of 
fluid.  She  was  afebrile.  Fetal  heart  tones  were 
undetectible  with  fetoscope  or  external  fetal 
monitor.  Vaginal  exam  revealed  the  cervix  to 
be  3-4  cm.  dilated,  100%  effaced,  with  a 
definite  bulge  of  membranes.  Amniotomy  was 
carried  out,  revealing  clear  fluid  in  a normal 
amount.  Two  separate  fetal  scalp  electrodes 
were  independently  placed,  with  no  fetal  heart 
beat  detectible.  In  retrospect,  the  last  definite 
fetal  movement  noted  by  the  mother  had  come 
approximately  eighteen  hours  before.  She  was 
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allowed  to  labor,  and  progressed  to  delivery 
within  two  hours. 

A single  stillborn  female  infant  was  de- 
livered, who  appeared  pale  and  slightly  mottled 
but  anatomically  normal.  The  cut  umbilical 
cord  revealed  two  arteries  and  one  vein;  overall 
cord  caliber  appeared  above  average.  The  cord 
was  not  knotted  or  kinked  in  any  apparent  way, 
either  about  the  baby  or  about  itself.  Following 
placental  delivery,  it  was  equally  apparent  that 
there  was  no  unusual  placental  calcification,  or 
clot  adherent  to  the  chorionic  surface.  The 
maternal  course  postpartum  was  uneventful. 

The  gross  autopsy  findings  on  the  infant 
were  entirely  normal.  Cultures  taken  from 
seven  infant  sites  were  sterile  on  two  (urine 
and  right  pleural  space);  the  other  five  (left 


pleural  space,  pericardial  space,  meninges, 
gastric  aspirate,  and  blood)  were  all  positive 
for  a beta-hemolytic  Streptococcus  reported 
by  the  local  hospital  laboratory  as  “not  Group 
A,  B,  or  D,”  and  verified  by  the  State  Health 
Department  Lab  as  Group  G by  precipitin  test. 

Beyond  casual  mention  as  a cause  of  genital 
tract  infections  in  dogs,  and  a “rare”  cause  of 
disease  in  humans,  standard  microbiology 
texts  have  little  to  say  about  Group  G 
Streptococci.  The  case  is  all  the  more  amazing 
for  the  total  absence  of  maternal  symptoms 
over  the  two  weeks  prior  to  the  baby’s  demise, 
and  every  historical  and  clinical  indication  that 
the  membranes  were  intact.  Hopefully  this  will 
remain  a rare  instance  of  Group  G Streptococ- 
cal disease  in  humans;  but  forewarned  is 
forearmed. 
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President's  Page 


As  I step  down  from  the  Presidency  of  the 
Nebraska  Medical  Association,  I do  so  as  I 
came  in,  with  humility  and  gratitude.  Truly  it 
has  been  a privilege  and  honor  to  serve  you  in 
this  capacity,  and  I shall  always  remember  the 
experience.  There  have  been  days  of  concern 
and  rewarding  days.  The  year  has  sped  by  at 
an  unbelievable  pace.  This  can  be  rather 
disconcerting. 

The  task  has  been  made  enjoyable  because 
of  the  premiere  Board  of  Directors  you  have 
elected  to  serve.  They  are  a quality  group  of 
individuals,  dedicated  to  your  best  interests;  I 
shall  always  cherish  them  as  friends,  and 
respect  them  as  physicians.  Perhaps  even 
more  important  to  the  organization  are  the 
many  members  of  commissions  and  commit- 
tees who  have  given  untold  long  hours  of  time 
and  valued  advice;  all  of  this  at  some  personal 
sacrifice.  We  owe  these  individuals  a real  debt 
of  gratitude  for  their  unselfish  willingness  to 
serve. 

Although  some  wheels  never  turn  as  fast  as 
we  might  desire  I feel  much  has  been 
accomplished  and  much  is  in  the  works  to 
achieve  goals  that  will  cause  you  to  readily  see 
the  value  of  membership  in  the  Nebraska 
Medical  Association.  At  this  printing  the 
Legislature  is  still  in  session,  but  I feel  the 
outcome  will  be  generally  favorable  to  or- 
ganized medicine,  albeit  we  may  not  gain 
everything  we  might  have  desired. 

Lest  I give  any  wrong  impressions,  I assure 
you  I have  no  illusions  regarding  my  im- 
portance or  net  worth  to  the  Association.  It  is 
simply  a plain  statement  of  fact  that  the  viable 
Nebraska  Medical  Association  is  what  it  is 
because  of  the  dedicated  executives  and  their 


staff.  They  make  it  all  happen.  I salute  Mr.  Ken 
Neff,  Mr.  Bill  Schellpeper  and  the  staff. 

In  its  wisdom  your  House  of  Delegates  has 
selected  Dwaine  Peetz,  M.D.,  to  succeed  me. 
This  committed  competent  individual  will  be  a 
great  asset,  and  will  give  generously  of  his  time 
in  the  interest  of  your  Association. 

Finally  let  me  again  thank  you  for  the  honor 
of  having  served;  and  I look  forward  with 
anticipation  to  the  pleasure  of  continued 
association  with  all  of  you,  my  fellow  members. 
Not  “good-bye”;  just  “see  you  soon!” 

Godspeed. 

Allan  C.  Landers,  M.D.,  President 
Nebraska  Medical  Association 
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The 

Auxiliary 


NMA  AUXILIARY  MID  WINTER 
BOARD  MEETING 


The  Mid  Winter  Board  meeting  was  held  at 
the  Community  Blood  Bank  in  Lincoln  on 
March  16. 

President  Mrs.  Bryce  Shopp  of  Imperial 
called  the  meeting  to  order  with  Mrs.  Charles 
Barton  of  Lincoln  opening  with  devotions. 

Mrs.  Robert  Osborne  of  Lincoln,  Legislative 
chairman  discussed  the  many  bills  affecting 
medicine  and  their  current  standing. 

Mrs.  John  Reed  of  Lincoln,  Health  Galleries 
Chairman,  gave  an  update  concerning  the 
status  at  the  museum  including  the  mobile 
unit.  The  Health  Gallery  project  completion 
fund  raising  campaign  will  soon  be  underway. 

State  convention  plans  were  detailed  by 
Mrs.  Howard  Dinsdale. 

Mrs.  L.  Palmer  Johnson,  AMA  Auxiliary 
Health  Projects  chairman  shared  the  many 
areas  researched  for  “The  Early  Years”:  alcohol, 
drugs,  safety,  child  abuse,  nutrition,  physical 
fitness,  teenage  pregnancy,  etc.  Programs  and 
materials  are  available  and  encouraged  for  use 
in  your  communities. 


The  Nominating  committee  chaired  by  Mrs. 
L.  Palmer  Johnson  presented  the  following 
names  for  1983-84. 

PRESIDENT:  Mrs.  Glen  Lau  (Elba),  Lincoln 
PRESIDENT  ELECT:  Mrs.  Duane  Krause 
(Helen),  Fremont 

FIRST  VICE  PRESIDENT:  Mrs.  Leslie  Grace 
(Ardis),  Blair 

SECOND  VICE  PRESIDENT:  Mrs.  Robert 
Kruger  (Bev),  Omaha 

TREASURER:  Mrs.  Robert  Lynch  (Judy), 
Omaha 

DIRECTORS  — Two  Years: 

Mrs.  Clifford  Hadley  (Betty),  Lyons 
Mrs.  Robert  Harry  (Mary  Ann),  Lexington 

Other  committee  reports  given  by  AMA- 
ERF,  Safety,  Long  Range  Planning,  Member- 
ship, NMF,  Resident  Spouse  Club,  Nebraska 
Cluster  in  Ogallala  and  activities  from  County 
Auxiliaries. 

Lancaster  County  Auxiliary  hosted  a salad 
luncheon  with  donations  going  to  the  Health 
Galleries. 

Mrs.  Glen  Lau 


“A  DAY  AT  THE  LEGISLATURE” 


The  Nebraska  Medical  Association  Aux- 
iliary sponsored  “A  DAY  AT  THE  LEGIS- 
LATURE” on  March  15th.  Eighteen  members 
participated.  We  met  at  the  Rotunda  and  were 
seated  in  the  Visitor’s  Gallery  where  we 
observed  the  Legislature  in  action.  Our  pres- 
ence was  acknowledged  by  the  Legislators. 

A luncheon  was  held  at  the  Nebraska  Club. 
Mr.  Kenneth  Neff,  NMA  Executive  Director, 
and  Mr.  Dennis  Rasmussen,  NMA  lobbyist, 
were  guest  speakers. 

LB  561  (Expand  scope  of  optometry  and 
permit  treatment  of  eye  disease  and  unlimited 
use  of  drugs)  was  discussed  as  a hearing  was 
being  held  that  afternoon.  The  importance  of 


members  contacting  their  individual  Senators 
was  stressed.  We  were  urged  to  find  out  the 
main  arguments,  pro  or  con,  and  contact  the 
Senator  by  phone  or  letter.  Be  brief  in  your 
contact,  note  the  bill  number,  and  ask  for 
consideration  of  your  views.  When  a Senator 
supports  your  views  remember  a thank  you  is 
also  important.  Write  as  an  individual  instead 
of  as  an  organization  and  use  your  home 
address.  A stack  of  mail  and  a list  of  phone 
calls  in  the  Legislator’s  office  indicates  the 
constituents  are  concerned.  A role  of  an 
Auxilian  is  to  be  informed  and  to  inform 
others.  For  example:  it  is  important  to  inform 
the  public  of  the  difference  in  training, 
competencies,  and  responsibilities  between 
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M.D.’s  and  podiatrists,  optometrists,  chiro- 
practors, osteopaths,  and  psychologists. 

Mr.  Neff  mentioned  the  turnover  rate  of 
Legislators  has  been  increasing  in  recent  years. 
This  makes  for  difficulty  in  establishing 
rapport.  Therefore,  it  is  more  important  than 
ever  for  physicians  and  spouses  to  become 
personally  acquainted  with  their  Senators  and 
make  known  your  interests.  You  may  call  the 
NMA  office  to  learn  the  current  position  on 
bills. 


Coming  Meetings 

CREIGHTON  UNIVERSITY  CONTINUING 
MEDICAL  EDUCATION,  SPRING  1983 

May  11-13  — Midwest  Section  American 
Association  of  Clinical  Chemistry,  Omaha, 
NE 

May  11-13  — Practical  Cardiology  for  the 
Family  Physician 

May  20-22  — Family  Medicine  Update  - 
Okoboji,  lA 

May  27  — Prevention  of  Infectious  Diseases 

May  28  — Maurice  Grier  Symposium 

June  10  — Heart  Association  Scientific 
Session  - Hastings,  NE 

* 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— DR.  JOHN  S.  LATTA  CENTENNIAL 
LECTURESHIP  — May  5-6,  1983,  UN 
Medical  Center,  Omaha,  Nebr.  Speaker  - 
Alfred  B.  Swanson,  M.D.,  Orthopaedic 
Surgeon  from  Grand  Rapids,  Michigan. 
Details  to  be  announced. 

FOURTH  ANNUAL  SYMPOSIUM,  WHAT’S 
NEW  IN  DIABETES  — May  11  and  12, 
1983.  This  program  consists  of  lectures, 
workshops,  panels,  exhibitions,  management, 
and  opportunities  to  meet  with  the  partici- 
pants. Recognition,  evaluation,  and  thera- 
peutic implications  of  diabetes  mellitus  in 
the  adult  and  elderly  patient  will  be  covered. 
The  practical  problems  of  patient  motiva- 
tion and  compliance  will  be  contrasted  with 
the  dilemma  of  diet,  oral  agents,  and/or 


At  another  meeting  one  of  the  Senators  was 
a guest  speaker.  After  hearing  his  views  on  the 
optometrists  bill  we  felt  he  did  not  understand 
the  difference  between  an  optometrist  and  an 
ophthalmologist.  It  was  pointed  out  to  him  the 
importance  of  knowing  the  difference.  The 
NMA  office  was  asked  to  contact  this  Senator. 
They  did  pay  a visit  to  this  Senator.  The 
Auxiliary  felt  their  input  helped  influence  a 
favorable  position  on  this  bill. 

Desta  Osborne 

NMAA  Legislative  Chairman 


insulin  for  future  complication  prevention. 
Complication  emphasis  will  be  on  hyper- 
tension, vascular  problems,  and  the  diabetic 
foot,  a major  disability  and  medical  problem 
in  this  group  of  patients.  Sponsored  by:  The 
University  of  Kansas  College  of  Health 
Sciences  and  Hospital.  Location  of  Program: 
Battenfeld  Auditorium,  Student  Center- 
Continuation  Study  Building,  The  Univer- 
sity of  Kansas  College  of  Health  Sciences 
and  Hospital,  Rainbow  and  Olathe  Boule- 
vard, Kansas  City,  Kansas.  Course  Fee: 
Physicians  $125.00,  Nurses  $65.00,  Allied 
Health  Professionals  $65.00.  Program 
features  full  exhibit  services  and  educational 
resource  center.  For  more  information  write: 
Office  of  Continuing  Education,  University 
of  Kansas  Medical  Center,  Rainbow  at 
Olathe  Boulevard,  Kansas  City,  Kansas 
66103,  Telephone:  (913)  588-4488. 

HEMATOLOGY  CIRCUIT  COURSE  (Circuit 
Course,  Hastings,  Nebraska)  May  18,  1983. 
Holiday  Inn,  Hastings,  Nebraska.  3 hours  of 
AMA  & AAFP  Credit  to  be  submitted. 
Registration  Fee  $30.00. 

RURAL  EMS  CONFERENCE  (Peter  Kewit 
Conference  Center,  Omaha)  May  18-20, 
1983.  To  be  submitted  for  15  hours  AMA  & 
AAFP  credit  hours.  Registration  Fee  $75.00. 

A SPECIAL  WORKSHOP  ON  THE  USE  OF 
THE  CO2  LASER  IN  ENT  SURGERY  - 
May  19  and  20,  1983.  The  first  part  of  this 
course  was  designed  to  familiarize  the  ENT 
physician  with  the  surgical  Carbon  Dioxide 
LASER.  Because  of  the  unique  properties 
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of  its  energy,  it  has  the  potential  to  become 
an  indispensable  surgical  instrument.  We 
will  discuss  the  operation,  maintenance,  and 
hazards  of  the  CO2  laser  along  with  the 
physical  properties  of  laser  energy  and  its 
interaction  with  tissue.  Areas  also  covered 
are:  micro  and  macroscopic  surgery,  an- 
esthesia for  laser  surgery,  trauma  and  blood 
loss,  new  developments  in  research,  and  the 
state  of  the  art  of  medical  applications  in 
surgery.  In  the  second  part  of  the  course,  the 
physician  will  develop  skills  in  using  the 
CO2  laser.  We  will  progress  from  a dry  lab 
where  fresh  animal  tissue  is  used  to  develop 
basic  skills,  to  the  lab  where  anesthesized 
animals  are  used  to  fine-tune  the  newly 
acquired  skills.  Sponsored  by:  The  University 
of  Kansas  College  of  Health  Sciences  and 
Hospital.  Location  of  Program:  Student 
Center-Continuation  Study  Building,  The 
University  of  Kansas  College  of  Health 
Sciences  and  Hospital,  Rainbow  and  Olathe 
Boulevard,  Kansas  City,  Kansas.  Course 
Fee:  Physicians  $550.00.  Credit  Available: 
AM  A 16  Hours.  For  more  information  write: 
Office  of  Continuing  Education,  University 
of  Kansas  Medical  Center,  Rainbow  at 
Olathe  Boulevard,  Kansas  City,  Kansas 
66103,  Telephone:  (913)  588-4488. 

OCULOPLASTIC  SURGERY  — May  19  and 
20,  1983.  Sponsored  by:  The  University 
of  Kansas  College  of  Health  Sciences  and 
Hospital,  Department  of  Ophthalmology, 
and  Division  of  Health  Care  Outreach  and 
Continuing  Education.  Location:  Hyatt 

Regency  at  Crown  Center,  Kansas  City, 
Missouri.  Course  Objectives:  A clinically 
oriented  course  to  reacquaint  the  physician 
with  reconstructive  techniques  for  a number 
of  orbital  and  eyelid  maladies.  Topics: 
Blepharoplasty,  Entropion,  Ectropion,  Lac- 
rimal, Ptosis,  Eyelid  and  Orbital  Tumor, 
Eyelid  Reconstruction,  The  Anophthamic 
Socket.  Course  Director:  Joel  Leibsohn, 
M.D.  Guest  Speakers:  Richard  Dortzbach, 
M.D.,  Madison,  Wisconsin,  Robert  Dryden, 
M.D.,  Tucson,  Arizona,  Allen  Puttermun, 
M.D.,  Chicago,  Illinois,  John  Wobig,  M.D., 
Portland,  Oregon.  Course  Fee:  $275.00.  For 
additional  information  contact:  Office  of 
Continuing  Education,  Rainbow  at  Olathe 
Boulevard,  Kansas  City,  Kansas  66103, 
(913)  588-4488. 


NORTHERN  COLORADO  CARDIOVAS- 
CULAR SYMPOSIUM  1983  — Myocardial 
Infarction:  Current  Trends  in  Manage- 
ment, May  20,  1983.  Colorado  State  Univer- 
sity, Fort  Collins,  CO  80523.  Sponsor: 
Cardiovascular  Associates  of  Fort  Collins, 
P.C.  Contact:  Office  of  Conferences  and 
Institutes,  Colorado  State  University,  Fort 
Collins,  CO  80523,  303/491-6222.  Fee:  $50 
practicing  physicians,  $30  physicians  in 
training,  nurses  and  paramedical  personnel. 

THE  CHILD’S  CONCEPT  OF  DEATH  - 
A three-day  symposium  covering  a multi- 
disciplinary approach  to  the  care  and 
support  of  the  child  as  a dying  patient  or  as 
a survivor,  and  his/her  family  unit,  will  be 
held  on  Thursday,  Friday,  and  Saturday, 
June  2,  3,  and  4,  1983  under  the  direction  of 
The  Foundation  of  Thanatology,  at  the 
Alumni  Auditorium,  Columbia-Presbyterian 
Medical  Center,  168th  Street  and  Fort 
Washington  Avenue,  New  York,  N.Y.  10032, 
telephone  212/694-4173.  Among  the  co- 
sponsors are  the  Department  of  Psychiatry 
of  the  College  of  Physicians  and  Surgeons  of 
Columbia  University,  and  the  Child  Study 
Center  of  Yale  University.  For  further 
details  and  a printed  registration  form,  write 
Dr.  Austin  H.  Kutcher,  The  Foundation  of 
Thanatology,  630  West  168th  Street,  New 
York,  N.Y.  10032,  or  call  him  at  212/694- 
4173. 

AMERICAN  HEART  ASSOCIATION, 
NEBRASKA  AFFILIATE  — Scientific  Ses- 
sions, June  10,  1983  at  Holiday  Inn, 
Hastings.  Sessions:  Pacemakers  - Dr. 

Michael  Osborn,  Mayo  Clinic;  Pediatric 
Hypertension  - Dr.  Philip  Hofschire;  Phar- 
macological Treatment  of  Hypertension  - 
Dr.  David  Little;  Ventricular  Arrhythmias  - 
Dr.  Lofty  Basta,  Tulsa,  Okla.;  Congenital 
Heart  Disease  in  Adults  - Dr.  John  Kugler; 
Anti-Arrhythmics  & Calcium  Channel 
Blockers  - Dr.  Richard  Collins;  Angioplasty  - 
Dr.  Chris  Caudill;  Increasing  Patient  Compli- 
ance Hypertension  Education  - Nurses 
Panel;  Left  Ventricular  Dysfunction  and 
Salvage  - Dr.  Gerald  Gau,  Mayo  Clinic; 
Thrombolytics  in  MI/C V A - Dr.  Joseph 
Gard;  Beta  Blockers  - Dr.  Joseph  Lynch; 
Stress  Management  Research  - Robert 
Schalock,  M.D.;  Update  on  Treatment  of 
Angina  - Dr.  David  McCall;  Digital  Sub- 
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traction  Angiography  - Dr.  Curtis  Schworn; 
Management  of  the  Stroke  Patient  - Connie 
Bittfield,  RN,  MS,  Moderator;  Kawasaki’s 
Disease  - Dr.  John  Kugler;  Stress  Testing 
Using  Microcomputers  - Dr.  Joseph  Donnel- 
ly; Personal  Fitness  and  You  - Dr.  Gerald 
Gau,  Mayo  Clinic. 

CONFERENCE  ON  THE  HUMAN-ANIMAL 
BOND  — June  13-14,  University  of  Min- 
nesota. Gerontologists,  psychiatrists,  psy- 
chologists and  other  health  care  professionals 
will  be  participating  in  this  Conference 
which  provides  reports  of  recent  research  on 
the  influence  of  companion  animals  on 
human  health  and  quality  of  life.  A topic  that 
has  increased  in  popularity  is  pet-facilitated 
therapy  for  aging  and  handicapped  individ- 
uals in  the  community  and  in  long  term 
care  institutions.  The  Conference  will  feature 
Dr.  Tolliver,  Commissioner  on  Aging,  U.S. 
Department  of  Health  and  Human  Services 
and  will  include  a half  day  of  reports  on  new 
research  findings  and  a half  day  of  practical 
workshop  sessions  on  how  to  evaluate  and 
operate  programs  utilizing  pets  in  LTC 
facilities.  Many  nationally  recognized  speak- 
ers as  well  as  people  with  direct  hands- 
on  experience  in  pet-facilitated  programs 
will  conduct  the  workshop  sessions.  Regis- 
tration fee  is  $80  for  two  days  and  $50  for 
one  day  if  mailed  before  June  6.  After  June 
6:  $100  for  two  days,  $70  for  one  day.  For 
registration  information  contact:  Dr.  James 
O.  Hanson,  Director  of  Continuing  Educa- 
tion, College  of  Veterinary  Medicine,  Uni- 
versity of  Minnesota,  St.  Paul,  MN  55108, 
(612)  373-1154. 

30TH  ANNUAL  FAMILY  PRACTICE  RE- 
VIEW — June  13-18,  1983,  YMCA  Con- 
ference Center,  Estes  Park,  Colorado. 
Hours:  30  Category  I AMA  hours.  30  pre- 
scribed AAFP  credit  hours.  Sponsor  or 
contact:  The  Office  of  Postgraduate  Medical 
Education,  The  University  of  Colorado 
School  of  Medicine,  4200  East  Ninth 
Avenue,  Box  C-295,  Denver,  Colorado 
80262.  Phone  (303)  394-5241. 

LAKE  OKOBOJI  ORTHOPEDIC/ ATHLETIC 
INJURIES  CONFERENCE  — July  7,  8,  9, 
1983.  The  New  Inn,  at  Lake  Okoboji,  Iowa. 
Co-sponsored  by  University  of  Iowa,  and 
Mayo  Clinic. 


19TH  ANNUAL  INTERNAL  MEDICINE 
PROGRAM  — July  11-15,  1983,  YMCA 
Conference  Center,  Estes  Park,  Colorado. 
Hours:  25  Category  I AMA  hours.  25  pre- 
scribed AAFP  credit  hours.  Sponsor  or 
contact:  The  Office  of  Postgraduate  Medical 
Education,  The  University  of  Colorado 
School  of  Medicine,  4200  East  Ninth 
Avenue,  Box  C-295,  Denver,  Colorado 
80262.  Phone  (303)  394-5241. 

PRACTICAL  GASTROENTEROLOGY  FOR 
THE  INTERNIST  AND  FAMILY  PHY- 
SICIAN — July  25-28,  1983,  Given  Institute 
of  Pathobiology,  Aspen,  Colorado.  Hours:  15 
Category  I AMA  hours.  15  prescribed  AAFP 
credit  hours.  Sponsor  or  contact:  The  Office 
of  Postgraduate  Medical  Education,  The 
University  of  Colorado  School  of  Medicine, 
4200  East  Ninth  Avenue,  Box  C-295, 
Denver,  Colorado  80262.  Phone  (303)  394- 
5241. 

THE  AMERICAN  COLLEGE  OF  OB/GYN 
will  hold  its  sixth  district  meeting  in 
Rapid  City,  South  Dakota  on  August  17-20, 
1983. 

COMPREHENSIVE  CARE  OF  THE  BURN 
PATIENT — September  16-17, 1983,  Hyatt 
Regency  Hotel,  Kansas  City,  Missouri. 
Sponsors:  American  Burn  Association,  Saint 
Elizabeth  Community  Health  Center.  Con- 
tact: Robert  W.  Gillespie,  M.D.,  St.  Elizabeth 
Community  Health  Center,  555  South  70th, 
Lincoln,  NE  68510.  CME  Credits:  24  hours 
of  credit  in  Category  I.  Credit  through  the 
Lincoln  Medical  Education  Foundation. 
CEU:  Approval  requested  from  ANA  through 
Nebraska  Nurses  Association.  Registration 
Fee:  Physicians  $225.00  (U.S.),  Residents 
$125.00,  Nurses/Allied  Professionals 
$125.00. 

HOWARD  B.  HUNT  CANCER  SEMINAR  — 
“Malignant  Lymphomas  - Current  Con- 
cepts” Reserve  Friday  and  Saturday,  Sep- 
tember 30  and  October  1,  1983,  to  attend 
the  Nebraska  Methodist  Hospital’s  1983 
Howard  B.  Hunt  Cancer  Seminar  “Malignant 
Lymphomas  - Current  Concepts”  at  the 
Nebraska  Methodist  Hospital,  Omaha. 
Featuring  these  nationally-known  oncolo- 
gists: Stephen  Carter,  M.D.,  Bristol 

Laboratories,  New  York  City;  Peter  Mauch, 
M.D.,  Harvard  Medical  School,  Boston. 
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Welcome 
New  Members 

Cecilia  Wilch,  M.D. 

900  Norfolk  Ave. 

Norfolk.  NE  68701 


In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Robert  E.  Kopp,  M.D.  (Born  1921,  died  March 
26,  1983)  Medical  Specialty  - Family  Prac- 
tice. Doctor  Kopp  was  a graduate  of  Wayne 
State  University  School  of  Medicine  in 
Detroit.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association.  He  is  survived  by  his 
wife,  Pauline;  two  sons,  Robert  II  of 
Niobrara,  NE  and  John  of  Creighton,  NE; 
one  daughter,  Michele  Lichty  of  Kearney, 
NE;  his  mother,  LaVernia  of  Dearborn 
Heights,  Mich.;  a sister,  Bette  Smith  of 
Dearborn,  Mich.,  and  five  grandchildren. 


Washing  toNotes 

(Continued  from  page  18A) 

legislation  that  would  limit  the  score  of  the 
agency’s  authority. 

“We  believe  Congress  should  limit  the 
application  of  the  FTC  Act ...  in  such  a way  as 
to  provide  adequate  safeguards  that  will  allow 
continuation  of  beneficial  patient  advocacy 
activities,”  AMA  Board  Chairman  Joseph  F. 
Boyle,  M.D.,  told  Congress. 

The  AMA  waged  a hard-fought  battle 
against  the  jurisdiction  of  the  FTC  over  the 
professions  during  the  waning  hours  of  the 
97th  Congress. 

Testifying  in  March  before  both  House  and 
Senate  committees.  Dr.  Boyle  suggested  that  a 
“rule  of  reason”  analysis  should  be  applied 
when  professional  regulatory  activities  are 
before  the  courts.  (The  rule  of  reason  is  used  to 
distinguish  unreasonable  restraints  from  those 
that  promote  the  public  interest.) 

In  his  prepared  statement.  Dr.  Boyle  said 
“Congress  should  protect  traditional  state 
regulatory  activities,  and  make  clear  that 
responsible  self-regulatory  activities  — such  as 
accreditation  of  educational  programs,  ac- 
creditation of  health  care  institutions,  certifi- 
cation of  entry-level  competence  of  members, 
peer  review  activities  to  assure  quality  services 
and  reasonable  charges,  and  regulation  of 
unethical  conduct  — are  appropriate  roles  for 
the  professions.” 

Dr.  Boyle  said  that  professional  associations 
currently  were  abandoning  many  activities  that 
benefit  the  public  because  the  associations 
feared  they  would  become  involved  in  ex- 
pensive and  time-consuming  litigation  with  the 
FTC. 

“If  these  activities  are  halted,  the  real  loser 
is  the  consumer,  whom  such  activities  are 
intended  to  protect,”  he  said. 

Dr.  Boyle  noted  that  last  year  the  FTC  had 
said  it  did  not  want  to  regulate  the  quality  or 
clinical  side  of  medical  practice,  nor  did  it  wish 
“to  interfere  with  professional  review  of 
exorbitant  fees  or  with  responsible  self- 
regulatory  activities  against  unethical  prac- 
tices and  unqualified  members  of  the  pro- 
fession.” 
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While  the  FTC  has  expressed  its  intention  to 
regulate  only  the  business  and  commercial 
aspects  of  medicine,  the  physician  went  on, 
“associations  must  be  extremely  cautious  in 
these  areas  because  of  the  risk  of  expensive 
and  time-consuming  administrative  action.” 

He  noted  that  the  AMA  had  begun  a series 
of  discussions  with  the  FTC  chairman  in  an 
attempt  to  resolve  these  issues. 

Dr.  Boyle  also  emphasized  that  while  the 
AMA  was  seeking  to  limit  the  FTC’s  authority, 
it  never  had  condoned  violations  of  the 
antitrust  laws,  such  as  unlawful  boycotts  or 
price-fixing. 

In  addition  to  supporting  the  application  of 
the  “rule  of  reason”  analysis.  Dr.  Boyle  also 
backed  other  modifications  in  the  FTC  Act, 
including  a definition  of  unfair  acts  or  practices 
to  require  substantial  consumer  injury  that  is 
not  outweighed  by  countervailing  benefits,  the 
inclusion  of  the  prevalence  requirement  for 
rulemaking,  repeal  of  the  intervenor  funding 
program,  and  incorporation  of  the  state  action 
doctrine  into  the  federal  law. 

Major  changes  in  the  FTC’s  jurisdiction 
were  opposed  by  the  Coalition  to  Save  the 
Jurisdiction  of  the  FTC  over  the  Professions, 
which  said  that  “special  interest  group  exemp- 
tions from  the  laws  which  the  rest  of  American 
business  must  follow  cannot  be  permitted.” 

The  coalition’s  statement  was  signed  by 
some  30  organizations,  including  the  American 
Chiropractic  Assn.,  National  Assn,  of  Social 
Workers,  American  College  of  Nurse-Mid- 
wives, American  Dental  Hygenists  Assn., 
American  Nurses  Assn.,  Washington  Business 
Group  on  Health,  United  Auto  Workers, 
National  Council  of  Senior  Citizens,  American 
Assn,  of  Retired  Persons,  and  the  American 
Public  Health  Assn. 

* * * 

President  Reagan  has  sent  his  “Health 
Incentives  Reform”  package  to  Congress, 
warning  that  “because  of  the  coming  shortage 
in  the  Medicare  Trust  Fund,  prompt  action  is 
particular  important.” 

The  package  of  five  bills  contained  a series 
of  recommendations  that  Administration  of- 
ficials have  been  discussing  in  public  for 


several  months.  An  outline  of  most  was 
contained  in  the  fiscal  1984  budget  submitted 
to  Congress  in  January. 

The  President  said  his  health  care  pro- 
posals, including  a one-year  freeze  on  Medi- 
care payments  to  physicians  and  a prospective 
payment  system  for  hospitals,  would  save 
more  than  $4.2  billion  in  the  next  fiscal  year. 
He  said  $2.3  billion  would  be  saved  from  a 
proposal  to  tax  employes  on  health  insurance 
premiums  paid  by  employers,  $17  billion 
would  be  saved  by  trimming  Medicare  benefits 
and  by  increasing  the  amount  paid  by  patients, 
and  $250  million  would  be  saved  by  reducing 
the  anticipated  growth  of  Medicaid. 

“Health  care  costs  are  climbing  so  fast  they 
may  soon  threaten  the  quality  of  care  and 
access  to  care  which  Americans  enjoy,”  Reagan 
said.  He  commented  that  rising  health  care 
costs  are  a problem  that  affect  all  levels  of 
society. 

Reagan’s  message  to  Congress  contained 
five  specific  pieces  of  legislation. 

Following  are  brief  summaries: 

— Medicare  Catastrophic  Hospital  Costs  Pro- 
tection Act.  This  measure  is  designed  to 
improve  coverage  for  lengthy,  expensive 
hospitalizations  and  to  introduce  a co- 
insurance  provision  for  the  initial  days  of 
hospitalization. 

Under  terms  of  the  bill.  Medicare  reim- 
bursement would  be  available  for  unlimited 
days  of  hospitalization.  At  the  same  time, 
however,  the  bill  would  impose  co-insurance 
for  a maximum  of  60  days  a year  (8%  of  the 
inpatient  hospital  deductible  for  the  second 
through  15th  day  of  an  illness  and  5% 
thereafter.)  The  bill  also  limits  to  two  the 
number  of  inpatient  hospital  deductibles 
that  could  be  imposed  annually  and  reduces 
the  skilled  nursing  facility  co-insurance  rate 
to  5%  from  12.5%  of  the  inpatient  hospital 
deductible. 

— Medicare  Prospective  Payment  Rates  Act. 
The  bill  would  establish  a system  of 
prospectively  determined  rates  specifically 
related  to  the  patient’s  condition.  Rates 
would  be  set  for  each  of  467  diagnosis- 
related  groups.  Capital  expenditures  and 
medical  education  costs  would  be  excluded 
at  first  from  the  calculation  of  basic 
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payments  and  reimbursed  separately.  Dif- 
ferences in  area  wage  rates  would  be  taken 
into  account,  and  additional  payments 
would  be  made  for  unusual  cases  involving 
lengthy  hospital  stays. 

— Health  Cost  Containment  Tax  Act.  The  bill 
would  limit  tax-free  health  benefits  paid  by 
an  employer  to  $175  montly  for  family 
coverages  and  $70  for  individual  coverages, 
with  the  amounts  indexed  in  relationship  to 
the  consumer  price  index.  Employer  contri- 
butions above  those  amounts  would  be 
included  in  the  employe’s  income  and  taxed 
(income  and  Social  Security)  accordingly. 
“Elaborate  health  benefits  funded  with  tax- 
free,  employer-paid  contributions  are  in- 
flationary,” the  President  said.  “They  in- 
sulate consumers,  providers,  and  insurers 
from  the  cost  consequences  of  health  care 
decisions.” 

— Medicare  Voucher  Act.  This  would  allow 
Medicare  beneficiaries  to  use  their  Medi- 
care benefits  to  enroll  in  a variety  of  private 
health  plans.  Medicare  would  contribute  an 
amount  equal  to  95%  of  what  it  would  have 
cost  to  care  for  the  beneficiary  if  he  or  she 
had  chosen  traditional  Medicare  coverage. 
If  a beneficiary  selects  a private  health  plan 
with  a premium  lower  than  Medicare’s 
contribution,  the  beneficiary  would  be  eligi- 
ble for  a cash  rebate  from  the  private  plan. 
K the  private  coverage  costs  more  than 
Medicare’s  contribution,  the  beneficiary 
would  have  to  pay  the  difference. 

— Health  Care  Financing  Amendments  of 
1983.  This  bill  contains  a variety  of  pro- 
visions, including  the  controversial  one  to 
freeze  Medicare  customary  and  prevailing 
charges  for  physician  services  at  1983 
levels. 

The  legislation  would  freeze  the  Part  B 
premium  at  the  current  level  of  $12.20  per 
month  for  the  remainder  of  1983,  foregoing  a 
previously  announced  increase  to  $13.50  in 
July.  In  January  of  1984,  the  Part  B premium 
would  be  set  at  25%  of  program  costs  for  aged 
beneficiaries  for  that  calendar  year. 

During  the  next  four  years,  the  premium 
would  be  increased  2.5  percentage  points  each 
year,  reaching  35%  of  the  program  costs  for  the 
elderly  in  January,  1988.  After  that  time,  the 
premium  for  each  calendar  year  would  be  set 


at  35%  of  program  costs  for  the  elderly  for  that 
year. 

The  President  noted  that  when  Medicare 
began.  Congress  envisioned  that  the  elderly 
would  bear  50%  of  the  Part  B costs  and  the  law 
initially  required  that  these  costs  be  financed 
equally  by  tax  revenues  and  Part  B bene- 
ficiaries. 

Reagan’s  proposal  also  calls  for  indexing  the 
Part  B deductible  in  January  of  each  year, 
based  on  annual  changes  in  the  Medicare 
economic  index. 

Another  provision  would  require  states  to 
impose  nominal  copayments  on  all  Medicaid 
beneficiaries  for  hospital,  physician,  clinic,  and 
outpatient  department  services. 

The  President’s  message  emphasized  that  the 
legislative  package  “reflects  our  most  thought- 
ful effort  to  address  and  reform  the  basic 
economic  incentives  that  operate  in  the  health 
care  sector. 

“Our  need  to  constrain  the  growth  of  our 
national  spending  for  health  care  in  the 
interest  of  a healthy  and  stable  economy  is 
urgent,”  he  said.  “Regulatory  approaches  to 
health  care  cost  containment  tried  previously 
have  proven  ineffective  and  sometimes  counter- 
productive to  this  goal.” 

* 

The  Reagan  Administration’s  proposal  to 
freeze  physician  reimbursement  levels  under 
Medicare’s  “reasonable  charge”  system  drew 
sharp  criticism  from  the  AMA. 

“A  freeze  is  especially  unfair  in  light  of 
continued  cost  increases  that  physicians  must 
face  in  their  practice,”  AMA  Executive  Vice 
President  James  H.  Sammons,  M.D.,  told  the 
House  of  Representatives  Task  Force  on 
Entitlements. 

“Is  the  federal  government  now  going  to  pay 
1983  prices  to  all  suppliers  in  1984?”  he  asked. 
The  answer  is  obviously  no. 

“We  believe  that  it  is  unfair  to  freeze  the 
costs  of  one  sector  of  the  economy  while  not 
asking  . . . other  professionals  to  accept  a 
freeze  and  while  allowing  prices  paid  to  other 
suppliers  to  rise,”  he  continued. 

Dr.  Sammons  noted  that  the  number  of 
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patients  without  health  insurance  coverage  is 
increasing  because  of  the  current  recession 
and  emphasized,  “Physicians  all  over  the 
country  are  treating  these  patients  free  or  for 
greatly  reduced  fees.”  More  than  40  medical 
societies  have  organized  programs  to  assure 
care  to  the  needy,  he  said. 

The  AMA  official  also  pointed  out  that  while 
91%  of  all  physicians  accept  some  Medicare 
claims  on  assignment,  just  over  half  of  all 
Medicare  claims  are  on  an  assigned  basis. 

“The  primary  reasons  why  so  few  claims  are 
accepted  on  assignment  are  administrative 
deterrents,  paperwork,  and  inadequate  reim- 
bursement levels,”  he  said. 

“The  result  of  the  further  reductions  pro- 
posed by  freezing  any  reimbursement  increase 
would  be  a further  disincentive  to  acceptance 
of  Medicare  assignments.”  This,  he  said,  could 
result  in  increased  costs  to  be  paid  by  patients. 

♦ * ♦ 

The  American  Medical  Association  has 
critiziced  the  proposed  minimum  conditions 
that  hospitals  must  meet  to  participate  in 
Medicare  and  Medicaid  if  they  are  not 
accredited  by  the  Joint  Commission  on  the 
Accreditation  of  Hospitals  (JCAH). 

“We  are  concerned  that  certain  elements 
necessary  to  assure  quality  have  been  over- 
looked in  revising  the  conditions,”  AMA 
Executive  Vice  President  James  H.  Sammons, 
M.D.,  said  in  a letter  to  Carolyne  K.  Davis, 
Ph.D.,  administrator  of  the  Health  Care 
Financing  Administration  (HCFA). 

The  proposal  fails  to  recognize  the  im- 
portance of  medical  supervision  and  direction 
of  patient  care  in  acute  care  general  hospitals. 
Dr.  Sammons  said. 

The  use  of  the  term  “physician”  came  under 
closest  scrutiny.  The  proposed  conditions 
would  use  the  term  to  include  dentists, 
podiatrists,  optometrists,  and  chiropractors  in 
addition  to  doctors  of  medicine  and  osteo- 
pathy AMA  strongly  opposes  this 

definition.  Such  a broad  definition  would 
drastically  lower  the  quality  of  patient  care,” 
according  to  the  Association’s  comments  on 
the  proposed  rule  that  was  published  in  the 
Federal  Register. 


The  provision  should  be  rewritten  to  in- 
dicate that  patients  may  be  admitted  only  by  a 
fully-licensed  physician  and  must  be  under  the 
supervision  of  an  MD  or  DO  in  accordance 
with  medical  staff  bylaws,  the  AMA  recom- 
mended. 

HCFA  has  announced  that  the  revised 
conditions  would  cover  only  1,500  small  rural 
hospitals  with  less  than  10%  of  the  nation’s 
acute  care  beds. 

The  proposal  assumes  that  hospitals  cur- 
rently seeking  JCAH  accreditation  will  con- 
tinue to  seek  and  receive  approval  from  that 
voluntary,  private-sector  organization. 

The  proposed  conditions  are  intended  to 
establish  only  minimum  standards  that  a 
hospital  should  meet.  In  the  Association’s 
view,  those  minimum  standards  are  too  mini- 
mal. They  would  fail  to  create  adequate 
standards  for  a small  or  rural  hospital  and 
would  be  even  more  inadequate  for  a modern 
metropolitan  medical  center,  the  AMA  said  in 
its  comments. 

“Given  the  significant  adverse  impact  that 
the  proposed  rule  could  have,  and  the  fact  that 
there  is  no  urgency  to  establish  new  condi- 
tions, it  should  be  withdrawn,”  the  44-page 
document  said. 

The  proposal  would  elevate  current  “stan- 
dards” for  surgical  care,  anesthesia  rehabilita- 
tion, respiratory  care,  and  infection  control  to 
the  level  of  “conditions”  of  participation  in 
Medicare  and  Medicaid. 

Of  these  new  conditions,  all  but  infection 
control  would  be  categorized  as  an  optional 
hospital  service.  Optional  services  would  also 
include  nuclear  medicine  services,  outpatient 
services,  and  emergency  services. 

All  hospitals  would  be  required  to  meet  the 
conditions  for  certain  basic  functions  including 
quality  assurance,  medical  staff,  nursing  serv- 
ices, pharmaceutical  services,  radiologic  serv- 
ices, laboratories,  food  and  dietetic  services, 
utilization  review,  physical  environment,  and 
infection  control. 

The  proposed  revision  adds  new  conditions 
for  nuclear  medicine  and  quality  assurance, 
while  deleting  current  conditions  for  medical 
library  services  and  social  work  services. 

(Continued  on  page  23A) 
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OFTEN  INSEIWRABLE:  IWIN  AND  ANXETY 


A pathologic  partnership 
one  sees  every  day 

Pain— triggering  anxiety— 
which  accentuates  the  percep- 
tion of  pain... together  they're 
worse  than  either  alone. 

And  since  they're  usually  both 


present  in  musculoskeletal 
disorders,  the  best  therapy  is 


of  meprobamate — because 
together  they're  better  than 


often  a combination  of  anal-  either  alone, 
gesic  and  anxiolytic  agents.  intonnation  on  next  page 

Equagesic  " combines  the  ^ 
pain  relief  of  aspirin  with  the  j j i'.....,,,,.,,,,,,.,  r., 
tension-reducing  properties  mM 


Wyeth  Laboratories 

A A i'tiii.uicintiu  ('.I  I'Moi 


ii 


tablets 


^uagesic-M 

[meprobainate  with  aspirin)  (£  Wyeth 

analgesic/anxiolytic  alliance 


Prompt,  effective  relief  from  the  dual  burden 

of  pain  and  anxiety 


tablets 

Equagesid-M 

(meprobamate  with  aspirin)  (S  Wyeth 

Effective  analgesic/anxiolytic  alliance 


Proven  superior  to  aspirin  alone  in  controlled  clinical  trials 


(Bf?iEF  SUMMARY) 

DESCRIPTION;  Eoch  tablet  contains  200 
mg  meprobamate  and  325  mg  aspirin 
INDICATIONS:  Adjunct  in  short-term 
treotment  of  pain  accompanied  by 
tension  and/or  anxiety  in  patients  with 
musculoskeletal  disease  Clinical  trials 
demonstrated  in  these  situotions  relief  of 
poln  is  somewhat  greoter  than  with  aspi- 
rin clone  Effectiveness  in  long-term  use. 
i.e  over  d months,  has  not  been  assessed 
by  systematic  clinicol  studies  Physicians 
should  periodically  reassess  usefulness  of 
drug  for  individual  patients 
CONTRAINDICATIONS;  ASPIRiN  Al 
lerglc  or  Idiosyncratic  reactions  to  aspirin 
or  related  compounds  MEPROBAMATE 
Acute  intermittent  porphyria,  allergic  or 
idiosyncrotic  reactions  to  meprobomote 
or  related  compounds,  e g carisoprodoi. 
mebutamote,  or  carbromal 
WARNINGS;  ASPIRIN  Use  salicylotes  with 
extreme  coutlon  in  patients  with  peptic 
ulcer,  osthma,  coagulation  abnormal! 
ties,  hypoprothromblnemia.  vitamin  K 
deficiency,  or  those  on  anticoagulants  in 
rare  Instances,  aspirin  In  persons 
allergic  to  sollcylates  may  result  In  llfe- 
threatening  oHerglc  episodes 
MEPROBAMATE  DRUG  DEPENDENCE 
Physicol  and  psychological  depend 
ence.  and  abuse  have  occurred 
Chronic  Intoxicotlon  from  prolonged 
Ingestion  of,  usually,  greofer  then  recom- 
mended doses  is  monifested  by  atoxia. 
slurred  speech,  and  vertigo.  Therefore, 
carefully  supervise  dose  and  amounts 
prescribed  and  avoid  prolonged  use. 
especially  in  olcoholics  and  others  with 
known  propensity  for  taking  excessive 
quantities  of  drugs  Sudden  withdrawal 
after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting 
symptoms  eg  anxiety,  anorexia,  or  in 
somnio,  or  wiihdrawal  reactions,  e g , 
vomiting,  atoxic,  tremors,  muscle  twitch 
Ing.  confusional  states,  hollucinosli,  and, 
rarely,  convulsive  seizures  Such  seizures 
are  more  likely  in  persons  with  CNS  dam 
age  or  preexistent  or  latent  convulsive 
disorders  Onset  of  withdrowol  symptoms 
occurs  usually  within  12  to  48  hours  after 
dtsr.ontir  uotion,  symptoms  usuolly  cease 


within  next  12-to-40-hour  period  When 
excessive  dosage  has  continued  for 
weeks  or  months,  reduce  dosage  gradu- 
olly  over  1 to  2 weeks  rother  than  stop 
abruptly.  Alternatively,  a short-acting 
borbiturate  may  be  substituted,  then 
grodually  withdrawn. 

POTENTIALLY  HAZARDOUS  TASKS  Worn 
potients  meprobamate  may  impair  men- 
tal or  physical  abilities  required  for  po- 
tentially hozardous  tasks,  e g . driving  or 
operating  machinery 
ADDITIVE  EFFECTS  Since  CNS- 
suppressant  effects  of  meprobamate 
one  alcohol  or  meprobamate  end  other 
psychotropic  drugs  may  be  additive,  ex- 
ercise caution  with  patients  taking  more 
than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTA- 
TION. An  Increoied  risk  of  congenital 
malformations  associated  with  minor 
tranquilliers  (meprobamate,  chtordi- 
azepoxide,  and  diazepam)  during  first 
trimester  of  pregnancy,  has  been  sug- 
gested In  several  studies  Because  use 
of  these  drugs  Is  rarely  o matter  of 
urgency,  their  use  during  this  period 
should  olmost  always  be  avoided.  The 
possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at 
time  oflnstltutlon  of  therapy  should  be 
considered  Advise  potients  if  they  be- 
become  pregnant  during  therapy  or 
Intend  to  become  pregnant  to 
communicate  with  their  physicians 
about  desiroblllty  of  discontinuing 
the  drug. 

Meprobomote  passes  the  placental 
barrier.  It  Is  present  both  in  umbilical- 
cord  blood  at  or  near  malernol 
plosma  levels  and  In  breast  milk  of 
ioctatlng  mothers  at  concentrations 
two  to  four  times  that  of  maternal 
plasma  When  use  of  meprobamate  Is 
contemplated  In  breastfeeding 
patients,  consider  the  drug's  higher 
concentrotlons  In  breosi  milk  as  com- 
pored  to  moternol  plosmo  levels 
USAGE  IN  children  Keep  pfepafottor>5 
with  ospirin  out  of  reoch  of  children 
Equagesic*  M is  not  recommended  lor 
potionis  12  years  of  age  and  under 
PRECAUTIONS  ASPIf^N  Salicylates  on 


fagonize  uricosuric  activity  of  probene- 
cid and  sulfinpyrazone  Salicylates  are 
reported  to  enhance  hypoglycemic  ef 
feet  of  sulfonylurea  anfidiabetics 
MEPROBAMAtE  Use  lowest  effective 
dose,  particularly  In  elderly  and/or  debil 
itated.  to  preclude  over-sedation  Me- 
probamate IS  metabolized  in  the  liver 
ond  excreted  by  the  kidney,  to  ovoid  ex- 
cess accumulotlon  exercise  caution  in  its 
use  in  patients  with  compromised  liver 
or  kidney  function  Meprobamate  occa- 
sionally may  precipitote  seizures  in  epi- 
leptic potients  It  should  be  prescribed 
cautiously  and  in  small  quantities  to  po- 
tients with  suicidal  tendencies 
ADVERSE  REACTIONS;  ASPIRIN  May 
cause  epigastric  discomfort,  nausea, 
and  vomiting  Hypersensitivity  reoctions. 
Including  urticaria,  ongioneurotic 
edema,  purpura,  osthma.  and  anaphy- 
laxis moy  rarely  occur  Patients  receiving 
large  doses  of  salicylotes  moy  develop 
tinnitus 

MEPROBAMATE  CNS  Drowsiness, 
ataxia,  dizziness,  slurred  speech,  heod- 
ache.  vertigo,  weakness,  poresthesias. 
impoirmentof  visual  accommodotion. 
euphorio.  overstimulotlon,  poradoxicol 
excitement,  fost  EEG  activity 
Gl  Nousea,  vomiting,  diarrhea 
CARDIOVASCULAR  Polpltotlon.  tachy- 
cordio.  various  forms  of  arrhythmic,  tron- 
slent  ECG  chonges.  syncope, 
hypotensive  crisis 

ALLERGIC  OR  IDIOSYNCRATIC  Milder  re 
actions  are  choractenzed  by  itchy,  urti 
corial,  or  erythematous  moculopopulor 
rosh.  generqlized  or  confined  to  the 
groin  Other  reactions  include  leuko 
penio.  ocute  nonthrombocytopenic  pur 
puro.  petechiqe.  ecchymotes. 
eosinophilio.  peripheral  edemo.  ader>o 
pothy,  fever,  fixed  drug  eruption  with 
cross-reaction  to  corisoprodol.  and 
cross-sensitivity  between  meprobamate 
mebutomate  and  meprobamotecor 
bromol  Rare,  more  severe  hypersensitiv 
ity  reactions  include  hyperpyrexia,  chills, 
ongioneurotic  edemo,  bronchosposm 
oNgurio.  and  anurio  Also,  anaphylaxis, 
exfoliotive  dermotitis.  stomatitis  and 
proctitis  Stevens  Johnson  syndrome  and 


bullous  dermatitis  have  occurred 
HEMATOLOGIC  (SEE  ALSO  ‘ALLERGIC  OR 
IDIOSYNCRATIC*!  Agranulocytosis, 
oplostic  anemia  have  been  reported,  ol- 
though  no  causol  relationship  hos  been 
established,  and  thrombocytopenic 
purpuro 

OTHER  Exacerbation  of  porphyrlc 
symptoms 

DO&AGE  AND  ADMINISTRATION:  Usuol 
dose  is  one  or  two  tablets.  3 to  4 times 
doily  as  needed  for  relief  of  pain  when 
tension  or  onxiety  is  present  Not  recom- 
mended for  patients  12  yeors  of  age  and 
under 

OVERDOSAGE : Treatment  is  essentiolly 
symptomotic  and  supportive  Any  drug 
remaining  in  the  stomach  should  be 
removed  Induction  of  vomiting  or  gostrlc 
lavage  may  be  Indicoted  Activated 
charcoal  may  reduce  obsorption  of  both 
ospirin  ond  meprobomote  Aspirin  over- 
dosage  produces  usual  symptoms  and 
signs  of  sallcylote  intoxication  Observa- 
tion ond  treotment  should  include  man- 
ogement  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoac- 
idosis ond  dehydrotion,  wotching  for  evi- 
dence of  hemorrhogic  monifestotions 
due  to  hypoprothromblnemia  which.  If  It 
occurs,  usually  requires  whole-blood 
tronsfuslons  Sulcldol  ottempts  with  me- 
probomote have  resulted  in  drowsiness, 
lethargy,  stupor,  atoxio.  como.  shock, 
vosomotor  and  respirotory  collopse 
Some  suicidal  attempts  hove  been  fatql 
The  following  dato.  reported  in  the  litero- 
ture  and  from  other  sources,  ore  not 
expected  to  correlate  with  each  cose 
(considering  foctors  such  os  individuol 
susceptibiliw  ond  length  of  time  from 
Ingestion  to  freotmentT  but  represent 
usual  ranges  reported  Acute  simple  ov 
erdose  (meprobomote  olone)  Death 
hos  been  reported  with  ingestion  of  os  lit 
tie  os  12  gram  meprobomote  ond  sur- 
vivol  with  os  much  os  40  grom 
BLOOD  LEVELS 

0 5 2 0 mg  percent  represents  usual 
blood  level  range  otter  therapeutic 
doses  The  level  moy  occoslonolly  be  os 
high  os  3 0 mg  percent 
3 -10  mg  percent  usually  corresponds  to 


findings  of  mild-to-moderote  symptoms 
of  overdosoge.  such  os  stupor  or  light 
como 

10-20  mg  percent  usuolly  correspor>ds  »o 
deeper  como.  requiring  more  intensive 
treatment  Some  fotolltles  occur 
At  levels  greater  thon  20  mg  percent, 
more  fotolltles  thon  survivals  con  be 
expected 

Acute  combined  overdose  (meprobo- 
mote with  other  psychotropic  drugs  or  at 
cohot)  Since  effects  con  be  oddirive. 
history  of  Ingestion  of  o low  dose  of  nr>e- 
probomote  plus  any  of  these  compound! 
(or  of  a relotively  low  blood  or  tissue 
level)  connot  be  used  os  o prognostic 
indicotor 

In  coses  of  excessive  doses,  sleep  ensue: 
ropidly  ond  blood  pressure,  pulse,  ond 
respiratory  rotes  ore  reduced  to  bosol 
levels  Any  drug  remaining  In  stomoch 
should  be  removed  ond  symptomotic 
treotment  given  Should  respiration  or 
blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulonts. 
ond  pressor  ogents  should  be  odminls- 
tered  coutiou^y  os  indicated  Diuresis, 
osmotic  (monnitol)  diuresis,  perltoneot 
diolysis.  ond  hemodlolysls  hove  been 
used  successfully  in  removir>g  both  osp> 
rin  ond  meprobomote  AlkolTnizotion 
of  the  urine  increoses  excretion  ot  soil- 
cylotes  CoretuI  rr>onitof(ng  of  urlno^ou' 
put  is  necessory.  and  couHon  should  be 
Token  to  ovoid  overhydrotlon 
Retopse  ond  deoth.  after  Initlol  recover> 
hove  been  ottributed  to  incomplete  gas 
trie  emptying  and  deloyed  obsorption 
HOW  SUPf  LIED  Bottles  of  50  scored 
tobiets 
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The  existing  conditions  of  participation  have 
been  in  existence  since  1966.  One  requirement 
in  the  current  conditions  not  carried  forward  in 
the  proposal  states  that  the  medical  staff  is  to 
attempt  to  secure  autopsies  “in  all  cases  of 
unusual  deaths,  and  of  medical-legal  and 
educational  interest.”  The  current  standard 
goes  on  to  recommend  that  a minimum  of  207( 
of  all  terminal  cases  be  autopsied. 

The  AMA  recommended  incorporation  of 
the  existing  autopsy  standard,  with  a change  to 
indicate  that  a physician  performing  an  autop- 
sy must  be  a fully-licensed  MD  or  DO. 

* * * 

In  mid-month  American  Medical  Associa- 
tion leaders  met  with  President  Reagan  to 
discuss  the  Administration’s  budget  proposals. 

AMA  President  William  Y.  Rial,  M.D., 
President-Elect  Frank  J.  Jirka,  Jr.,  M.D.; 
Chairman  of  the  Board  of  Trustees  Joseph  F. 
Boyle,  M.D.;  Vice  Chairman  of  the  Board  John 
J.  Coury,  Jr.,  M.D.;  Executive  Vice  President 
James  H.  Sammons,  M.D.;  Deputy  Executive 
Vice  President  Whalen  M.  Strohbar;  Vice 
dent  for  Public  Affairs  Wayne  W.  Bradley;  and 
Director  of  the  Dept,  of  Federal  Affairs  Paul 
R.M.  Donelan  visited  the  White  House  to 
speak  with  President  Reagan,  Margaret  Heck- 
ler, HHS  Secretary;  Craig  Fuller,  Cabinet 
Secretary;  John  Svahn,  HHS  Undersecretary; 
Donald  Moran,  Executive  Associate  Director 
of  the  Office  of  Management  and  Budget; 
Robert  Carleson,  Executive  Secretary  of  the 
Cabinet  Council  on  Human  Resources;  Edwin 
Harper,  Assistant  to  the  President  for  Domes- 
tic Policy  Development,  and  Faith  Whittlesey, 
Assistant  to  the  President  for  Public  Liaison. 

In  addition  to  presenting  the  Association’s 


positions  on  provision  in  the  proposed  budget, 
tbe  AMA  officials  urged  the  President  to 
upgrade  the  position  of  the  Assistant  Secre- 
tary for  Health  to  the  level  of  an  Under- 
secretary with  jurisdiction  over  all  HHS  health 
activities. 

* * * 

The  AMA  has  commended  and  lent  its 
strong  support  to  the  report  of  the  Presidential 
Commission  on  Drunk  Driving,  calling  it  a 
significant  contribution  in  a national  effort  to 
reduce  the  lives  lost  and  the  injuries  sustained 
in  accidents  caused  by  drunk  drivers. 

In  a statement  to  John  A.  Volpe,  Com- 
mission chairman,  the  Association  points  out 
that  it  believes  that  increased  efforts  at 
reducing  the  carnage  on  our  highways  caused 
by  drunk  driving  are  long  overdue.  “Physicians 
who  must  treat  the  victims  of  such  accidents 
are  fully  aware  of'the  physical  and  emotional 
suffering  resulting  from  automobile  accidents.” 

The  18-page  statement  details  Association 
activities  over  the  years  to  reduce  on  both 
state  and  national  levels  the  epidemic  pro- 
portions of  accidents  involving  drunk  drivers 
that  kill  nearly  26,000  Americans  each  year. 

In  a point-by-point  discussion  of  the  many 
recommendatons  of  the  Commission,  the 
Association  differs  at  times  with  details,  but 
overwhelmingly  commends  and  supports  the 
broad  thrust  of  the  report. 

♦ * * 

Early  in  the  month  Margaret  Heckler  was 
sworn  in  as  Secretary  of  the  Department  of 
Health  and  Human  Services  following  the 
Senate’s  approval  of  her  nomination  by  a vote 
of  84-to-3. 


May  1983  Nebraska  Medical  Journal  23-A 


i 


suggest  you 
raise  your  fees 
for  office  caUs 
from  $2  to  $3  ” 


That  was  good  advice  in  1945,  when 
PMM  first  began  to  advise  physicians 
on  how  to  build  and  manage  a suc- 
cessful practice  for  higher  financial 
returns  in  a competitive  market. 

Today,  the  health  care  market  is  even 
more  competitive. 

As  specialists  in  medical  practice 
management  for  38  years,  we  have  given 
good  advice  to  thousands  of  doctors. 

We  maintain  specialty  depart- 
ments to  stay  abreast  of  changing 
conditions  in  marketing,  estate  tax, 
financial  planning,  personnel  manage- 
ment and  practice  analysis  as  they 
relate  to  physicians.  No  general 
accounting  firm  can  say  that.  Before 
you  decide  who  should  advise  you, 
shouldn’t  you  talk  to  the  longest 
established  medical  practice  manage- 
ment specialists  in  your  area? 

Call  today  for  a completely 
confidential  discussion  of  your  needs 
and  our  many  services. 

Professional  Management  Midwest 

H420  W.  Dod^c  Road 
Tower  Plaza,  S.  305 
Omaha,  Nebraska  68/ 14 

402/3g7-5462 
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WANTED:  Active  Family  Practice  office  in 
central  Nebraska  looking  for  an  associate.  If 
interested,  contact  Nebraska  Medical  Journal, 
(Box  002),  1512  First  National  Bank  Bldg.,  Lincoln, 
NE  68508.  (402)  474-4472. 
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42  beds,  modem  Delivery  and  Operating  rooms. 
Rotating  call  schedule  with  time  for  meetings  and 
vacation  allowed.  Board  Certified  Surgeons  in 
town.  Supportive  community  — 2500  population. 
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objective  evidence 
supports  the  clinical 
efficacy  of 
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Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.'^ 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 
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Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy.  Benzodicizepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  Increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (eg.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  lor  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 
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•Rapid  onset  of  sleep.^ 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.^ 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights : 

'Seldom  produces  morning  hangover.^ 
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it's  not  a very  good  idea.  But  today,  modern  busi- 
ness dictates  that  physicians  with  their  own  prac- 
tices spend  a great  percentage  of  time  as 
businessmen  at  the  expense  ot  their  job. 

We  provide  you  with  an  environment  serving  a 
purpose:  practicing  medicine.  No  salesmen  or 
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late  hours.  You  concentrate  on  practicing  medicine 
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the  world  You'll  work  in  modern,  well-equipped 
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pensation, opportunities  for  professional  growth 
and  specialization,  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care  and  more 
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with  more  information  on  Air  Force  medicine 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln. 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8V^  X 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicqs).  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8^  X 1 1 in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-t  he- Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278.  Norfolk.  Nebraska  68701. 
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Wilmer  compatible  pegboard 
forms  are  interchangeable  with 
the  most  popular  health  care 
systems  offered  by  Control-0- 
Fax,  Safeguard,  NBS,  and 
McBee. 

Now  reorder  medical  man- 
agement forms  and  save  both 
time  and  money  with  Wilmer 
compatible  forms  and  sys- 
tems. All  the  most  widely  used 
checks,  receipts,  patient  led- 
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including  the  increasingly 
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insurance  claim  form  we  call 
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For  sale  by  owner  — Office  lot  on  the  N.E. 
corner  of  78th  and  Pacific  St.  Omaha. 
21,000  square  feet.  Conveniently  located 
between  Bergan  Mercy  and  Methodist 
Hospitals.  MAI  appraisal  for  lot  $69,000.00 
Sale  Price  $67,000.00. 

Plans  are  available  for  5,000  sq.  ft.  office 
building  on  two  floors  with  36  parking 
spaces  for  above  lot.  Ideal  for  four  to  five 
Dr’s.  Present  bids  for  construction  of  office 
bldg,  including  cost  of  lot,  landscaping  etc. 
is  $225,000.  Contact  Spencer  W.  Dillon  for 
further  details.  (402)  397-3667. 


WashingtoNotes 

The  American  Medical  Association  has 
opposed  Senate  Joint  Resolution  3 which 
would  amend  the  U.S.  Constitution  to  allow 
federal  and  state  governments  to  place  restric- 
tions on  or  prohibit  abortions.  Despite  AMA’s 
opposition,  the  Senate  Judiciary  Constitution 
Subcommittee  approved  the  amendment  which 
would  reverse  the  Supreme  Court  decision 
legalizing  abortion. 

In  an  early  March  statement  to  the  sub- 
committee chaired  by  Senator  Orrin  Hatch  (R- 
UT),  the  Association  pointed  out  its  concern 
with  such  legislation  is  that  women  could 
potentially  be  “denied  a necessary  medical 
procedure.  Abortion  is  a recognized  medical 
procedure.  The  medical  indications  for  abor- 
tions are  numerous  including  ectopic  preg- 
nancy, incomplete  spontaneous  abortion  (mis- 
carriage), malignant  embryo,  cardiovascular 
conditions  of  the  mother,  and  the  use  of 
prescription  drugs  that  are  essential  to  the 
mother  that  may  have  serious  adverse  effects 
on  the  fetus.  The  consequences  of  not  having 
an  abortion  when  these  indications  are  present 
can  be  grave,  even  fatal.” 

The  statement  concluded: 

“If  Senate  Joint  Resolution  3 is  adopted,  we 
are  gravely  concerned  that  women  may  be 
denied  necessary  medical  care.  We  are  also 
concerned  about  the  physical  and  mental 
consequences  that  may  be  suffered  by  women 
who  resort  to  illegal  abortions.  The  precedent 
for  and  the  possibility  of  improper  govern- 
mental interference  into  medical  practice  by 
singling  out  a medical  procedure  for  prohibi- 
tion or  restriction  is  inappropriate.  The  inter- 
ference in  the  relationship  between  a woman 
and  her  physician  that  may  result  from  this 
amendment  causes  us  great  concern.” 

The  subcommittee  ruled  3-0  in  favor  of  the 
amendment  to  overrule  the  Supreme  Court. 
The  amendment  faces  a tough  fight  in  the 
Senate  and  the  House  this  year. 

Data  in  a recent  nationwide  public  opinion 
survey  conducted  person-to-person  among 
1,503  voting-age  Americans  show  that  while 
there  is  considerable  sentiment  among  the 

(Continued  on  page  6A) 
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WashingtoNotes 

(Continued  from  page  4A) 

American  public  for  change  in  the  nature  and 
extent  of  campaign  financing,  opposition  re- 
mains strong  to  extending  public  financing  to 
congressional  campaigns. 


References;  1.  Data  on  file,  Hoftmann-La  Roche  Inc..  Nutley.  NJ  2.  Kramer  MJ, 
Mauriz  YR,  Robertson  TL.  TImmes  MD:  Morphological  studies  on  the  effect  of 
subinhibitory  and  inhibitory  doses  of  sulfamethoxazole-trimethopnm  combination  on 
Escherichia  coli.  Present^  at  the  12th  International  Congress  of  Chemotherapy  Flor- 
ence. Italy,  Jul  19-24,  1981.  3.  Spicehandler  J et  al:  Rev  Infect  Dis  4:562-565.  Mar-Apr 
1982.  4.  Stamey  TA:  Pathogenesis  and  Treatment  of  Urinary  Tract  Infections.  Balti- 
more, Williams  & Wilkins.  1980,  p.  13.  5.  Ronald  AR:  Clin  Ther  3:176-189,  Mar  1980 
6.  Cooper  J,  Brumfitt  W,  Hamilton-Miller  JMT:  J Antimicrob  Chemother  6:231-239, 
1980.  7.  Gower  PE,  Tasker  PRW:  Br  Med  J 1 :684-686,  Mar  20,  1976.  8.  Cosgrove  MD. 
Morrow  JW:  J Urol  111:670-672,  May  1974  9.  Iravani  A ef  al:  Antimicrob  Agents 
Chemother  19:598-604.  Apr  1981.  10.  Schaeffer  AJ,  Flynn  S,  Jones  J:  J Urol  725:825- 
827,  Jun  1981.  11.  Rous  SN:  J Urol  725:228-229,  Feb  1981  12.  BAC-DATA  Medical 
Information  Systems,  Inc.,  Bacteriologic  Reports,  Winter  Series,  1976-82. 

Bactrim  DS 

(tnmethoDrim  an(j  sulfamethoxazole/Roche] 


The  sampling  was  conducted  by  Civic 
Service,  Inc.,  a St.  Louis  based  political 
research  organization.  The  sampling  proce- 
dure was  designed  by  a number  of  nationally- 
known  political  scientists. 

The  survey  found  that  by  a margin  of  nearly 
two-to-one,  voting-age  Americans  oppose  the 
use  of  public  funds  for  congressional  cam- 
paigns — “and  that  this  opposition  has 
remained  relatively  constant”  since  the  first 
benchmark  question  seven  years  ago. 

While  political  action  committees  do  not 
receive  strong  public  endorsement  in  relation 
to  other  social  action  groups,  according  to  the 
survey,  a majority  of  sentiment  in  the  coast-to- 
coast  poll  indicated  that  PACs  “should  be 
allowed  to  contribute  financially  to  federal 
election  campaigns  for  Congress  and  Presi- 
dent— .” 

The  survey  — Attitudes  Toward  Campaign 
Financing  — had  the  support  of  the  American 
Medical  Political  Action  Committee. 

* * * 

Health  Care  for  the  Unemployed 
Gets  Federal  Attention 

State  and  county  medical  societies  from 
across  the  nation  and  several  national  specialty 
societies  received  accolades  from  Washington 
luminaries  — including  President  Ronald 
Reagan  and  his  budget  chief  David  Stockman, 
Rep.  Henry  Waxman  (D-CA)  and  Senator 
Robert  Dole  (R-KS)  — for  their  voluntary 
efforts  to  provide  free  and  low-cost  medical 
care  to  the  nation’s  unemployed. 

In  White  House  ceremonies  commemorating 
National  Volunteer  Week,  medical  society 
representatives  told  President  Reagan  and 
Vice  President  George  Bush  about  their 
programs  for  “newly  needy”  patients  who  are 

(('ontiniied  on  patje  IMf)) 
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Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  sus- 
ceptible strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a 
single  effective  antibacterial  agent  rather  than  the  combination.  Note:  The 
increasing  frequency  of  resistanf  organisms  iimits  the  usefulness  of  all  antibacterials, 
especially  in  these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers 
an  advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the 
safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is 
not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any 
age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible 
strains  of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  in  physi- 
cian's judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  Ilexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency:  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernic- 
terus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGmS.  Clinical  studies  show  that  patients  with  group  A [J-hemolytic  strepto- 
coccal tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated 
with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reac- 
tions, hepatocellular  necrosis,  agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Experience  with  tnmethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis  has  been  reported 
as  well  as  an  increased  incidence  of  thrombopenia  with  purpura  in  elderly  patients  on 
certain  diuretics,  primarily  thiazides  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may 
be  early  signs  of  serious  blood  disorders.  Frequent  CBC's  are  recommended,  therapy 
should  be  discontinued  it  a significantly  reduc^  count  of  any  formed  blood  element  is 
noted 

Precautions:  General:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  func- 
tion, possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related, 
may  occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinal- 
yses, with  careful  microscopic  examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong  prothrombin  time  in  those  receiv- 
ing warfarin;  reassess  coagulation  time  when  administering  Bactrim  to  these  patients 
Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Because  trimethoprim  and 
sulfamethoxazole  may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only 
if  potential  benefits  justify  the  potential  risk  to  the  fetus 
Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are 
included,  even  it  not  reported  with  Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplas- 
tic anemia,  megaloblastic  anemia,  thrombojjenia,  leukopenia,  hemolytic  anemia,  pur- 
pura, hypoprothrombinemia  and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrol- 
ysis, urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions. 
jTeriorbital  edema,  conjunctival  and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis  Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  hepatocellular  necrosis,  diarrhea,  pseudomembranous  coli- 
tis and  pancreatitis.  CNS  reactions:  Headache,  peripheral  neuntis,  menial  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy,  taligue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L.E  phenomenon  Due  to 
certain  chemical  similarities  to  some  goilrogens,  diuretics  (acelazoiamide,  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction. diuresis  and  hyjxiglycemia  in  patients;  cross-sensitivity  with  these  agents  may 
exist.  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN. 
AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  lor  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp  (20  ml)  b i d.  (or  10-14  days  Use  identical  daily 
dosage  lor  5 days  (or  shigellosis 

Children:  Recommended  dosage  (or  children  with  urinary  tract  inteclions  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sultamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days  Use  identical  daily  dosage  lor  5 days  for  shigellosis 
For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creati- 
nine clearance  is  above  30  ml/min  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  lor  14  days 
PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage;  20  mg/kg  trimethoprim  and  100  mg/kg  sultamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
lor  suggested  children's  dosage  table 

Supplied;  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sultamethoxazole.  bottles  ol  100  and  500;  Tel-E-Dose*  packages  o(  100; 
Prescription  Paks  o(  20  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole — bottles  o(  100  and  500;  Tel-E-Dose*  packages  ot  100.  Prescription 
Paks  ot  40  Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfa- 
methoxaurole  per  teaspoontul  (5  ml);  cherry  ffavored— bottles  of  100  ml  and  16  oz 
(1  pint)  Suspension,  containing  40  mg  trimethopnm  and  200  mg  sultamethoxazole 
per  lea  spoonful  (5  ml);  truit-licorice  flavored — bottles  ot  16  oz  (1  pint) 
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In  vitro  studies  demonstrate 

Bactericidal  activity 
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resistance 


Percent  of  isolates  of  common  uropathogens  sensitive  to  BACTRIM  and  to  other  antimicrobials 
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Kill  curve  kinetics  of  Bactrim 
and  Its  individual  components 
against  E.  coli  in  vitro.  ‘ 


'Analogous  to  cephalothin,  the  primary  antibiotic  disc  used  in  testing 

Source:  The  Bacteriologic  Report,  BAC-DATA  Medical  Information  Systems,  Inc.,  Winter  Series,  1981-82 
Numbers  under  percentages  refer  to  the  projected  number  of  isolates  tested 


The  bactericidal  action  of  Bactrim  has  been  demonstrated  in  vitro  on  laboratory  strains 
of  E.  coli'^  and  on  clinical  isolates  of  E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis 
and  Morganella  morganiP — the  most  common  causative  organisms  of  urinary  tract 
infections,"  More  than  100  published  studies  attest  to  the  efficacy  of  Bactrim  in  recurrent 
urinary  tract  infections  due  to  these  organisms.^  in  comparative  studies  with  other  antimi- 
crobials, Bactrim  has  consistently  demonstrated  unsurpassed  efficacy  during  therapy®  " 
Resistance  to  Bactrim  develops  more  slowly  than  to  either  of  its  components  alone 
in  vitro*  Among  urinary  tract  isolates,  resistance  has  rarely  emerged  in  susceptible 
strains.®"^  Bactrim  is  contraindicated  in  pregnancy  at  term,  during  lactation,  in  infants  less 
than  two  months  old  and  in  documented  megaloblastic  anemia  due  to  folate  deficiency 
Initial  episodes  of 
uncomplicated  urinary 
infections  should  be 
treated  with  a single- 
agent antimicrobial. 


Bactrim"  DS 


(trimethoprim  and  sulfamethoxazole/Roche) 

b.i.d.  /or  recurrent  uririary  tract  infections 

*ln  vitro  data  do  not  necessarily  predict  clinical  results. 
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See  next  page  for  references  and  a summary  of  product  information. 
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ibuprofen,  Upjohn 

600 mg  Tablets 


More  corWi^rilidr  your  patients 
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The  Upjc3hn  Company  • Kalamazoo,  Michigan  49001  USA 


><J04W  jj^wei 


You  don’t  have  to 
understand  how  a 
computer  works 
to  make  it  work 
for  you. 


To  be  a terrific  driver,  you  don’t  need  to  know 
your  car’s  differential  from  its  distributor.  The 
same  is  true  with  computers.  You  don’t  need  to 
know  how  to  program  a computer  to  capitalize 
on  the  benefits  it  can  provide  you.  That’s 
because  Microtech  makes  learning  how  to  use  a 
computer  as  easy  as  learning  to  drive. 

Microtech  is  a computer  company  that’s 
different  from  other  companies  that  sell 
computers.  We  know  how  to  make  a computer 
work  for  you,  and  we’ll  take  the  time  to  teach 
you.  We  Imow  how  to  choose  the  right  software 
program  for  you,  and  we’ll  help  you  maximize 
its  efficiency. 

Get  your  money’s  worth  out  of  your 
computer  system.  Call  Microtech...for 
professional  computer  solutions. 


1 


Professional  Computer  Solutions. 

ill  microtech 


200  N.  66th  /Lincoln.  Nebraska  68505/(402)  467-5521 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas. 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherr>’, 
Lincoln.  Counties:  Cass.  Lancaster. 
Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson.  Wymore.  Counties:  Gage, 
Johnson.  Nemaha.  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek. 
West  Point.  Counties:  Antelope,  Cedar, 
Cuming.  Dakota,  Dixon.  Knox.  Madi- 
son. Pierce.  Stanton.  Thurston, 
Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D.,  Fremont  Counties: 
Boone.  Burt,  Colfax,  Dodge,  Merrick, 
Nance,  Platte,  Washington. 

Sixth  District:  Councilor:  Robert  Herool- 
sheimer,  M.D.,  Seward.  Counties:  But- 
ler, Hamilton,  Polk.  Saunders.  Seward, 
York. 

Seventh  District:  Councilor:  Robert 

Quick,  M.D.,  Crete.  Counties:  Clay,  Fill- 
more. Jefferson,  Nuckolls.  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace.  Gordon.  Counties:  Boyd, 

Brown,  Cherry.  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine. 
Buffalo.  Custer,  Dawson.  Garfield. 
Grant,  Greeley.  Hall,  Hooker,  Howard. 
Loup,  Sherman.  Thomas,  Valley. 
Wheeler 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase.  Dundy.  Franklin.  Frontier, 
Furnas,  Gosper.  Harlan.  Hayes,  Hitch- 
cock, Kearney.  Phelps,  Red  Willow. 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson.  North  Platte.  Counties: 
Arthur.  Deuel.  Garden,  Keith,  Lincoln, 
Logan.  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner.  Box 

Butte,  Cheyenne,  Dawes.  Kimball. 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies  \ 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Keith-Perkins-Chase  .... 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 
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, Melvin  Campbell,  Ainsworth John  Bryd,  Valentine 
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. Robert  E.  Tuma,  Crete Robert  E.  Tuma,  Crete 
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. 1.  M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

. David  Imes,  Gering Robert  Heasty,  Scottsbluff 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis'^ 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
Information 

Indications  and  Usage;  Ceclor*  (cefaclor.  Lilly)  is  indicated  m the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Oiptococcus  pneumoniae) , Haemophilus 
influenzae,  and  5 pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Cecior 
Contraindication:  Cecior  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TD  BOTH  DRUG 
CLASSES 

Antrbiotics.  including  Cecior.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Closiridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  dru|i  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General Precaulions~\i  an  allergic  reaction  to  Cecior 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Cecior  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs’  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antigiobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  test  may 
be  due  to  the  drug 

Cecior  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Cecior.  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling  s solutions  and  also  with  Clinitest*  tablets  but 
not  with  Tes  Tape*  (Glucose  Enzymatic  Test  Strip.  USP  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy— Pregnancy  Category  8 — Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  limes  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  ferlilily  or  harm  to 
the  fetus  due  to  Cecior  There  are.  however,  no  adequate  and 
welt-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nurvng  Molhen-^SmaW  amounts  of  Cecior  have  been  detected  in 
mother  s milk  lollowinn  administration  of  single  500-mg  doses 
Average  levels  were  0 i6.  0 20.  0 21 . and  0 16  mcg  ml  at  two.  three 
(our  and  live  hours  respectively  Trace  amounts  were  delected  at  one 


Cefaclor 

Pulvules".  250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Cecior.’  ® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae.  S,  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Cecior.^ 


hour  The  effect  on  nursing  infants  IS  not  known  Caution  should  be 
exercised  when  Cecior*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  m Children— Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions;  Adverse  effects  considered  related  to  therapy 
with  Cecior  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 S percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  m about  1 S percent 
of  patients  and  include  morbilliform  eruptions  (t  in  100)  Pruritus, 
urticaria,  and  positive  Coombs  tests  each  occur  tn  less  than  t m 200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
muKiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis  arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Cktor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a tew  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  alleroy 

Other  effects  considered  related  to  therapy  included  eosmophiiia 
{ 1 in  SO  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain— Jiansitoiy  abnormalities  in  ciimcil 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  beiow  to  serve  as  alerting 
information  tor  the  physician 

Mepahc— Slight  elevations  of  SCOT.  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in  leukocyte  count . 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Rena/— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
bOO)  or  abnormal  urinalysis  (less  than  1 m 200) 

(061762RI 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  5 pneumoniae  or  H influenzae  * 

Note  Cecior  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  m the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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The  AMA  Announces... 


20 /Vfl/l^PATIENT 
MEDICATION 
INSTRUCTION  SHEETS 


Now  there  are  40  PMIs  available  to  help 
your  patients  understand  more  about 
the  drugs  you  prescribe  for  them. 


THE  AMA  PATIENT  MEDICATION 
INSTRUCTION  PROGRAM 
Benefits  both  you  and  your  patients. 

Join  the  thousands  of  doctors  nationwide  who 
contribute  to  better  patient  education  by  dis- 
tributing Patient  Medication  Instruction  sheets. 
Providing  this  service  requires  little  time  or  effort, 
yet  may  significantly  strengthen  your  profes- 
sional relationship  with  your  patients,  enhance 
patient  compliance  in  the  use  of  drugs,  and 
decrease  adverse  reactions. 

Simplified  drug  information. 

PMIs  contain  easily  understood  language  and 
include  only  commonly  accepted,  scientific 
statements  on  drugs.  To  minimize  the  risk  of 
alarming  patients  with  an  "overload"  of  infor- 
mation, PMIs  do  not  list  all  reported  rare 
adverse  reactions. 

PMIs  are  available  in  pads  of  100  and  are 
designed  to  be  distributed  at  the  time  the 
prescription  is  written. 

Order  your  PMIs  today!  Remember. . . 

You  pay  only  postage  and  handling. 


ORDER  FORM 

Order  Dept. 

American  Medical  Association 
P.O  Box52 

L.  ***l  Rolling  Meadows.  IL  60008 


PMI  pads  are  provided  to  you  by  the  American 
Medical  Association  To  defray  the  cost  of 
DOstage  and  handling  a charge  of  S 50  per 
pod  has  been  established 

Minimum  order  is  ten  pads  (100  PMIs  per  pad) 


Name 

Address 

City 

State Zip 

Occupation  (check  one): 

1 n Physician 

2 □ Pharmacist 

3 □ Dentist 

<t  n Other 


Tour  check  payable  to  the  AMA,  must 
accompany  order  Please  allow  three  weeks 
for  delivery 

Please  send  me  PMIs  in  the  following  quantities 
Number 

of  Pads  PMI  Number  and  Title 

001  Furosemide 

002  Thiazide  Diuretics 

003  Penicillins — Oral 

004  Beta-Blockers 

005  Digitalis  Medicines 

006  Coumarin-Type 

Anticoagulants 

007  Oral  Antidiabetic  Medicine 

008  Tetracyclines 

009  Cephalosporins — Orai 

010  Erythromycin 

0 1 1 Nonsteroidal  Anti- 

Inflammatory  Drugs 

012  Benzodiazepines 

0 1 3 Nitroglycerin  Sublingual 

Tablets 

0 1 4 Methyidopa 

015  Insulin 

016  Corticosteroids  — Oral 

017  Cimetidine 

018  Belladonna  Alkaloids  and 

Barbiturates 

019  Phenytoin 

020  Sulfonamides 


Piil 


NEW  PMIs  Now  Available 

021  Lithium 

022  Haloperidol 

023  Hydralazine 

024  Guanethidine 

025  Valproic  Acid 

026  Ethosuximide 

027  Allopurinol 

028  Oral  Xanthine 

Derivatives 

029  Thyroid  Replacement 

030  Metronidazole 

031  Oral  Clindamycin/Lincomycin 

032  Oral  Chloramphenicol 

033  Levodopa/Carbidopa  and 

Levodopa 

034  Ergot  Derivatives 

035  Indomethacin 

036  Phenylbutazone/ 

Oxyphenbutazone 

037  Quinidine/Procainamide 

038  Iron  Supplements 

039  Verapamil 

040  Nifedipine 


Total  number  of  pods 

50 Per  pad  for  posfage  and  handling 

$ SUBTOTAL 

S Residenfs  of  IL  and  NY.  please  add 

appropriate  sales  fax  to  SUBTOTAL. 
$ TOTAL  PAYMENT  (CHECK  ENCLOSED) 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Dr.  Richard  O’Brien,  Dean 
California  at  24th  Street,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Ste.  13,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Kenneth  P.  Wall,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska*Iowa  Midlands  Chapter 
3624  Leavenworth,  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D.,  Dept,  of  Neurology 
601  North  30th  Street,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
John  D.  Griffiths,  M.D.,  President 
8601  W.  Dodge  Rd..  #210,  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
Barbara  Heywood,  M.D.,  President 
401  E.  Gold  Coast  Rd.,  Papillion  68128 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke,  President 

Craft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 

Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Jack  R.  Zastera,  M.D.,  President 
8617  Douglas  St.,  Omaha  68114 

Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Kon  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Ste.  5,  Omaha  68154 
Nebraska  Chapter  — American  Academy  of  Physician  Assistants 
Bonnie  Shearer,  PA  C,  President 
706  Sherman  Dr..  Bellevue  68005 
Nebraska  (’hapter  — American  College  of  Pediatrics 
Dale  Ebers,  M.I).,  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 
Nebraska  Chapter  — American  Chdlege  of  Physicians 
Bowen  E.  Taylor.  M I)..  F.A.f^P.,  Governor 
Box  81009.  Lincoln  68501 
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Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  President 

8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Henneman,  President 
3608  Worthington,  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “0”  St,  Suite  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  “L"  St,  Lincoln  68509 
Nebraska  League  for  Nursing 
Ellen  McGovern,  President 

Methodist  Hospital,  8300  Dodge  St.,  Omaha  68114 
NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Ave.,  Fremont  68025 

Nebraska  Pharmacists  Association 

Robert  P.  Marshall,  Pharm.D.,  R.P.,  Executive  Director 
600  S.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
T.  Bulent  Tunakan,  M.D.,  President 
8504  Cass  Street,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St,  Omaha  68106 
Nebraska  Public  Health  Association 
John  Miner,  R.S.,  President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

John  A.  Haggstrom,  M.D.,  President 

Children’s  Memorial  Hospital,  8303  Dodge  St,  Omaha.  NE  68114 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
Jerry  D.  Edelman,  M.D. 

UNMC,  42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott,  M.D.,  President 
120  Wedgewood  Dr.,  Ste.  A,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT,  President 

Southeast  Community  College,  8800  *‘0"  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Heniy  D.  Smith.  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  North  87th  St..  Omaha  68114 
Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 
Chris  Graff.  LPN 
5608  S.  38th  St..  Lincoln  68516 
Nebraska  Urological  Association 

Charles  F.  Damico.  M.D..  President 
604  W.  6th.  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey.  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St..  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles.  Executive  Director 
4600  Valley  Road,  Suite  D.  Lincoln  68510 
University  of  Nebraska  Medical  Center 

James  V.  Griesen,  Ph  D..  Interim  Chancellor 
42nd  & Dewey  Ave.,  i)maha  68105 


OFTBI INSHVVRABLE:  RAIN  AND  ANXETY 


A pathologic  partnership  present  in  musculoskeletal  -of  meprobamate — because 
one  sees  every  day  disorders,  the  best  therapy  is  together  they're  better  than 

Pain — triggering  anxiety — often  a combination  of  anal-  either  alone, 

which  accentuates  the  percep-  gesic  and  anxiolytic  agents.  important  information  on  next  page 

tion  of  pain . . .together  they're  Equagesic " -M  combines  the  Laboratories 

worse  than  either  alone.  pain  relief  of  aspirin  with  the  a j ' 

And  since  they're  usually  both  tension-reducing  properties  Mm 

tablets 


(itieprobamate  with  aspirin]  (S  Wyeth 

Effet^ve  analgesic/anxiolytic  alliance 


1 


I 

I 

Prompt,  effective  relief  from  the  dual  burden 

of  pain  and  anxiety 

tablets 

Equagesk^-M 

(meprobamate  with  aspirin]  @ Wyeth 

Effective  analgesic/anxiolytic  alliance 


Proven  superior  to  aspirin  alone  in  controlled  clinical  trials  i 


(BRIEF  SUMMARY) 

DESCRIPTION;  Each  tablet  contains  200 
mg  mepfobomote  and  325  mg  aspirin 
INDICATIONS:  Adjunct  in  short-term 
treatment  of  pain  accompanied  by 
tension  and/or  onxiety  in  patients  with 
musculoskeletal  disease  Clinical  trials 
demonstrated  in  these  situations  relief  of 
poin  IS  somewhat  greater  than  with  aspi- 
rin alone  Effectiveness  in  long-term  use, 

I e over  4 months,  has  not  been  ossessed 
by  systematic  clinical  studies  Physicians 
should  periodically  reassess  usefulness  of 
drug  for  individuol  patients 
CONTRAiNDiCATiONS:  ASPIRIN  Al 
lergic  or  idiosyncratic  reactions  to  aspirin 
or  related  compounds  MEPROBAMATE 
Acute  Intermittent  porphyria,  ollergic  or 
idiosyncratic  reactions  to  meprobamate 
or  reioted  compounds,  e g cansoprodoi, 
mebutamate,  or  carbromal 
WARNINGS:  ASPIRIN  Use  salicylates  with 
extreme  caution  in  patients  with  peptic 
ulcer,  osthma.  coagulation  obnormali 
ties,  hypoprothrombinemio.  vitamin  K 
deficiency,  or  those  on  onticoogulants  in 
rare  instonces,  ospirin  in  persons 
allergic  to  sallcylotes  may  result  In  life 
threatening  allergic  episodes 
MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychologicol  depend 
ence.  and  abuse  have  occurred 
Chronic  intoxication  from  prolonged 
Ingestion  of.  usuoHy.  greater  than  recom 
mended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo.  Therefore, 
carefully  supervise  dose  and  omounts 
prescribed  and  avoid  prolonged  use. 
especially  in  alcoholics  and  others  with 
known  propensity  lor  taking  excessive 
quontitles  of  drugs  Sudden  withdrawal 
after  prolonged  end  excessive  use  may 
precipitate  recurrence  of  preexisting 
symptoms,  e a anxiety,  anorexia,  or  in- 
somnio.  or  wlthdrowol  reactions,  e g . 
vomiting,  otaxia.  tremors,  muscle  twitch- 
ing. confusional  states  hollucinosis.  and. 
rorely.  convulsive  seizures  Such  seizures 
ore  more  likely  in  persons  with  CNS  dom 
age  or  preexistent  or  latent  convulsive 
disorders  Onset  of  wlthdrowol  symptoms 
occurs  usually  within  12  to  46  hours  otter 
d'sconlinuation  symptoms  usuolly  ceose 


within  next  12-to-48-hour  period  When 
excessive  dosage  has  continued  for 
weeks  or  months,  reduce  dosoge  gradu- 
ally over  1 to  2 weeks  rother  then  stop 
abruptly  Alternotively,  a short-acting 
borbiturote  may  be  substituted,  then 
grodually  witharown 
potentially  HAZARDOUS  TASKS  Worn 
patients  meprobamate  may  impoir  men- 
tol  or  physical  abilities  required  for  po- 
tentially hozardous  tasks,  e g , driving  or 
operating  machinery 
ADDITIVE  EFFECTS  Since  CNS- 
suppressont  effects  of  meprobomate 
and  olcohol  or  meprobamate  and  other 
psychotropic  drugs  may  be  odditive,  ex- 
ercise coutlon  with  patients  toking  more 
thon  one  of  these  ogents  simultoneousiy 
USAGE  IN  PREGNANCY  AND  LACTA- 
TION: An  Increased  risk  of  congenital 
malformations  associated  with  minor 
tranquilizers  (meprobamate,  chlordi* 
azepoxide,  and  diazepam)  during  first 
trimester  of  pregnancy,  has  been  sug- 
gested In  several  studies.  Becouse  use 
of  these  drugs  is  rarely  a matter  of 
urgency,  their  use  during  this  period 
should  almost  always  be  ovolded.  The 
possibility  that  a woman  of  child- 
bearing potential  moy  be  pregnant  at 
lime  ofinstitutlon  of  therapy  should  be 
considered  Advise  patients  If  they  be- 
become  pregnant  during  therapy  or 
Intend  to  become  pregnant  to 
communicate  with  their  physicians 
about  desirability  of  discontinuing 
the  drug 

Meprobamate  passes  the  placental 
barrier.  It  Is  present  both  In  umblllcol- 
cord  blood  at  or  near  maternal 
plasma  levels  and  In  breast  milk  of 
lactatlng  mothers  ot  concentrations 
two  to  four  limes  that  of  maternal 
plasma.  When  use  of  meprobamate  Is 
contemplated  In  breastfeeding 
patients,  consider  the  drug's  higher 
concentrations  In  breast  milk  as  com- 
pared to  maternal  plasmo  levels 
USAGE  IN  CHILDRE  N Keep  preporallons 
with  aspirin  out  of  reach  of  children 
Fquagesic*  M is  not  recommended  for 
patients  12  years  of  oge  and  under 
PRECAUTIONS  ASPIRIN  Salicylates  an 


togonize  uricosuric  activity  of  probene- 
cid and  sulfinpyrazone  Salicylates  are 
reported  to  enhance  hypoglycemic  ef- 
fect of  sulfonylurea  aniidiabetics 
MEPROBAMATE  Use  lowest  effective 
dose,  particularly  in  elderly  ond'or  debit- 
itofed.  to  preclude  over-sedotlon  Me- 
probamote  Is  metabolized  in  the  liver 
ond  excreted  by  the  kidney,  to  ovoid  ex- 
cess accumulation  exercise  caution  in  its 
use  in  patients  with  compromised  liver 
or  kidney  function  Meprobomate  occa- 
sionally may  precipitote  seizures  in  epi- 
leptic patients  It  should  be  prescribed 
cautiously  and  in  small  quantities  to  pa- 
tients with  suicidal  tendencies 
ADVERSE  REACTIONS:  ASPIRIN  Moy 
couse  epigastric  discomfort,  nouseo. 
and  vomiting  Hypersensitivity  reactions, 
including  urticoria.  angioneurotic 
edemo,  purpuro.  asthma,  and  anophy- 
loxls  may  rarely  occur  Patients  receiving 
large  doses  of  salicylates  may  develop 
tinnitus 

MEPROBAMATE  CNS  Drowsiness, 
ataxia. •dizziness,  slurred  speech,  head- 
ache. vertigo,  weakness,  paresthesias. 
Impairment  of  visuol  occommodation, 
euphoria,  overstimulotion.  paradoxicol 
excitement  fast  EEG  octlviw 
Gl  Nouseo.  vomiting,  diarrneo 
CARDIOVASCULAR  Polpitotlon,  tqchy 
cordia.  vorlous  forms  of  orrhythmio.  Iron- 
slent  ECG  chonges.  syncope, 
hypotensive  crisis 

allergic  or  IDIOSYNCRATIC  Milder  re 
ocfions  are  chorocterized  by  itchy,  urti 
canal,  or  erythemotous  moculopopulor 
rash,  generalized  or  confined  to  the 
groin  Other  reactions  include  leuko- 
penio.  ocute  nonthrombocytopenic  pur 
pura.  petechioe.  ecchymoses. 
eosrnophilio.  peripheral  edema,  odeno 
pathy.  fever,  fixed  drug  eruption  with 
cross  reoctlon  to  cansoprodoi,  and 
cross  sensitivity  between  meprobamate 
mebutamote  and  meprobomate  cor 
bromal  Rare  more  severe  hypersensitiv 
ity  reactions  include  hyperpyrexia,  chills, 
ongioneurotic  edema,  bronchospasm. 
oliguria  and  onurio  Also,  onophylaxis. 
exfoliative  dermotitis.  stomatitis  and 
proctitis  Stevens  Johnson  syndrome  ond 


bullous  dermatitis  have  occurred 
HEMATOLOGIC  (SEE  ALSO  ’ALLERGIC  OR 
idiosyncratic'^)  Agronulocytosis. 
oplostic  anemio  nave  been  reported,  al- 
though no  causoi  relationship  has  been 
established,  and  thrombocytopenic 
purpura 

OTHER  Exocerbotlon  of  porphyric 
symptoms 

DOlAGE  AND  ADMINISTRATION:  Usual 
dose  is  one  or  two  tablets.  3 to  4 times 
doily  os  needed  for  relief  of  pain  when 
tension  or  anxiety  is  present  Not  recom- 
mended for  patients  12  yeors  of  age  ond 
under 

OVERDOSAGE:  Treotment  is essentiolly 
symptomatic  and  supportive  Any  drug 
remoining  In  the  stomoch  should  be 
removed  induction  of  vomiting  or  gostrlc 
lovoge  may  be  indicated  Aenvoted 
chorcool  moy  reduce  obsorptlon  of  both 
ospirin  and  meprobomate  Aspirin  over- 
dosage produces  usuol  symptoms  and 
signs  of  solicyiote  intoxicotlon  Observo- 
tion  and  treatment  should  include  mon 
ogement  of  hyperthermic,  specific 
parenteral  electrolyte  theropy  for  ketooc- 
idosis  ond  dehydration,  watching  for  evi- 
dence of  hemorrhagic  manifestotions 
due  to  hypoprothrombinemio  which,  if  it 
occurs,  usuolly  requires  whole-blood 
transfusions  Suicidal  ottempts  with  me- 
probamate have  resulted  in  drowsiness, 
lethargy,  stupor  atoxia,  coma,  shock, 
vasomotor  and  respirotory  collapse 
Some  suicidal  attempts  have  been  fatal 
The  following  data,  reported  m the  iitero- 
fure  ond  from  other  sources,  ore  not 
expected  to  correlote  with  eoch  cose 
(considering  factors  such  os  individuol 
susceptibility  ond  length  of  time  from 
ingestion  to  freotmentT.  but  represent 
usual  ranges  reported  Acute  simple  ov 
erdose  (meprobomate  olonel  Death 
hos  been  reported  with  ingesrion  of  os  lit- 
tle os  12  gram  meprobomote  and  sur 
vivol  with  os  much  os  40  gram 
BLOOD  LEVELS 

0 5 2 0 mg  percent  represents  usual 
blood  level  ronge  offer  therapeutic 
doses  The  level  may  occosionolly  be  as 
high  os  3 0 mg  percent 
3 lb  mg  percent  usuolly  corresponds  to 


findings  of  mild-lo-moderate  symptoms 
of  overdosage,  such  os  stupor  or  light 
como 

10-20  mg  percent  usuolly  corresponds  to 
deeper  coma,  requiring  more  intensive 
treotment  Some  totalities  occur. 

At  levels  greater  than  20  mg  percent, 
more  fotolities  than  survivols  con  be 
expected 

Acute  combined  overdose  (meprobo- 
mote  with  other  psychotropic  drugs  or  ol- 
cohol) Since  effects  con  be  odditive, 
history  of  ingestion  of  a low  dose  of  me- 
probomote plus  ony  of  these  compounds 
(or  of  a relatively  low  blood  or  tissue 
level)  cannot  be  used  os  a prognostic 
indicator 

In  coses  of  excessive  doses,  sleep  ensues 
rapidly  ond  blood  pressure,  pulse,  and 
respiratory  rotes  ore  reduced  to  bosoi 
levels  Any  drug  remoming  in  stomoch 
should  be  removed  ond  symptomofic 
treatment  given  Should  respiration  or 
blood  pressure  become  compromised 
respiratory  assistance.  CNS  stimulants, 
and  pressor  agents  should  be  odminis- 
tered  cautiou^y  os  indicated  Diuresis, 
osmotic  (monnitol)  diuresis,  peritoneol 
dialysis,  and  herriodiolysls  hove  been 
used  successfully  in  removing  both  ospi 
rin  ond  meprobamate  AlkolTnizotlon 
of  the  unne  increoses  excretion  of  sali- 
cylotes  Coreful  monitoring  of  urinary  out- 
put 1$  necessary,  ond  caution  should  be 
taken  to  avoid  overhydrotlon 
Reiopse  and  death,  otter  initioi  recovery, 
hove  been  attributed  to  ir>compiete  gos- 
tric  emptying  and  deloyed  obsorption 
HOW  SUPPLIED  Bottles  Of  50  scored 
tablets 


1983.  Wyeth  Loborotones 


Wyeth  Laboratories 
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Anxious  patients 
improve  in  just 
a few  days 


\nd  what  is  more  reassuring 
o an  excessively  aixxious 
xuient  tlian  meciication  that 
3romptl\'  stirLs  to  relieve  his 
iiscomforting  symptoms? 

^lium®  (diazepam/Roche) 
begins  working  within  30  to 
X)  minutes.  Patients  continue 
:o  improve  in  just  a few  da\'s, 
ind  relief  continues  through- 
Dut  the  course  of  treatment. 

Tliere  are  otlier  impt)r- 
:ant  benefits  witli  \tilium  as  well — along  with  its 
Droad  clinical  range,  Valium  has  efficac\/safet\' 
profile  that  few,  if  any,  drugs  can  match.  This 
record  has  been  achieved  witli  extensive  clinical 
experience,  undoubtedly  including  \x)urs.  And, 

.US  you  must  have  observ'ed,  side  effects  more 
serious  than  drowsiness,  fatigue  or  ataxia  rarely 
occur  Nevertheless,  as  with  any  CNS-aaing 
agent,  patients  should  be  cautioned  about  driv- 
ing, operating  hazardous  machinery’  or  ingesting 
alcohol  or  other  CNS-depressant  drugs  while 
taking  \tilium. 

Yet  another  benefit  \filium  affords  is  flexibilit\: 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets.  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2 V2  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
V^lrelease^”  (diazepam/Roche) 
15-mg  slow-release  capsules, 
knowing  that  Vtlrelease  will  assure  all  the  benefits 
of  Valium  5 mg  t.i.d.  witli  the  convenience  of 
once-a-day  dosage. 

Discontinuation  ofVilium  (or  Valrelease) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  Valium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  aaion  of  \ftlium  and  \ftlrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
file  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

\^um® 

diazepam/Roche 


Copyright  ©1983  by  Roche  Products  Inc.  All  rights  reserved. 


For  a summary  of  product  information,  please  turn  the  page. 
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Valium®  (diazepam/Rochc)(^  Tablets 

Vaircleasc'”  (diazepam/Rochc)®  slow-relcasc  Capsules 

Injectable  Valium®  (diazepam/ Roche 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxiew  disorders,  or  shtirt-term  relief  of  ,symptom.s 
of  anxien:  Anxiew  or  tension  a.ssrx:iated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunCTively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
.spasm  to  ItKal  pathology;  spasticit\-  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome.  Oral  forms  may  be  used  adjunaively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  al.so  be  used  adjunaively 
in:  status  epilepticus;  severe  recurrent  .seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reaaions  prior  to  endoscopicy.surgical  prtKedures;  cardioversion. 

The  effeaiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  asse.ssed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reasse.ss  the  usefulne.ss  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypensensitivits';  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  As  with  mo.st  CNS-aaing  drugs,  caution  again.st  hazardous  exteupations 
requiring  complete  mental  alertne.ss  (eg  . operating  machinery,  driving).  With- 
drawal symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
ob.served  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
excessive  doses  Infrecjuently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benztxJiazepines  after  continuous  u.se,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months.  /\fter  extended 
therapy,  gradually  taper  dosage.  Keep  addiaion-prone  individuals  ( drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisptesition  to  habitua- 
tion/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant 

oRAi.  Advi.se  patients  again.st  simultaneous  ingestion  of  alcohol  and  other  CNS 
depres.sants 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  forms  adjunaively  in  convulsive  dis- 
orders, possibility  of  iticrea.se  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
ithdrawal  in  such  cases  may  be  as.s(Kiated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

INJECTABLE  To  reclucc  the  possibility  of  renoits  thromhosK.  phlebitis,  local  irritation, 
.swelling  ami.  rarely,  rascular  impairment  when  lesed  I V:  inject  slowly,  taking  at 
least  otte  minute  for  eewh  5 mg  (1  ml)  given:  do  not  tise  small  rents,  i.e.,  dorsum 
of  hand  or  urist:  ttse  extreme  care  to  avoid  intra-arterial  administration  or 
e.xtravctsation  Do  not  mix  or  diltite  with  other  solutions  or  drugs  in  syringe  or 
infttsion  flctsk  If  it  is  not  feasible  to  culmtnister  Injectable  Valium  directly  l.V,  it 
nuty  be  injected  slowly  tlrrough  the  infusion  tubing  as  close  as  possible  to  tbe 
vein  ittsertion 

Administer  with  extreme  care  to  elderly,  very  ill,  tho.se  with  limited  pulmonary 
reserve  because  of  po.ssibility  of  apnea  and/or  cardiac  arre.st;  concomitant  use 
of  barbiturates,  alcohol  or  other  CN.S  depressants  increases  depression  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available.  When  u.sed  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  administer  in 
.small  incremeiiLs  Should  not  be  admini.stered  to  patients  in  shock,  coma,  acute 
alcoholic  intoxication  with  depression  of  vital  signs. 

I las  precipitated  tonic  status  epilejiticus  in  patients  treated  for  petit  mal  .status  or 
petit  mal  variant  .status.  Not  recommended  for  Oli  use, 

Hfficaty/safety  not  established  iti  neotiates  (age  ,^()  days  or  le.ss);  prolonged  CNS 
depre.ssion  ob.served  In  children,  give  slowly  (up  to  0.2S  mg/kg  over  i minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  IS  to  30  min- 
utes If  no  relief  after  third  administration,  appropriate  adjunctive  therapy  is 
reel  mimended 

Precautions:  If  combined  with  other  p.sychotropics  or  anticonvulsants,  carefully 
consider  individual  (iharmacologic  effects  — particularly  with  known  compounds 
which  may  polentiate  action  of  diazepam,  i e . phenothiazines,  narcotics,  barbitu 
rates,  M/\()  inhibitors  and  antidepre.s.saiiLs.  Froteaive  measures  indicated  in 
highly  anxious  patients  with  accotniiaiiying  depression  who  may  have  suicidal 
tendencies.  Observe  usual  precautions  in  ini|xiireil  hepatic  function,  avoid  accu 
mulaiion  in  patients  with  compromi.sed  kidney  function  l.imit  oral  do.sage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  jireclude  ataxia  or  over.se- 
cLition  ( initially  2 to  ZV;  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated) 

The  clearance  of  diazepam  and  certain  other  henzocliazcpities  can  be  delayed  in 
as.soc  iation  with  lagamct  (c  imeticline)  aclmini.stration  I'he  clinical  significance  of 
this  is  unc  lean 

INIH  lAiin  Although  pionijitly  controlled,  .seizures  may  return,  reatiminister  il 
necessary,  not  recommended  for  longterm  mainten.ince  therape  Liry  ngosp.ism/ 
increased  cough  rellex  are  jiossible  during  peroral  endoscopic  procedures;  use 
topic  al  anesthetic , have  necc-ssary  countermc'asures  avail. ible  I hpotension  or 
muscular  weakness  possible,  p.iriic  iil.ii  ly  when  used  with  narcotics,  barbiiur.ites 
or  alcohol  Use  lower  clo.sc-s  (2  to  S mg)  (or  eldeilv/clebiliiated 
Adverse  Reac  tions;  Side  eflecls  most  commotily  reported  were  drowsiness, 
latigue,  ataxia  Intrecjuenlly  eni  ounleied  were  conlusion,  consiip.iiion,  clejires 
sion,  cliplojii.i,  chsarihri.i,  headache,  hypolc-nsion.  mconlinence,  jaundice, 
changes  in  libido,  n.iiisea,  c hanges  in  saliv.ition,  skin  r.ish,  slurred  speech, 

Iremor,  urinary  relenlion,  vertigo,  blurred  vision  I’.ir.ido.Nic.il  re.ic  tions  such  as 
ac  ute  hvperexciteci  si.ites.  anxiety,  h.illuc  in.itions,  inc  rcMsecI  muscle  spasiic  in. 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
the.se  cxrcur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts, 
liver  funaion  tests  advisable  during  long-term  therapy  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  aaivity,  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

iNIECTABLE  Venous  thrombosis/phlebitis  at  injeaion  site,  hypoaaivity,  syncope, 
bradycardia,  cardiovascular  collap.se,  nystagmus,  urticaria,  hiccups,  neutropenia. 
In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effea. 

ORAL  Adults:  Anxiety  di.sorders,  relief  of  symptoms  of  anxiety — Milium  (diaze- 
pam/Rcxrhe)  tablets.  2 to  10  mg  b i d to  q.i.d.;  or  I or  2 Vhlrelease  capsules  (13  to 
30  mg)  daily.  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed  Adjunaively  in  skeletal  muscle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
daily  Adjunaively  in  convulsive  disorders — tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or 
1 or  2 capsules  ( 15  to  30  mg)  once  daily. 

Geriatric  or  debilitated  patients:  Tablets — 2 to  2Vi  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions).  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  \hlium  has  been  determined  as  the  optimal  daily 
do.se. 

Cbildreti:  Tablets — 1 to  IVi  mg  t.i.d.  or  q.i.d.  initially  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months).  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  Milium  has  been  determined  as  the  optimal  daily  do.se  (not 
for  use  in  children  under  6 months  j 

INJECTABLE  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  l.M  or  l.V, 
depending  on  indication  and  severity.  Larger  doses  may  be  required  in  .some 
conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfaaory;  Lower  doses 
(usually  2 to  5 mg)  with  slow  do.sage  increase  for  elderly  or  debilitated  patients 
and  when  sedative  drugs  are  added.  (See  'Otarnings  and  Adverse  Reaaions.) 

For  dosages  in  infants  and  children  .see  below;  have  resu.scitative  facilities 
available 

IM  use.  by  deep  injection  into  the  muscle. 

IV  use.  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  ml)  git'en.  Do 
not  use  small  veins,  i.e..  dorsum  of  hand  or  urist.  Use  extreme  care  to  aihid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible 
to  administer  Valium  directly  l.V,  it  may  be  injected  slowly  through  tlte 
infusion  tubing  as  close  as  possible  to  the  vein  insertion. 

Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  l.iM.  or  l.V,  and 
.severe  anxiety’  disorders  and  .symptoms  of  anxiety,  5 to  10  mg  LM  or  l.V,  repeal 
in  3 to  4 hours  if  neces.sary;  acute  alcohol  withdrawal,  10  mg  LM.  or  IV  initially, 
then  5 to  10  mg  in  3 to  4 hours  if  nece,s,sary.  Muscle  spasm,  in  adults.  5 to  10  mg 
I M.  or  I V initially,  then  5 to  10  mg  in  3 to  4 hours  if  nece.s,sary  (tetanus  may 
require  larger  do.ses);  in  children  administer  IV  slowly,  for  tetanus  in  infants 
over  30  days  of  age.  1 to  2 mg  1 M.  or  LV,  repeat  every  3 to  4 hours  if  nece,s,sary; 
in  children  5 years  or  older.  5 to  10  mg  repeated  e\’ery  3 to  -t  hours  as  needed 
Respiratory  assistance  should  be  available. 

.Status  epilepticus,  severe  recurrent  convulsive  .seizures  (LV  route  preferred). 

5 to  10  mg  adult  do.se  administered  slowly,  repeal  at  10-  to  15-minute  interxals  up 
to  30  mg  maximum.  Repeat  in  2 to  x hours  if  neces.sary,  keeping  in  mind  possi- 
bility of  residual  aaive  metabolites.  U.se  caution  in  presence  of  chronic  lung 
disease  or  unstable  cardiovascular  status.  Infants  (over  30  da\s)  and  children 
(under  5 years),  0.2  to  0.5  mg  slowly  every  2 to  5 min  , up  to  5 mg  (l.\:  pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min.,  up  to  10  mg  (slow  l\’ 
preferred);  repeat  iti  2 to  4 hours  if  needed  EEG  monitoring  may  lie  helpful 
In  endoscopic  prtKedures,  titrate  LV  do,sage  to  desired  sedatixe  respon.se,  gener- 
ally 10  mg  or  le.ss  but  up  to  20  mg  (if  narcotics  are  omitted)  immediately  prior  to 
prtK'edure;  if  LV  cannot  be  u.sed.  5 tt)  10  mg  LM  approximately  30  minutes  prior 
to  prtK'edure.  As  pret)perative  medicatitjn,  10  mg  LM  ; in  cardioversittn,  5 to 
15  mg  l.\!  withiti  5 tt)  10  ttiitnues  prit)r  tt)  prtK'edure.  Once  acute  symptt)matt)lt)gy 
has  iK'en  prt)perly  ct)iitrt)lled  w ith  injectable  ft)rm,  patient  may  be  placed  t)n 
t)ral  form  if  further  treatment  is  required 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusit)n, 
t't)ma,  diminished  reflexes.  Mt)tiitt)r  respiratitrn,  pul.se,  bltx)d  pre,s.sure;  employ 
general  suppt)rti\e  measures,  L\:  fluids,  adequate  airway.  U.se  levarterenol  or 
metaraminol  for  hyptttension.  Dialysis  is  t)f  limited  value 
How  Supplied: 

t)RAi  Milium  .scored  tablets  — 2 mg,  white;  5 mg,  yellt)w;  10  mg,  blue — bttnles  of 
100  and  500;  Prescriptit)n  Paks  t)f  50,  available  in  trays  of  10;  lel-E-Dose®  pack- 
ages t)f  100,  available  in  trays  t)f  -t  reverse-numberetl  lx)xes  of  25  and  in  lx)xes 
ct)iitaining  10  .strips  t)f  10 

Milrelease  (diazepam/RtK'he)  slt)w  release  capsules — 15  mg  (\ellt)w  and  blue), 
bottles  t)f  100.  Prescriptit)!)  Paks  t)l  30. 

iN'Ii  t TAHiE  Anpuls,  2 ml,  Ixixes  t)f  10;  \'ials,  10  ml,  lx),\es  t)f  1,  'lel-E-Ject*  (dis- 
pti.sable  .syringes),  2 ml,  boxes  t)f  10  Each  ml  ctmtains  5 mg  diazepam,  ct)n) 
pountletl  with  -i()%  prt)pylene  glyct)l,  10%  eth\  l alct)ht)l,  5%  ,st)dium  lx’nzt);ite 
anti  lx-nzt)ic  at'itl  ;ls  bulfers,  ;iixl  1.5%  lx-nz\  I alct)ht)l  as  preserx'.ilive 
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Does  Operative  Treatment  of 
Lumbar  Disc  Syndrome  Produce 
More  Disability  than  it  Prevents? 


Recently  I examined  a young 
man  in  his  early  twenties  who 
sixteen  months  before  had  sus- 
tained a work-related  back  injury  and  sub- 
sequently underwent  lumbar  laminectomy  and 
discectomy.  The  patient  experienced  prompt 
relief  of  his  back  pain  and  sciatica  and  the 
surgeon  justifiably  considered  the  result  ex- 
cellent. The  purpose  of  my  consultation  was  to 
find  agreement  or  disagreement  with  the 
company  physician’s  opinion  that  a patient 
after  laminectomy  de  facto  has  a “weak  back” 
and  therefore  must  not  be  allowed  to  return  to 
highly-paid  but  strenuous  labor.  This  par- 
ticular patient  was  a well-muscled,  asympto- 
matic man  whose  back  was  quite  flexible  on 
physical  examination  and  who  was  now  highly 
motivated  to  return  to  his  former  well-paying 
job.  The  patient,  the  original  surgeon,  and  I all 
agreed  that  there  really  should  be  no  reason  to 
restrict  activities  other  than  the  statistical 
possibility  that  he  might  be  subject  to  re- 
current disc  problems  in  the  future.  However, 
statistics  are  the  domain  of  insurance  carriers; 
hence,  this  individual  remained  disqualified 
from  the  job  he  sought  despite  our  “expert” 
opinion. 

This  particular  case  well  illustrates  a fact  of 
life  which  we  physicians  and  surgeons  tend  to 
ignore,  namely,  the  social  implications  of 
laminectomy.  The  fact  that  lumbar  spine 
disability,  particularly  after  multiple  back 
operations,  ranks  high  among  the  causes  of 
permanent  disability  in  any  “medically  ad- 
vanced country”  is  weU-known  to  insurance 
carriers.  Most  recently,  Selecki  and  Ness^ 
reviewed  the  statistics  on  all  lumbar  disc 
lesions  admitted  over  a one-year  period  to  the 
New  South  Wales  (Australia)  hospitals.  Of 
these  3,869  patients,  one  in  three  underwent 
laminectomy.  This  equals  one  disc  operation 
per  year  for  every  1,000  individuals  in  the  work 
force.  Over  a ten-year  period  one  in  100  people 
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in  the  work  forces  are  subjected  to  spinal 
operatons.  The  end  result  is  that  forty-two 
percent  subsequently  become  unfit  to  resume 
their  previous  occupations;  and  twenty-two 
percent  become  permanently  and  completely 
incapacitated,  usually  because  of  intractable 
root  pain.  Out  of  this  group  the  numbers  added 
annually  to  the-  Australian  ranks  of  the 
permanently  disabled  amount  to  one  in  5,000 
of  the  work  force.  It  is  no  wonder,  therefore, 
that  the  insurance  carriers  find  it  most 
practical  to  eliminate  automatically  any  in- 
dividual suspected  of  having  a “weak  back” 
from  work  that  might  in  any  way  induce  further 
trouble. 

The  number  of  patients  who  actually  would 
become  disabled  had  they  not  the  advantages 
of  orthopaedic  or  neurosurgical  treatment  is 
impossible  to  estimate,  although  frequently 
unoperated  lumbar  disc  herniation  is  a self- 
limited disease.  Only  rarely  is  neurologic 
deficit  an  indication  for  operative  treatment, 
although  extensive  bilateral  motor  or  sphincter 
paralysis  does  occur  and  does  indicate  the 
need  for  prompt  discectomy.  For  more  than 
ninety-nine  percent  of  our  patients,  the  ob- 
jective of  treatment  should  be  to  relieve  pain. 
From  this  standpoint,  the  most  recalcitrant 
pain  problem  is  that  associated  with  the 
multiple  operated  back. 

The  usual  pattern  begins  with  disc  removal, 
followed  by  either  spinal  fusion  or  dissection  of 
adhesions,  then  followed  either  by  correction 
of  a failed  fusion  or  further  rhizolysis,  followed 
then  by  a rhizotomy  or  spinothalamic  tracto- 
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tomy,  all  of  which  are  designed  to  provide  the 
patient  with  a modicum  of  pain  relief.  The 
evidence  is  overwhelming,  however,  that  un- 
satisfactory surgical  procedures  do  produce  far 
greater  degrees  of  painful  disability  than  does 
the  unoperated  lumbar  disc. 

One  can  always  expect  an  appreciable 
morbidity  after  even  the  most  properly  in- 
dicated and  competently  executed  spinal 
surgery.  The  ultimate  irony  is  represented  by 
our  present  patient,  who,  even  with  an 
excellent  result,  still  had  to  join  the  army  of 
limited  employability  whose  only  insignia  is  a 
laminectomy  incision. 

Surgery  does  have  its  indications  but  they 
are  not  sufficient  to  justify  the  present 
frequency  of  operations  for  one  in  two  patients 
hospitalized  with  back  pain.  Methods  such  as 
epidural  anesthesia,  facet  injection,  heavy 
traction  or  flexion  exercises  should  provide 


sufficient  relief  for  ninety  percent  or  more  of 
disc  problems.  Newer  methods  such  as  intra- 
discal  injection  of  chymopapain  which  dis- 
solves the  disc  proteoglycans  also  provides 
further  opportunity  to  diminish  the  number  of 
laminectomies.  Our  experiences  at  the  Univer- 
sity of  Nebraska  with  the  recently  completed 
double-blind  study  of  chymopapain  will  be 
reported  in  this  Journal  at  a later  date.  This 
method,  when  used  properly,  allows  us  to 
alleviate  the  lumbar  disc  syndrome  without 
inducting  our  patients  into  the  ranks  of  the 
disabled. 
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Hereditary  Hemorrhagic 
Telangiectasia 


Hereditary  hemorrhagic  tel- 
angiectasia, commonly  known 
as  Osler-Weber-Rendu  disease, 
is  a relatively  unusual  cause  of  gastrointestinal 
or  pulmonary  hemorrhage.  It  manifests  itself 
by  localized  arteriovenous  capillary  connec- 
tions which  are  actually  A-V  fistulas.  The 
telangiectasias  may  be  found  in  virtually  every 
body  organ  and  may  become  symptomatic 
when  they  bleed. 

Case  Report 

In  the  summer  of  1981,  a 63-year-old  farmer 
from  Western  Nebraska  presented  to  his  local 
hospital  with  an  acute  onset  of  profuse, 
painless  rectal  bleeding  which  precluded 
sigmoidoscopy  or  barium  enema.  A subtotal 
colectomy,  ileal-distal  sigmoidostomy,  and 
incidental  splenectomy  were  performed  in  an 
attempt  to  control  the  bleeding.  Subsequent 
small  bowel  obstruction  occurred,  necessitat- 
ing a celiotomy,  takedown  and  revision  of  the 
ileosigmoidostomy.  A couple  of  days  later, 
following  removal  of  a nasogastric  tube, 
recurrent  bleeding  ensued  and  the  patient  was 
transferred  to  the  University  Hospital  for 
further  evaluation. 

Physical  examination  revealed  a 63-year-old 
Caucasian  male  in  no  distress.  Vital  signs 
revealed  blood  pressure  130/80,  pulse  100/ 
minute  and  regular,  respirations  20/minute. 
Significant  findings  included  increased  A-P 
diameter  of  the  chest  with  diminished  breath 
sounds.  Abdomen  was  mildly  distended  and 
tympanic  to  percussion.  There  was  a lower 
midline  healing  operative  scar  from  previous 
surgery  mentioned  above.  Bowel  sounds  were 
hypoactive.  There  were  no  signs  of  peritoneal 
irritation;  however,  the  abdomen  was  tender  to 
palpation.  There  was  no  evidence  of  mucosal 
telangiectasias  upon  admission. 

Laboratory  values  revealed  a hemoglobin  of 
13.5  grams/ dl  and  a hemotocrit  of  41.3%, 
following  several  units  of  whole  blood  trans- 
fusions prior  to  transfer  to  University  of 
Nebraska  Medical  Center.  PT  and  PTT  were 
within  normal  limits.  Urinalysis  revealed  2 + 
proteinuria  with  1 to  3 RBCs  per  hpf,  2-6 
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WBCs  per  hpf,  3-4  coarse  granular  casts  per 
hpf,  and  moderate  amorphous  crystals  per  hpf. 
Serum  electrolytes  on  admission  showed  pH 
7.41,  with  hypochloremia  of  91  mEq  per  liter. 
Serum  osmolality  was  314  mosm  per  liter, 
BUN  was  104  mg  per  deciliter,  creatinine  was 
7.3  mg  per  deciliter,  and  uric  acid  was  12.6  mg 
per  deciliter.  The  patient  was  noted  to  be 
hyperphosphatemic,  with  a phosphate  of  5.3 
mg  per  deciliter.  LDH  was  229  units  and 
SCOT  was  26  units.  The  patient  was  blood 
type  A-positive,  with  no  irregular  antibodies 
and  a negative  direct  Coombs  test.  Serum  iron 
was  markedly  reduced  at  11  micrograms  per 
deciliter.  Chest  X-ray  revealed  atherosclerotic 
hypertensive  vascular  disease  with  some 
emphysema,  but  without  evidence  of  pul- 
monary A-V  fistula. 

Upon  admission  to  the  University  Hospital, 
in  addition  to  continued  hematochezia,  the 
patient  also  developed  renal  failure,  which  was 
thought  to  be  acute  tubular  necrosis  secondary 
to  hypotensive  episodes.  Attempts  at  localiz- 
ing the  source  of  the  gastrointestinal  bleed 
continued  to  prove  frustrating.  An  ileoscopy 
performed  shortly  after  admission  failed  to 
identify  a bleeding  site.  There  was  an  equivo- 
cal hemorrhagic  gastritis  present  on  endo- 
scopy, but  this  was  not  felt  to  be  the  cause  of 
the  continued  massive  bleeding.  A superior 
mesenteric  artery  catheter  was  placed,  but  was 
unsuccessful  in  localizing  a bleeding  site.  After 
eventually  receiving  45  units  of  blood  trans- 
fusions at  the  University  Hospital  (in  addition 
to  numerous  units  prior  to  transfer),  the 
gastrointestinal  bleeding  gradually  slowed  and 
stopped  altogether  eight  weeks  after  the 
original  episode.  The  patient  was  discharged 
approximately  three  months  after  the  initial 
gastrointestinal  bleed  and  has  continued  to  be 
asymptomatic  for  eight  months. 

*Address  correspondence  to:  Michael  Hart,  M.D.,  Family  Medicine, 
University  of  California  • Irvine,  Irvine,  CA  92717, 
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In  the  process  of  evaluating  the  patient  for 
gastrointestinal  bleeding,  it  became  known 
that  when  the  patient  was  a child,  he  had  had 
numerous  severe  nosebleeds  which  usually 
required  nasal  packing  in  order  to  be  con- 
trolled. The  nosebleeds  occurred  on  a daily 
basis  during  adolescent  years  and  became 
slightly  less  frequent  in  adulthood.  Four  years 
prior  to  admission,  the  patient  apparently  had 
to  be  treated  with  nasal  electrocautery  and 
vessel  ligation  in  order  to  control  an  episode  of 
epistaxis.  In  addition  to  the  patient’s  history, 
several  family  members  had  histories  of 
greater-than- average  numbers  of  “bleeding 
episodes,”  either  nosebleeds,  gastrointestinal 
bleeds,  or  hemoptysis.  Reportedly,  the  patient’s 
father  had  exsanguinated  from  a “strep  throat.” 
Because  of  this  familial  tendency  toward 
bleeding  episodes,  we  suggested  that  the 
patient  could  have  hereditary  hemorrhagic 
telangiectasia,  or  Osler-Weber-Rendu  Syn- 
drome. 

Materials  and  Methods: 

After  a detailed  history  revealed  that  this 
patient  might  have  Osier’s  disease,  it  was 
decided  to  pursue  questioning  of  family 
members.  Because  the  vast  majority  of  family 
members  lived  350  miles  from  Omaha,  a 
questionnaire  was  developed  and  mailed  to  all 
immediate  family  members  (children,  siblings, 
nieces,  and  nephews).  Questions  regarding 
nosebleeds  and  other  bleeding  episodes  were 
asked  of  all  family  members.  “Abnormal” 
bleeding  was  defined  as  a period  during 
childhood  when  family  members  had  nose- 
bleeds on  an  average  of  three  times  per  month 
or  oftener.  Additionally,  an  episode  of  bleeding 
(hemoptysis,  melena,  hematochezia,  etc.)  was 
considered  “abnormal”  if  there  was  not  spe- 
cific documentation  of  the  cause  of  bleeding. 

Once  the  questionnaires  were  returned,  it 
became  apparent  that  there  was  a strong 
suggestion  of  abnormally  increased  familial 
bleeding  episodes.  Because  of  the  acknowl- 
edged inadequacies  in  obtaining  unbiased 
responses  to  the  questionnaire,  arrangements 
were  made  to  perform  physical  examinations 
on  as  many  family  members  as  could  be 
located.  A total  of  77  histories  were  obtained 
and  61  physical  examinations  were  performed 
on  family  members.  Physical  examinations 
were  limited  to  hands,  face,  ears,  eyes,  nasal 
mucosa,  and  oropharynx.  Thirty  (30)  physical 


examinations  were  also  performed  on  non- 
related,  age-matched  individuals.  Photographs 
were  taken  of  vascular  lesions  found  on  family 
members.  No  laboratory  or  X-ray  examina- 
tions were  done. 

Results: 

The  results  of  the  survey  and  physical 
examinations  showed  that  61%  of  the  77 
subjects  had  presumptive  evidence  of  Osier’s 
disease  (see  Table  I,  plus  Figures  1 and  2).  A 
wide  diversity  of  lesions  was  noted  consistent 
with  the  finding  of  Bean.®  In  all  cases 
examined,  the  characteristic  lesions  noted 
were  arterial  spiders  ranging  in  diameter  from 
one-to-four  millimeters,  and  were  not  elevated. 
In  some  instances,  pulsations  were  noted  with 
slight  overlying  pressure  from  a glass  slide. 
The  lesions  were  all  clearly  delineated  from 
the  surrounding  skin.  In  the  vast  majority  of 
cases  the  arterial  spiders  were  relatively 
symmetrical. 

TABLE  1 

RESULTS  OF  SURVEY 


Total  Responses 77 

Physical  Examinations  Perfonned 61 

History  of  “Abnormal  Bleeding”  31 

Abnormal  Physical  Findings  on  Exam 33 

Presence  of  Positive  History  & Exam 17 


An  interesting  addendum  to  this  report  is 
that  subsequent  to  the  original  survey  and 
examinations,  another  family  member  had 
reportedly  experienced  a similar  episode  of 
“unexplained”  gastrointestinal  bleeding,  which 
has  defied  identification  by  ordinary  medical 
diagnostic  methods.  Although  this  individual 
has  not  been  examined  by  us,  it  is  interesting 
to  speculate  that  the  family  history  and 
physical  evidence  of  Osier’s  disease  in  other 
kindred  could  identify  this  bleeding  episode  as 
also  resulting  from  an  Osier’s  lesion. 

Discussion: 

Osier’s  disease  (or  hereditary  hemorrhagic 
telangiectasia)  was  described  and  character- 
ized by  Sir  William  Osier  in  1901.*  It  was  Osier 
who  tied  together  the  “hereditary  epistaxis” 
described  by  Babington  in  1865*^  and  the 
“pseudohemphilia”  described  by  Rendu  in 
1896.®  Subsequent  to  Osier’s  description, 
Parkes  Weber  differentiated  Osier’s  disease 
from  hemophilia.^ 
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I Presence  of  Osier's  by  & exam  ^Presence  of  Osier's  by  exam  only  ^ Negative  by  Hx  only 

[mi  Presence  of  Osier's  by  Hx  only  I I Negative  Hx  & exam  * No  information  available 

Figure  I 

The  proband  and  his  siblings  and  their  offspring 
are  depicted  in  the  diagram.  Thirty-three  of  these  49 
family  members  had  either  a history’  of  unusual 
bleeding  or  telangiectases  or  both. 


Figure  II 

The  proband’s  father,  his  siblings  and  their 
offspring  are  depicted  in  the  diagram.  'Twenty-two 
of  these  46  family  members  had  either  a history  of 
unusual  bleeding  or  telangiectases  or  both. 


June  1983  Nebraska  Medical  Journal  159 


A diagnosis  of  Osier’s  disease  depends  upon 
a positive  family  history  of  bleeding  tenden- 
cies. The  condition  has  been  identified  by 
Bean^  as  having  an  autosomal,  dominant 
inheritance  pattern  with  variable  penetrance. 
The  classical  history  elicited  from  a patient 
with  Osier’s  disease  includes  a greater-than- 
normal  number  of  nosebleeds  as  a child,  a 
period  of  few  or  no  nosebleeds  during  adoles- 
cence, with  a recurrence  of  hemorrhages  in  the 
third  decade  or  beyond.  Although  it  was 
originally  thought  that  the  characteristic  le- 
sions would  not  regress  spontaneously,  Bean^ 
has  followed  several  patients  with  Osier’s 
disease  over  spans  of  10  or  more  years,  during 
which  it  was  evident  the  lesions  could  undergo 
spontaneous  dissolution  without  evidence  of 
residual  defect.  He  proposed  that  the  vessels 
underwent  thrombotic  obliteration  with  de- 
generation. 

The  characteristic  lesions  of  Osier’s  disease 
are  relatively  easy  to  distinguish  from  those  of 
the  other  vascular  spiders.  Bean^  describes  the 
lesions  as  being  punctiform  without  being 
elevated,  although  they  can  be  slightly  de- 
pressed. Another  distinguishing  factor  is  that 
the  lesion  of  Osier’s  disease  has  a larger 
central  body  in  relationship  to  the  surrounding 
vessels  than  does  the  typical  arterial  spider. 
The  vessels  supplying  the  punctiform  lesion 
are  usually  obliterated  transiently  with  pres- 
sure from  an  overlying  glass  slide,  although  in 
some  instances  complete  obliteration  may  not 
occur  because  of  the  presence  of  strangulated 
vessels  supplying  the  lesion.  The  average 
size  of  Osier’s  lesions  is  less  than  five  milli- 
meters in  diameter,  typically  being  one-to- 
three  millimeters  across. 

The  distribution  of  Osier’s  lesions  is  quite 
variable.  In  the  majority  of  cases,  mucosal 
lesions  are  found.  Practically  any  vessel  in  the 
body  can  be  affected,  although  lesions  of  the 
aorta  and  caval  vessels  have  not  been  re- 
ported. The  nasal  septum  and  oropharynx  are 
fairly  common  locations  for  the  lesions.  Bean'’ 
reports  having  observed  the  lesions  on  the 
mucosa  of  the  conjunctivae,  esophagus,  bron- 
chi, stomach,  intestine,  rectum,  and  vagina. 
Skin  lesions  tend  to  predominate  on  the 
pinnae  of  the  ears,  lips,  face,  and  palmer 
surfaces  of  the  fingers  and  hands,  as  well  as  the 
nailbeds.  Less  commonly  seen  are  lesions  of 
the  thorax,  abdomen,  and  lower  extremities. 


Hemorrhages  have  been  described  occurring 
from  virtually  every  body  organ  and  compart- 
ment; however,  gastrointestinal  and  pulmon- 
ary arteriovenous  fistulas  are  believed  to  be 
the  most  likely  lesions  which  would  bring  a 
patient  to  a hospital  with  a bleeding  episode. 
Harkonen^^  notes  that  approximately  15  per- 
cent of  patients  with  Osier’s  disease  have 
pulmonary  A-V  fistulas.  In  addition  to  compli- 
cations secondary  to  blood  loss,  patients  with 
Osier’s  disease  may  present  with  various 
neurological  sequelae  (brain  abscess,  TIA, 
CVA,  etc.)  as  a result  of  right- to-left  shunting 
of  emboli  and/or  bacteria  through  pulmonary 
A-V  fistulas.®  In  some  patients  with  pulmonary 
A-V  fistulas,  the  lesions  may  be  so  prominent 
as  to  cause  respiratory  or  cardiac  compromise. 
In  large  solitary  A-V  fistulas,  resection  of  the 
effected  portion  of  the  lung  has  led  to  some 
improvement  in  respiratory  and  cardiac  func- 
tion; however,  these  procedures  are  generally 
not  considered  curative."^ 

Patients  with  Osier’s  disease  typically  have 
normal  blood  clotting  mechanisms.  However, 
having  Osier’s  disease  does  not  preclude  an 
individual  from  having  a blood  clotting  defect. 
Bick®  describes  a series  of  patients  with 
Osier’s  disease  having  concurrent,  disseminat- 
ed intravascular  coagulation.  Conlon®  describes 
two  families  who  have  Osier’s  disease  in 
conjunction  with  von  Willebrand’s  disease. 

LaugieP®  has  elaborated  on  the  original 
histologic  work  performed  by  Bean®  on  patients 
with  Osier’s  disease.  On  gross  microscopy 
vessels  affected  by  Osier’s  disease  have 
dilated  cavernous  spaces  with  a relative 
flattening  of  endothelial  cells.  There  is  a 
degeneration  of  the  perivascular  connective 
tissue,  with  variable  absence  of  elastic  and 
muscular  fibers  from  portions  of  the  vessel 
wall.  On  ultrastructural  examination,  there  is 
evidence  of  gaps  between  the  flattened  endo- 
thelial cells  which  are  filled  with  thrombi. 
Additionally,  there  is  abnormal  perivascular 
collagenous  tissue  and  smooth  muscle  which 
do  not  completely  surround  the  vessels.  Not 
surprisingly,  there  is  poor  vessel  contraction 
following  bleeding  with  a diminished  ability  of 
vessels  to  coagulate. 

The  treatment  of  patients  with  Osier’s 
disease  is  usually  symptomatic.  Because  pa- 
tients may  have  symptoms  of  anemia  from 
chronic  blood  loss,  iron  therapy  and  blood 
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replacement  are  usually  indicated.  In  acute 
bleeding  episodes,  direct  pressure  usually  is 
required  to  stop  the  bleeding.  As  mentioned 
previously,  the  vessels  typically  are  unable  to 
contract  adequately  to  control  the  hemorrhage 
without  direct  pressure.  Often,  patients  with 
Osier’s  disease  have  had  their  nasal  vessels 
cauterized  in  an  attempt  to  control  nosebleeds 
and  usually  this  is  temporarily  successful. 
However,  recurrent  nosebleeds  have  been 
documented  in  patients  following  cautery  of 
nasal  vessels.  Parkin'*  has  had  encouraging 
results,  treating  nasal  septal  lesions  with  laser 
photocoagulation.  Weaver*^  has  successfully 
cauterized  gastric  lesions  utilizing  electro- 
cautery via  endoscopy. 

The  use  of  estrogens  in  Osier’s  disease  is 
somewhat  controversial.  There  are  numerous 
anecdotal  reports  in  the  literature  of  the 
therapeutic  benefits  of  estrogen  use  in  patients 
with  Osier’s  disease. *^  ‘'*  However,  Vase*'’  has 
conclusively  shown  in  a double-blind,  control- 
led study  that  estrogen  use  had  no  effect  on 
frequency  or  intensity  of  bleeding.  Hemoglobin 
values  were  not  different  in  the  treatment 
versus  control  groups  in  his  study.  In  view  of 
the  side  effects  associated  with  hyperestrinism 
in  males  (impotence,  gynecomastia,  and  per- 
haps premature  atherosclerotic  disease),*'’  it  is 
currently  recommended  that  estrogen  not  be 
utilized  in  managing  patients  with  Osier’s 
disease. 

Summary: 

Although  Osier’s  disease  or  hereditary 
hemorrhagic  telangiectasia  is  a rare  condition, 
it  may  nonetheless  cause  massive  gastro- 
intestinal (or  other  organ  system)  bleeding. 
Current  recommendations  in  the  management 
of  patients  with  Osier’s  disease  include  iron 
therapy  for  chronic  anemia  from  blood  loss, 
and  transfusions  as  needed  for  the  acute 
bleeding  episodes.  Estrogen  use  is  currently 
not  believed  to  be  of  value,  nor  is  surgical 
resection  of  the  involved  area  in  most  in- 
stances. Although  most  patients  with  Osier’s 
disease  do  not  have  life-threatening  hemor- 


rhages, it  is  worthwhile  to  identify  involved 
family  members  so  that  if  hemorrhage  occurs, 
it  can  be  treated  appropriately  with  minimal 
testing  and  the  least  possible  surgical  inter- 
vention. 
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Sunscreens 


Despite  the  well-established  as- 
sociation between  exposure  to 
solar  radiation  and  aging  of  the 
skin,  as  well  as  the  development  of  cutaneous 
malignancies,  a majority  of  Americans  still 
equate  tanned  skin  with  a state  of  attractive 
well-being  and  health.  Efforts  to  reverse  these 
attitudes  and  dissuade  the  general  public  from 
indiscrimate  primary  exposure  to  sunlight  have 
been  largely  unsuccessful.  For  this  reason,  it  is 
valuable  for  practicing  physicians  to  have  an 
understanding  of  the  various  properties  of  the 
available  sunscreens,  so  that  appropriate 
compounds  of  this  class  may  be  recommended 
to  patients  according  to  their  effectiveness  and 
patient  acceptability. 

The  rationale  for  the  use  of  chemical 
sunscreens  is  based  on  the  biologic  fact  that 
only  a very  limited  percentage  of  the  wave- 
lengths which  reach  the  earth’s  surface  from 
the  sun  are  responsible  for  photoinjury.  This 
small  band  of  energy  is  limited  to  the 
erythrogenic  or  sunburn  spectrum,  including 
those  wavelengths  ranging  from  290  to  320 
nm.  (Figure  l)b  and  is  also  designated  as  UVB. 
Longer  wavelengths,  from  320  to  400  nm. 
represent  long  wave  ultraviolet  light  and  are 
usually  referred  to  as  UVA.  These  wavelengths 
are  capable  of  producing  a “safe”  tan  because 
they  have  been  shown  in  sophisticated  bio- 
chemical studies  to  stimulate  pigment  darken- 
ing in  the  skin  without  causing  adverse  clinical 
or  histologic  change.^ 
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THE  ELECTROMAGNETIC  SPECTRUM 
Figure  1:  UVB  as  part  of  electromagnetic  spectrum 
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However,  although  rays  within  UVA  will 
produce  some  tanning  effect,  these  rays  alone 
are  not  as  effective  as  total  sun  exposure.  UVB 
rays  augment  tanning  by  the  postinflammatory 
hyperpigmentation  they  produce  as  a result  of 
cutaneous  damage.  Ideally,  sunscreens  must 
be  capable  of  screening  out  those  harmful  rays 
which  produce  injury  and  malignant  trans- 
formation, while  allowing  penetration  of  the 
part  of  the  spectrum  which  produces  a mild 
tan.  Various  chemical  combinations  are  now 
available  which  meet  these  criteria. 

SCREENING  COMPOUNDS 

The  ability  of  some  compounds  to  pre- 
ferentially screen  parts  of  the  ultraviolet 
spectrum  incident  to  the  skin,  while  allowing 
others  to  penetrate,  was  first  introduced  to  the 
medical  community  by  Pathak  and  associates 
following  studies  at  the  Arizona  State  Prison. 
This  group  found  that  preparations  containing 
para-aminobenzoic  acid  (PABA)  were  capable 
of  providing  protection  against  acute  sunburn 
while  only  partially  inhibiting  tanning.^  PABA 
remains  the  most  popular  base  to  be  used  in 
sunscreening  products  and  can  be  found  with 
its  derivatives  in  most  of  the  available  topicals. 
PABA  has  its  peak  ultraviolet  absorption 
within  the  UVB  range  between  290  and  320 
nm.  Benzophenones  and  anthranilates  offer 
broader  spectrum  protection  with  substantial 
absorption  in  the  UVA  range  from  320  to  400 
nm.'*  Completely  opaque  compounds  which 
allow  the  transmission  of  no  light  whatsoever 
include  zinc  oxide,  titanium  dioxide,  and  red 
veterinarian  petrolatum.  These  are  helpful  in 
unprotected  areas  of  especially  sensitive  pa- 
tients who  have  long-term  exposure,  but  are 
otherwise  generally  considered  cosmetically 
unacceptable  by  most  individuals. 
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Recently  manufactured  sunscreens  will  be 
found  to  bear  a specific  reference  number 
which  denotes  its  relative  screening  capabilties. 
This  number  is  called  the  sun  protective 
factor,  or  SPF.  This  number,  ranging  from  two 
to  fifteen,  represents  the  multiple  of  the  unit  of 
time  that  skin  treated  with  that  particular 
sunscreen  can  be  exposed  to  ultraviolet  rays 
and  show  the  same  biologic  effect  as  unpro- 
tected skin.^  In  other  words,  one  may  be 
exposed  to  sunlight  twice  as  long  for  the  same 
biologic  effect  if  protected  by  a product  with 
an  SPF  of  2,  or  six  times  longer  using  one 
bearing  SPF  6.  Presently,  the  highest  value 
allowed  in  labeling  by  the  FDA  is  15.  Products 
with  this  rating  can  essentially  be  considered 
total  sun  blocks. 

Another  characteristic  of  a sunscreen  which 
is  important  in  determining  its  appropriateness 
in  individual  patients  is  its  ability  to  maintain 
efficacy  when  subjected  to  moisture.  This 
property  is  referred  to  as  “substantivity”  and 
is  a prime  consideration  in  patients  who  risk 
having  the  screen  washed  off,  either  from 
external  water  in  the  environment  or  from 
perspiration.'’  Products  which  have  demon- 
strated superior  substantivity  are  5%  PABA  in 
a cream  base  (Creamy  PreSun,  Westwood), 
3.3%  Actyl-dimethyl  P-aminobenzoic  acid 
esther  (Sundown,  Ortho),  and  Octyl-dimethyl 
P-aminobenzoic  acid  esther,  3%  oxybenzone 
(SuperShade,  Plough)." 

GENERAL  RECOMMENDATIONS 

Because  present  social  attitudes  concerning 
the  positive  nature  of  tanning  are  so  firmly 
ingrained  in  our  collective  consciousness,  it  is 
advisable  for  practitioners  to  be  able  to 
present  to  potential  sunbathers  a pragmatic 
approach  to  solar  exposure  which  will  not  be 
immediately  regarded  as  unacceptable.  The 
necessity  for  photoprotection  must  be  intro- 
duced to  patients  at  an  early  age  so  that  safe 
practices  may  become  a part  of  their  summer 
habits  for  a lifetime.  This  is  true,  even  though 
younger  patients  do  substantially  less  long- 
term damage  to  their  skin  than  do  their  senior 
counterparts.  Before  age  25,  the  regenerative 
ability  of  the  skin  allows  it  to  replace  germinal 
cells  that  have  been  damaged  with  new  normal 
cells,  a capacity  which  decreases  with  advanc- 
ing age.®  This  phenomenon  has  been  analo- 
gously compared  to  a marching  army  which  at 
the  beginning  of  the  day  is  able  to  successfully 


resupply  reinforcements  to  substitute  for 
casualties.  However,  as  the  day  progresses,  the 
reinforcements  themselves  suffer  from  fatigue 
and  are  incapable  of  replacing  casualties  in 
their  ranks.®  Similarly,  the  skin  cannot  re- 
supply fresh  germinal  cells  in  later  life  with  the 
same  efficiency  it  could  at  an  earlier  age. 

In  a medical  practice,  certain  patients  will 
require  special  consideration  on  the  part  of  the 
practitioner  as  he  recommends  a program  of 
sun  exposure  or  avoidance.  Specific  disease 
states  may  be  significantly  aggravated  by 
exposure  to  sunlight,  while  others  may,  in  fact, 
be  improved  by  such  exposure.  Lupus  ery- 
thematosis,  both  in  its  systemic  and  discoid 
forms,  is  commonly  exacerbated  by  sun 
exposure,  as  are  most  of  the  collagen  vascular 
diseases.  The  various  porphyrias,  polymor- 
phous light  eruption,  benign  lymphocytic 
infiltrate  and  xeroderma  pigmentosum  are 
other  disease  entities  in  which  sunlight  may 
play  a deleterious  role.  Alternatively,  ultra- 
violet light  may  improve  such  conditions  as 
acne,  pityriasis  rosea,  atopic  eczema,  and 
psoriasis,  with  or  without  the  addition  of 
topical  tar  preparations  or  systemic  psoralens.'® 
In  addition,  certain  drugs  will  render  the  skin 
increasingly  photosensitive  including  pheno- 
thiazines,  sulfonylureas,  thiazide  diuretics, 
griseofulvin  and  psoralen  preparations. 

For  those  adult  patients  who  do  not  have  any 
of  the  special  considerations  for  disease  or 
medication  previously  mentioned,  the  main 
area  of  concern  is  the  face.  The  face  is  of 
special  interest  because  the  skin  over  this  area 
is,  along  with  the  genital  area,  the  thinnest  of 
that  covering  any  part  of  the  body,  and 
because  it  is  an  area  which  has  life-long 
incidental  exposure.  In  addition,  the  face  is  the 
focus  of  cosmetic  attention,  increasingly  so 
with  advanced  age.  All  individuals  over  the  age 
of  25  who  are  receiving  any  type  of  prolonged 
solar  exposure  must  protect  their  faces  with  a 
sunscreen.  Moreover,  it  is  strongly  recom- 
mended that  cutaneous  solar  contact  be  only 
that  which  is  received  through  “passive” 
exposure,  such  as  participation  in  outdoor 
sports.®  “Active”  exposure,  i.e.,  sunbathing, 
should  be  avoided  by  everyone! 

In  the  late  spring,  when  sunlight  can  first 
comfortably  come  into  contact  with  the  skin,  a 
sunscreen  with  an  SPF  of  8 to  10  should  be 
applied.  In  especially  sensitive  individuals,  the 
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sunscreen  should  be  worn  concurrently  with  a 
wide-rimmed  hat.  As  the  summer  progresses,  a 
typical  patient  may  switch  to  a sunscreen  with 
an  SPF  of  4,  allowing  increased  tanning  by  the 
relatively  “safe”  UVA  rays. 

General  recommendations  for  the  face  may 
also  be  followed  for  the  rest  of  the  body  if  the 
patient  is  amenable  to  that  advice.  Since 
truncal  skin  is  generally  thicker,  less  damage  is 
derived  from  exposure  and  the  specific  pre- 
cautions are  not  nearly  so  critical;  the  in- 
cidence of  sun  induced  neoplasms  over  the 
trunk  is  significantly  less  than  their  incidence 
on  the  face.  Another  property  of  the  prepara- 
tion which  should  be  considered  is  the  base, 
which  serves  as  its  vehicle.  Patients  with  dry 
skin  will  often  benefit  from  a cream  or  lotion 
base,  while  those  with  oily  skin,  especially  if 
prone  to  acne,  will  do  better  with  an  alcohol 
solution  or  gel.  However,  some  of  the  alcohol 
based  vehicles  may  be  irritating  to  individuals 
engaging  in  energetic  physical  activity  and  will 
have  to  be  avoided.® 

A common  and  easily  avoidable  error  in  the 
use  of  sunscreens  is  uneven  and  incomplete 


application.  Any  area  which  is  inadvertently 
neglected  as  the  lotion  is  spread  over  the  skin 
surface  has  the  potential  to  become  a painful 
island  of  sunburn  after  a day’s  outing  (Figure 
2).  Special  care  should  be  taken  to  cover 
particularly  tender  regions  of  the  anatomy 
which  usually  do  not  receive  the  sun’s  rays, 
such  as  the  inferior  chin  and  anterior  neck. 
These  sensitive  parts  will  receive  reflected 
rays  during  participation  in  such  sports  as 
fishing,  boating,  and  skiing  and  may  suffer 
severe  solar  injury®  (Figure  3). 

Substantivity,  as  previously  mentioned,  is  a 
property  of  prime  concern  in  choosing  a 
screening  product  to  be  used  by  enthusiasts  of 
water  sports.  With  a general  understanding  of 
the  biologic  factors  contributing  to  cutaneous 
susceptibility  and  the  chemical  properties  of 
sunscreen  preparations,  the  practitioner  can 
modify  his  recommendations  to  individual 
patients  so  as  to  provide  appropriate  specific 
advice  in  the  use  of  these  products.  If  this 
is  heeded,  outdoor  activities  in  the  warmth  of 
direct  sunlight  can  be  enjoyed  by  nearly  all 
without  the  eventuahty  of  disfiguring  neoplasms 
and  premature  cutaneous  aging. 
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1982  Shigellosis  Outbreak 
in  Omaha,  Nebraska 


The  diagnosis  and  management  of 
acute  diarrhea  in  children  is 
one  of  the  more  common  clinical 
challenges  of  primary  care  physicians.  Diar- 
rhea may  result  from  enteroinvasion  by  micro- 
organisms or  may  reflect  the  responses  of  the 
bowel  to  microbial  toxins.  Shigellosis,  a re- 
portable disease,  has  for  the  last  several  years 
been  only  an  infrequent  cause  of  diarrhea  in 
children  in  the  Omaha-Douglas  County  area. 
This  paper  focuses  on  an  outbreak  of  shigel- 
losis in  the  Omaha-Douglas  County  area  in 
1982,  and  reviews  the  disease  and  its  man- 
agement. 

The  Outbreak 

During  1982,  249  confirmed  cases  of  shigel- 
losis caused  by  Shigella  sonnei  were  reported 
to  the  Omaha-Douglas  County  Health  De- 
partment. This  represents  a 23  fold  increase  in 
the  number  of  cases  reported  over  a five  year 
average  (1977-1981)  of  eleven  cases  per  year. 
In  as  much  as  many  cases  of  S.  sonnei  are  mild 
and  never  brought  to  medical  attention  for 
diagnosis,  perhaps  two  to  three  times  more 
cases  than  have  been  reported  have  actually 
occurred  in  Douglas  County  residents  in  1982. 

The  vast  majority  of  these  cases  have  been 
from  the  northeast  quadrant  of  Omaha,  al- 
though a number  of  cases  have  occurred  in  a 
low  income  housing  area  in  the  southeast 
quadrant  of  the  city.  More  than  75  percent  of 
reported  cases  have  been  in  children  less  than 
ten  years  of  age  (Table  1).  Although  cases  were 
reported  during  every  month  of  the  year,  a 
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large  increase  in  the  number  of  patients  with 
shigellosis  was  seen  in  June,  July,  and  August 
(Figure  1).  This  was  expected  since  the  disease 
is  most  prevalent  during  the  warmer  months. 

Table  1 

SHIGELLA  sonnei  CASES  BY  AGE 
DOUGLAS  COUNTY 
1982 


AGE 

0-5 

6-10 

11-15 

16-20 

21-25 

26-30 

31-1- 

TOTAL 

N 

137 

54 

12 

15 

15 

8 

8 

249 

7r 

55.0 

21.7 

4.8 

6.0 

6.0 

3.2 

3.2 

99.9 

June  1983 
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Shigellosis  is  a reportable  disease.  When  a 
case  of  shigellosis  is  reported  to  the  Health 
Department,  an  attempt  is  made  to  collect 
information  concerning  the  case  through  pa- 
tient interview  by  a public  health  nurse. 
Normally,  a visiting  nurse  carries  out  the 
investigation.  Once  epidemiologic  information 
is  collected,  it  is  reviewed  and  analyzed  in  an 
attempt  to  identify  the  source  of  infection,  with 
particular  attention  paid  to  day  care  centers, 
babysitters,  water  supplies  and  food  estab- 
lishments. 

Figure  1 
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No  common  source  for  the  1982  outbreak  of 
shigellosis  has  been  identified.  While  children 
with  confirmed  shigellosis  have  been  in  day 
care  settings,  investigations  have  revealed  no 
large  outbreaks  associated  with  any  of  these 
centers.  No  food  stores,  restaurants  or  water 
supplies  have  been  implicated  as  a common 
source  of  infection.  Also,  no  resort,  picnic  area 
or  group  event  has  been  confirmed  as  a source 
of  these  illnesses. 

The  shigellosis  outbreak  that  occurred  in 
Omaha  in  1982  appears  to  have  been  a 
propagated  source  outbreak  in  which  in- 
dividuals, particularly  children,  passed  the 
organism  among  themselves  through  direct 
contact.  Adults  became  infected  while  chang- 
ing diapers  of  children  with  shigellosis,  and  the 
disease  was  probably  transmitted  by  infected 
food  preparers  in  affected  families. 

Shigellosis 

Shigellosis  is  an  acute  bacterial  infection 
primarily  involving  the  large  intestine.  The 
genus  shigella  is  divided  into  four  major 
groups:  S.  dysenteriae,  S.  flexneri,  S.  boydii, 
and  S.  sonnei.  All  but  five  cases  of  shigellosis 


reported  to  the  Omaha-Douglas  County  Health 
Department  during  1982  were  due  to  S. 
sonnei,  which  is  the  most  common  Shigella 
organism  found  in  this  country. 

Shigella  organisms  penetrate  the  epithelial 
lining  of  the  large  intestine  and  multiply  in  the 
submucosa  of  the  gut.  Contact  time  between 
bacteria  and  epithelium  is  believed  to  be 
crucial  to  penetration.  Bacterial  invasion  leads 
to  an  inflammatory  response  and  clinical 
symptoms.  Invasion  of  the  blood  stream  is 
rare,  occurring  primarily  with  infection  due  to 
S.  dysenteriae.  The  incubation  period  is  usually 
36  to  72  hours  from  the  time  of  exposure.  The 
organism  may  be  excreted  for  up  to  a month 
after  acute  symptoms  in  untreated  patients, 
and  is  usually  readily  cultured  from  the  stool. 

Shigellosis  occurs  most  commonly  in  chil- 
dren six  months  to  five  years  of  age.  For 
unknown  reasons,  it  is  rare  in  children  under 
three  months  of  age.  It  can  be  a serious 
disease,  with  severe  cases  occurring  most 
frequently  at  the  extremes  of  life;  however,  it  is 
generally  mild  and  self-limited  in  older  chil- 
dren. The  illness  is  characterized  by  fever 
(commonly  103°  to  104°  F),  diarrhea,  ab- 
dominal cramping,  nausea,  and  sometimes 
vomiting.  In  more  severe  cases,  the  stool  may 
contain  blood  and  mucous.  The  anal  sphincter 
shows  relaxed  tone,  but  rectal  prolapse  is  rare. 
The  white  blood  cell  count  may  be  high,  often 
with  a marked  left  shift.  The  appearance  of 
more  bands  than  segmented  neutrophils  in  the 
differential  count  is  a diagnostic  clue. 

Convulsions  accompanying  Shigella  gastro- 
enteritis have  been  widely  reported.  The 
incidence  of  this  complication  has  been  re- 
ported to  be  from  12  to  45  percent.  Avital,  et 
al.,  recently  reported  that  in  a group  of  117 
hospitalized  children  with  shigellosis,  31  per- 
cent had  convulsions,  and  53  percent  had 
neurological  manifestations  (convulsions  and 
other  neurologic  CNS  symptoms).  High  fever 
was  the  most  common  presenting  symptom  in 
that  study,  suggesting  that  convulsions  may 
have  been  febrile  convulsions.' 

Differential  diagnosis  includes  rotavirus  in- 
fection; however,  these  tend  to  be  more 
common  in  winter  months.  Amebic  dysentery 
is  diagnosed  by  microscopic  examination  of 
the  stool,  and  staphylococcal  food  poisoning  is 
generally  found  in  an  epidemic  outbreak  with 
an  incubation  period  of  eight  hours  or  less. 
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Most  Shigella  infections  result  in  a short 
clinical  course,  and  many  of  these  cases  are 
likely  to  go  undiagnosed  and  unreported. 
Complications  which  can  occur  in  more  severe 
cases  include  dehydration,  acidosis,  and  shock, 
and  are  more  common  in  infants.  In  occasional 
cases,  a chronic  form  occurs  characterized  by 
mucoid  stools  resulting  in  poor  nutrition. 

Man  is  the  only  significant  reservoir  for  this 
illness.  The  infection  is  passed  from  person  to 
person  by  direct  or  indirect  fecal  — oral 
transmission.  Individuals  primarily  respon- 
sible for  disease  transmission  are  those  who 
fail  to  clean  fecally  contaminated  hands.  These 
persons  spread  the  infections  to  others  by 
direct  physical  contact  or  contaiminating  food. 
Water,  milk,  or  fly  transmitted  disease  may 
also  occur. 


more  serious  cases.'*  When  antibiotic  therapy 
is  required,  a five  day  course  is  generally  used 
for  treating  shigellosis.  Dosages  of  commonly 
used  antibiotics  are  summarized  in  Table  2. 


Table  2 


Antibiotic  Dosages  for  Shigellosis 

Ampicillin  Adult.s  and  Children  over  20  kg:  .'iOO 

mg  q6h 

Children  under  20  kg:  lOOmg/kg/day 
divided  doses  qOh 


Trimethoprim-  Adults:  TMP  lOOmg  and  SMX 
Sulfamethoxazole  SOOmg  ql2h 

(Bactrim,  Septra)  Children:  TMP  8mg/kg  and  SMX 
40mg/kg  per  24  hours  in  divided 
doses  ql2h  (not  to  exceed  adult 
dosage) 


Chloramphenicol  Adults:  2-4  g/day  and  4 divided 
doses 

Children:  50mg/kg/day  in  4 divided 
doses  (not  to  exceed  adult  dose) 


Management 

The  most  important  aspect  of  the  manage- 
ment of  a patient  with  diarrhea  is  the 
replacement  of  fluid  and  electrolyte  losses. 
The  more  serious  complications  of  diarrhea 
are  related  to  the  development  of  dehydration, 
which  is  generally  preventable. 

Diarrhea  may  be  an  important  part  of  the 
body’s  defense  in  shigellosis  by  limiting 
mucosal  penetration  by  the  invasive  bacteria. 
Therefore,  drugs  often  used  to  control  diarrhea 
which  slow  gastrointestinal  tract  motility  (e.g. 
diphenoxylate,  loperamide,  paregoric)  should 
be  avoided.  The  use  of  diphenoxylate  has  been 
shown  to  increase  the  duration  of  fever  and 
acute  symptoms  of  shigellosis.--^ 

Adsorbent  drugs,  such  as  kaolin-pectin 
products  (e.g.  Kaopectate)  are  not  routinely 
indicated.  They  have  been  shown  to  adsorb 
water,  electrolytes,  nutrients,  bacteria  and 
toxins  in  vitro.  These  drugs  convert  watery 
diarrhea  into  more  formed  stools.  However, 
this  may  result  in  an  underestimation  of  fluid 
loss  because  even  though  the  consistency  of 
the  stool  has  changed,  the  total  fluid  loss  may 
remain  high.  Because  adsorption  is  non- 
specific, these  agents  may  interfere  with 
concomitantly  administered  antibiotics.^-^ 

Mild  cases  of  diarrhea  caused  by  S.  sonnei 
are  self-limited.  However,  antibiotics  have 
been  shown  to  shorten  the  duration  of 
symptoms  and  the  duration  of  fecal  excretion 
of  the  organism,  and  therefore  may  be  useful  in 


Ampicillin  has  been  considered  the  drug  of 
choice  for  shigellosis;  however,  resistance  is 
widespread.  Most  cases  in  the  Omaha  shigel- 
losis outbreak  have  been  resistant  to  ampicillin. 
One  Omaha  area  hospital  reported  that  sen- 
sitivity testing  on  Shigella  isolates  for  May 
through  October  showed  that  only  12  percent 
were  sensitive  to  ampicillin.^  This  indicates  a 
change  in  Shigella  sensitivity  to  ampicillin  in 
this  area  over  the  last  few  years.  Meyer  and 
Lerman’’  reported  that  most  Shigella  isolates  in 
Omaha  were  sensitive  to  ampicillin  in  1977- 
1978. 

If  culture  and  sensitivity  testing  indicate  the 
Shigella  organism  is  sensitive  to  ampicillin, 
amoxicillin  should  not  be  used  in  its  place. 
Although  minimal  inhibitory  concentrations  of 
amoxicillin  and  ampicillin  are  similar.  Nelson 
and  Haltalin''  demonstrated  that  in  vivo,  ampi- 
cillin is  superior  to  amoxicillin  in  the  treatment 
of  shigellosis. 

Other  antibiotics  have  proved  useful  in  the 
treatment  of  shigellosis.  Tetracycline,  chlor- 
amphenicol, and  trimethoprim/sulfamethoxa- 
zole  (Bactrim,  Septra)  are  alternatives  to 
ampicillin.  In  vitro  data  indicates  that  Shigella 
are  sensitive  to  concentrations  of  erythromycin 
obtainable  in  stool.'  The  S.  sonnei  responsible 
for  this  shigellosis  outbreak  have  been  uni- 
formly sensitive  to  trimethoprim/sulfameth- 
oxazole.  This  drug  is  a reasonable  choice  for 
intial  empiric  treatment  of  shigellosis  in 
children  over  two  months  of  age  because  of 
resistance  to  ampicillin,  potential  toxicity  of 


June  1983  Nebraska  Medical  Journal  167 


chloramphenicol,  and  problems  associated 
with  the  use  of  tetracycline  m pediatric 
patients.  Microbiological  sensitivity  testing 
will  aid  the  clinician  with  selecting  appropriate 
antibiotic  therapy. 

Antibiotic  selection  is  more  difficult  when 
treatment  of  shigellosis  is  necessary  in  an 
infant  less  than  two  months  of  age.  Sulfona- 
mides are  contraindicated  in  these  young 
infants;  therefore,  the  trimethoprim/sulfa- 
methoxazole combination  should  be  avoided  in 
such  patients.  Cephalosporin  agents  have  been 
studied  as  alternatives  to  ampicillin  for  treat- 
ment of  shigellosis.  Cephalexin  (Keflex)  has  in 
vitro  activity  against  Shigella]  however,  in 
clinical  trials  it  has  been  shown  less  than 
optimal.®  Cefaclor  (Ceclor)  is  more  active  in 
vitro  against  Shigella  than  other  oral  cephalo- 
sporins. Ostrower®  compared  cefaclor  and 
ampicillin  in  the  treatment  of  shigellosis. 
Although  all  isolates  were  susceptible  in  vitro 
to  cefaclor,  clinical  response  and  clearing  of 
shigella  from  stools  occurred  more  rapidly  in 
patients  treated  with  ampicillin.  It  appears 
that  cefaclor  should  be  used  to  treat  shigellosis 
only  when  other  agents,  such  as  ampicillin  or 
trimethoprim/sulfamethoxazole,  cannot  be  ad- 
ministered because  of  resistance  or  potential 
toxicity. 

Prevention  and  Control 

Prevention  and  control  measures  initiated 
during  the  1982  outbreak  in  Omaha  were 
aimed  primarily  at  providing  persons  in  high 
risk  situations  with  information  concerning 
shigellosis,  and  stressing  the  need  for  good 
personal  and  environmental  hygiene  as  the  key 
to  control  of  the  disease.  A public  health  nurse 
instructed  families  in  which  a case  or  cases 
had  occurred  regarding  proper  hygiene  tech- 
niques which  help  prevent  spread  of  the 
infection.  A letter  was  distributed  to  all  day 
care  centers  in  Omaha  and  to  schools  in 
Douglas  County  alerting  staff  to  the  problem 
and  outlining  methods  of  prevention  of 


spread  of  the  organism.  Flyers  describing 
shigellosis  were  distributed  to  residents  of  low 
income  housing  areas  in  Omaha  where  the 
disease  had  been  reported. 

Summary 

In  1982,  249  confirmed  cases  of  S.  sonnei 
were  reported  to  the  Omaha-Douglas  County 
Health  Department,  a 23  fold  increase  over  the 
average  for  the  last  five  years.  The  vast 
majority  of  these  cases  were  from  the  north- 
east quadrant  of  Omaha  and  in  children  under 
ten  years  of  age.  No  common  source  of 
infection  such  as  water  supplies,  day  care 
centers,  etc.  were  identified.  Ampicillin  has 
been  considered  the  drug  of  choice  for 
shigellosis.  However,  most  cases  in  the  1982 
Omaha  outbreak  were  resistant  to  ampicillin. 
The  combination  of  trimethoprim/sulfa- 
methoxazole (Bactrim,  Septra)  has  been  con- 
sidered the  drug  of  choice  for  children  over  two 
months  of  age. 
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Laboratory  Isolation  of 
Chloramphenicol-Resistant 
Haemophilus  Influenza  in  Nebraska 


Haemophilus  influenzae  cau- 
ses a number  of  serious  infec- 
tions including  meningitis,  cell- 
ulitis, epiglottitis  and  pneumonia.  While  sero- 
type b is  responsible  for  most  infections,  non- 
type b H.  influenzae  (a,  c,  d,  e,  f and  nontyp- 
able)  have  also  been  reported  to  cause 
disease.*'  * Ampicillin-resistant  strains  were 
first  reported  in  1974®-®  and  are  fairly  common 
today.  In  1981  Shaffer  et  al.  reported  that  in 
rural  Nebraska  40%  of  the  H.  influenzae 
strains  causing  systemic  infections  are  ampicil- 
lin-resistant while  6%  of  the  Omaha  isolates  are 
resistant'.  The  emergence  of  ampicillin  resist- 
ance has  led  to  the  practice  of  treating  H. 
influenzae  meningitis  with  ampicillin  and 
chloramphenicol  until  the  susceptibilities  of 
the  organism  can  be  determined.  In  recent 
years,  however,  chloramphenicol  resistance 
has  been  reported  in  type  b and  nontypable  H. 
influenzae. This  report  describes  the 
isolation  of  chloramphenicol-resistant  H.  in- 
fluenzae from  three  patients  seen  in  the 
Omaha  area. 

Microbiology  Laboratory  Studies 

Over  a thi’ee  month  period,  our  microbiology 
laboratories  isolated  three  strains  of  H. 
influenzae  that  were  resistant  to  chloram- 
phenicol. Two  of  the  strains  were  cultured 
from  sputa  collected  from  two  elderly  men  with 
histories  of  chronic  obstructive  pulmopary 
disease.  The  third  strain  was  isolated  from  the 
nasopharynx  of  a two  month  old  boy.  In 
addition  to  H.  influenzae,  each  specimen 
grew  mixed  upper  respiratory  flora.  These  H. 
influenzae  strains  were  sensitive  by  the  agar 
disk  diffusion  method  to  ampicillin  and  inter- 
mediate (zone  sizes  13-17  mm)  to  chloram- 
phenicol. The  minimal  inhibitory  concen- 
tration (MIC)  and  minimal  bactericidal  con- 
centration (MBC),  as  determined  by  macro- 
broth dilution,***  were  each  16  ug/ml  for  two  of 
the  strains  while  the  MIC  and  MBC  were  8 and 
16  ug/ml  respectively  for  the  third  strain. 
These  organisms  possessed  chloramphenicol 
acetyltransferase  (C.A.T.),  a chloramphenicol 
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inactivating  enzyme,  as  determined  by  a 
commercially  available  kit  (C.A.T.  Reagent 
Kit,  Kernel).  The  isolates  did  not  agglutinate 
when  tested  with  antisera  to  H.  influenzae 
types  a,  b,  c,  d,  e and  f. 

Discussion 

The  incidence  of  the  chloramphenicol-resis- 
tant H.  influenzae  is  very  low.  Only  1%  of  the 
strains  submitted  in  1980  to  the  Centers  for 
Disease  Control  were  resistant  to  chloram- 
phenicol.*^ It  is  noteworthy  that  we  have  found 
three  isolates  of  chloramphenicol-resis- 
tant H.  influenzae  for  apparently  unrelated 
patients  within  a three  month  period.  This  is 
particularly  interesting  since  H.  influenzae 
isolates  have  been  routinely  tested  in  our 
laboratory  by  agar  disk  diffusion  for  sus- 
ceptibility to  chloramphenicol  during  the  past 
three  years  and  no  chloramphenicol  resistant 
or  intermediate  strains  were  previously  found. 

There  are  several  methods  for  determining 
the  chloramphenicol  susceptibility  of  H.  in- 
fluenzae. One  is  the  agar  disk  diffusion 
method,  which  is  relatively  simple  to  perform 
but  has  a serious  drawback.  There  have  not 
been  a sufficient  number  of  chloramphenicol- 
resistant  strains  to  accurately  determine  the 
zone  size  breakpoints.  Laboratores  are  cur- 
rently using  the  breakpoints  of  sensitive  (^18 
mm),  intermediate  (13-17  mm)  and  resistant 
(<12  mm)  that  were  established  by  the 
National  Committee  for  Clinical  Laboratory 
Standards  (NCCLS)  for  other  microorganisms 
such  as  staphylococci  and  enterics.**  Each  of 
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our  isolates  gave  an  intermediate  zone  size 
confirming  earlier  reports  of  chloramphenicol- 
resistant  H.  influenzae  with  intermediate 
zone  sizes. It  is  somewhat  disturbing  that 
the  zone  size  for  one  strain  was  only  1 mm  from 
the  sensitive  category.  Results  of  the  agar  disk 
diffusion  method  are  subject  to  technical 
variation;  consequently,  it  seems  likely  that 
some  chloramphenicol-resistant  H.  influen- 
zae are  missed  by  using  the  current  method 
and  breakpoints.  Furthermore,  it  would  ap- 
pear, based  upon  our  experience,  that  the  zone 
sizes  for  H.  influenzae  need  to  be  modified, 
since  our  isolates  were  found  by  agar  diffusion 
to  be  intermediate  but  were  clearly  resistant 
by  broth  dilution  testing  and  the  presence  of 
chloramphenicol  acetyltransferase. 

A more  precise  but  technically  more  difficult 
and  time  consuming  procedure  is  to  determine 
the  MIC  and  MBC  of  the  organism  by 
macrobroth  dilution.  While  most  strains  of  H. 
influenzae  are  inhibited  by  2 ug/ml  or  less 
and  are  susceptible  to  chloramphenicol,  those 
strains  with  an  MIC  of_^  8 ug/ml  are  resist- 
ant.®’ “ Two  of  our  strains  had  an  MIC  of  16 
ug/ml  while  the  third  strain  was  inhibited  by  8 
ug/ml. 

Most  strains  (oyer  90%)  of  chloramphenicol- 
resistant  H.  influenzae  possess  a chloram- 
phenicol inactivating  enzyme,  chlorampheni- 
col acetyltransferase.^'  Studies  have  shown 
that  this  enzyme  is  plasmid-mediated  and 
resistance  can  be  transferred  from  one  strain 
to  another.i®’20  2i  Some  of  these  plasmids  code 
also  for  resistance  to  ampicillin  and/or  tetra- 
cycline.®®’ 

Until  recently  chloramphenicol  acetyltrans- 
ferase activity  was  detected  by  a bioassay 
technique,®®  thin-layer  chromatography®®  or 
spectrophotometrically.®®  In  1980  Azemun  et 
al.  developed  a rapid  screening  method  for 
detecting  chloramphenicol  acetyltransferase.^^ 
This  method  is  now  available  commercially 
(C.A.T.  Reagent  Kit,  Remel).  A reagent- 
impregnated  disk  is  incubated  for  30  minutes 
in  a saline  suspension  of  the  organism.  A 
change  from  colorless  to  yellow  indicates  that 
chloramphenicol  acetyltransferase  is  pres- 
ent. This  test  takes  approximately  30-45 
minutes  to  perform  (the  agar  disk  diffusion 
and  macrobroth  dilution  methods  require  18- 
24  hours).  We  have  tested  30  strains  of  H. 
influenzae  (including  some  type  b)  that  were 


isolated  from  sputa,  blood  and  spinal  fluid,  and 
only  the  three  strains  described  above  gave 
a positive  reaction  for  chloramphenicol  acetyl- 
transferase. 

These  laboratory  findings  are  presented 
because  physicians  and  laboratorians  should 
be  aware  that  chloramphenicol-resistant  H. 
influenzae  have  been  found  in  Nebraska. 
While  the  nontypable  chloramphenicol-resis- 
tant strains  that  we  isolated  were  probably 
colonizers  of  the  respiratory  tract  and  were  not 
causing  disease  in  the  patients,  there  are 
reports  of  chloramphenicol-resistant  H.  in- 
fluenzae type  b causing  meningitis.^®’  "•  *®  As 
mentioned  earlier,  some  chloramphenicol-re- 
sistant isolates  are  also  ampicillin  resistant, 
including  an  isolate  from  a 1979  case  of  H. 
influenzae  type  b meningitis  in  South  Dako- 
ta.^® Our  laboratory  now  routinely  uses  rapid 
methods  to  detect  resistance  to  ampicillin  (i.e. 
beta-lactamase)  and  chloramphenicol  (i.e. 
chloramphenicol  acetyltransferase)  in  H.  in- 
fluenzae isolates  from  normally  sterile  body 
sites.  Furthermore,  ampicillin  and  chlora- 
mphenicol susceptibilities  are  determined  also 
by  agar  disk  diffusion,  since  not  all  ampicillin- 
resistant  isolates  are  beta-lactamase  pro- 
ducers and  not  all  chloramphenicol-resistant 
strains  owe  their  resistance  to  chloramphenicol 
acetyltransferase.^'’  ®'* 

Summary 

Chloramphenicol-resistant  H.  influenzae 
have  been  found  in  Nebraska.  While  agar  disk 
diffusion  is  the  most  commonly  used  method 
for  determining  antibiotic  susceptibilities,  care 
must  be  taken  in  interpreting  results  since 
chloramphenicol-resistant  haemophilus  may 
give  an  intermediate  zone  size.  A more  precise 
but  technically  more  difficult  and  time  con- 
suming procedure  is  to  determine  the  MIC  and 
MBC  of  the  organism  by  macrobroth  dilution. 
Most  strains  of  chloramphenicol-resistant  H. 
influenzae  possess  chloramphenicol  acetyl- 
transferase, a chloramphenicol  inactivating 
enzyme.  There  is  now  a kit  commercially 
available  for  the  rapid  detection  of  chloram- 
phenicol acetyltransferase. 
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A Review  of  Maternal  Deaths 
in  Nebraska  1963-1982 


For  the  past  20  years  there  has 
been  an  on-going  review  of 
maternal  deaths  by  the  Ma- 
ternal-Child Health  Committee  of  the  Ne- 
braska Medical  Association.  This  became 
practical  in  1962  when  Nebraska’s  legislature 
enacted  statutes  exempting  such  reviews  from 
subpoena  or  litigation.  Initially,  questionnaires 
were  forwarded  to  attending  physicians  and 
recently,  detailed  protocols  were  requested 
along  with  occasional  interviews.  These  re- 
quests have  met  with  excellent  cooperation. 
We  are  fortunate  in  Nebraska  to  have  the 
inclusion  of  a question  on  death  certificates 
asking  if  pregnancy  was  present  at  the  time  of 
death,  or  had  occurred  in  the  preceding  three 
months.  This  question  identifies  almost  all  of 
the  maternal  deaths.  Periodically,  a cross 
index  of  birth  and  death  certificates  has  been 
done  by  our  health  department  nosologists, 
and  a few  additional  cases  have  been  identified 
for  review. 

I will  take  this  opportunity  to  review  the 
accumulated  information  from  the  maternal 


WILLIAM  L.  RUMBOLZ,  M.D.,  Chairman 
Maternal-Child  Health  Committee 
Nebraska  Medical  Association 

mortality  reports  that  have  been  collected  over 
the  20  years  of  the  committee’s  existence  up  to 
December,  1982.  During  this  20  year  period 
there  were  an  estimated  516,801  births  and 
163  maternal  deaths. 

As  shown  in  Table  I,  there  has  been  a 
decrease  in  the  maternal  mortality  rate  each 
five  years,  with  the  latest  five  year  period 
showing  a decrease  of  greater  than  40  percent. 
The  ratio  of  direct  to  indirect  and  non- 
obstetric  deaths  is  not  significantly  different 
for  each  of  the  five  year  reporting  periods. 

The  time  honored  triad  of  hemorrhage, 
infection,  and  toxemia  accounts  for  over  three- 
fourths  of  the  direct  obstetric  deaths,  with 
hemorrhage  accounting  for  37  cases.  (Table  II) 


TABLE  I 

NEBRASKA  MATERNAL  MORTALITY 
(1963-1982) 


Years 

1963-1967 

1968-1972 

1973-1977 

1978-1982 

TOTAL 

Number  of  total  births 

14,1057 

12,3894 

11,9049 

13,2801* 

516,801* 

Number  of  maternal 
deaths 

51 

44 

41 

27 

163 

Number  due  to  various  factors 

Direct  obstetrical 

29 

25 

16 

11 

81 

Indirect  obstetrical 

10 

9 

11 

5 

35 

Non  obstetrical 

12 

10 

14 

11 

47 

Maternal  mortality  rate 
per  100,000  births  36.15 

35.51 

34.43 

20.33 

31.54 

♦estimated  for  1982 
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TABLE  II 


MATERNAL  DEATH  DUE  TO  DIRECT  OBSTETRIC  DEATH 


Year 

1963-1967 

1968-1972 

1973-1977 

1978-1982 

TOTAL 

DiaRnosis 

Hemorrhage 

12 

13 

8 

4 

37 

Sepsis 

10 

5 

3 

1 

19 

Toxemia 

3 

2 

1 

2 

8 

Anesthesia 

2 

2 

3 

2 

9 

Embolism 

2 

1 

1 

4 

Other* 

2 

2 

4 

*=  pulmonary  embolism,  choriocarcinoma  and  heart  disease 


TABLE  III 


NEBRASKA  MATERNAL  MORTALITY  - DEATHS  FROM  HEMORRHAGE 

(1963-1982) 


Years  1963-1967 

PiaRnosis 

Post  partum 
(uterine  atony) 

Abruptio  placenta 

Amniotic  fluid  embolism 

Ruptured  uterus 

Placenta  previa 

Ectopic 

Placenta  accreta 


2 

1 

1 

3 

1 

12 


1968-1972 

k 

1 

1 

3 

2 

2 

13 


1973-1977 

1 

2 

2 

1 


1978-1982 

3 

1 


TOTAL 


12 

6 

k 

5 

2 

7 

1 

37 


Among  the  patients  dying  from  hemorrhage, 
postpartum  bleeding  from  all  causes  was  the 
most  frequent  diagnosis,  followed  by  abruptio 
placenta  and  amniotic  fluid  embolism,  then 
rupture  of  the  uterus.  Ruptured  ectopic 
pregnancy  accounted  for  seven  of  the  hemor- 
rhage deaths.  Interestingly,  neither  ectopic 
pregnancy,  amniotic  fluid  embolism,  nor  uter- 
ine rupture  were  diagnosed  as  the  cause  of 
maternal  death  in  the  past  five  years.  (Table 

m) 


No  discussion  of  maternal  deaths  would  be 
complete  without  considering  deaths  associ- 
ated with  Cesarean  delivery.  Our  review 
showed  a total  of  40  maternal  deaths  with 
Cesarean  section,  20  in  each  ten  year  period. 
In  1981,  Grant  reported  on  Cesarean  sections 
in  Nebraska,  1965  through  1978.'  From  1965 
through  1978,  21,641  of  deliveries  in  Nebraska 
were  by  Cesarean  section,  with  31  Cesarean 
related  maternal  deaths.  (Table  IV)  Hemor- 
rhage, sepsis,  and  anesthesia  were  also  the 
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most  frequent  causes  of  death  related  to 
Cesarean.  There  were  nearly  a four-fold 
increase  in  the  rate  of  Cesarean  sections 
during  the  14  years  reviewed,  with  a relatively 
consistent  number  of  total  deliveries.  The 
Cesarean  related  maternal  mortality  rate  has 
stayed  more  or  less  constant,  but  with  an 
increased  number  of  Cesarean  deliveries  and 
an  over-all  decrease  in  maternal  deaths  the  last 
five  years,  the  percentage  of  maternal  deaths 
associated  with  Cesarean  section  has  in- 
creased. From  1978  through  1982,  we  esti- 
mated that  there  were  12,000  Cesarean 
section  births  with  5 maternal  deaths. 

TABLE  IV 

APPARENT  CAUSE  OF  MATERNAL  DEATHS  AT  CESAREAN 

(1965-1978) 


Direct  Obstetric  Deaths 


Hemorrhage  7 

Post  partum  (9) 

Abruptio  placenta  (3) 

Sepsis  5 

Anesthesia  9 

Toxemia  2 

Rupture  prior  section  2 

Pulmonary  embolism  2 

Indirect  Obstetric  Deaths 

Cerebral  vascular  accident  4 

Heart  disease  1 


Non  Obstetric  Deaths 


22 


5 


4 


Terminal  malignancy  3 

Auto  Accident  1 


The  indirect  and  non-obstetric  maternal 
deaths  are  somewhat  more  difficult  to  evaluate. 
For  example,  it  would  be  helpful  to  have  more 
information  about  maternal  deaths  due  to 
suicide,  leukemia,  and  other  malignancies.  The 
axiom  of  “treat  the  disease  and  forget  the 
pregnancy”  appears  to  prevail  in  a majority  of 
medical  cases.  If  ever  sufficient  data  could  be 
collected,  a more  detailed  study  of  some  of 
these  cases  could  prove  most  interesting. 

Several  states  have  discontinued  their  ma- 
ternal mortality  committees  and  are  attempt- 
ing to  push  for  neonatal-perinatal  death 
reviews.  For  the  past  three  years,  our  com- 
mittee has  also  been  reviewing  and  abstracting 
neonatal  and  stillborn  deaths  in  the  state. 
These  perinatal  deaths  are  one  or  two  hundred 
times  the  maternal  death  rates  and  the 
information  is  being  put  into  a computer.  Since 
our  program  in  Nebraska  does  not  depend  on 
either  governmental  or  state  medical  funds,  it 
is  hoped  that  the  voluntary  participation  of  our 
physicians  will  continue  in  order  to  support 
these  programs. 


Reference 

1.  Grant  RS  and  Hill  CY:  Recent  trends  in  cesarean 
sections  in  Nebraska,  1965  to  1978.  Nebraska  Medical 
Journal  Vol  66,  No.  12:270-275,  1981. 
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LETTER  TO  THE  EDITOR 


March  25,  1983 
To  the  Editor: 


FETAL  HYDANTOIN  SYNDROME 


The  review  of  the  fetal  hydantoin  syndrome 
by  Morin  and  Menolascino  and  the  accom- 
panying editorial  by  Stivrins  (Nebraska  Medi- 
cal Journal,  March,  1983)  make  some  im- 
portant points.  However,  one  area  deserves 
added  attention:  the  option  of  the  discon- 
tinuance of  medication  in  a woman  who  may 
not  need  it.  We  have  seen  women  who  had 
been  placed  on  hydantoin  during  their  early 
teens  who  had  continued  with  it  despite 
suggestions  that  it  might  no  longer  be  neces- 
sary. It  is  important  than  any  woman  of 
childbearing  age  on  anticonvulsants  be  in- 
formed of  the  possible  risk  and  evaluated  for  a 
determination  of  need.  This  should  not  be  lim- 


ited to  hydantoin,  since  no  anticonvulsant  has 
been  conclusively  shown  to  be  safe. 

Hopefully,  greater  attention  to  such  con- 
siderations will  help  reduce  the  incidence  of 
this  sometimes  preventable  disability. 

Sincerely  yours, 

/s/  Mark  Lubinsky,  M.D. 

Director 

Clinical  Genetics  Center 
Childrens  Memorial  Hospital 

/s/Bruce  Buehler,  M.D. 

Director 

Center  for  Human  Genetics 
University  of  Nebraska  Medical  Center 
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President's  Page 


It  is  indeed  a great  honor  to  be  elected  as 
president  of  the  Nebraska  Medical  Association 
and  I do  feel  very  humble.  This  was  the  manner 
in  which  I began  my  Presidency  and  my 
acceptance  speech  on  1 May  1983. 

I was  born  on  a farm  in  Cheyenne  County  (no 
hospital  in  those  days)  on  the  4th  of  December, 
1923,  delivered  by  R.  E.  Roche,  M.D.  This 
outstanding  man  remained  our  family  phy- 
sician and  exerted  a very  strong  influence  on 
me  to  enter  the  study  and  practice  of  medicine. 
My  college  days  were  spent  at  the  University 
of  Nebraska,  Miami  University,  Oxford,  Ohio, 
and  I received  a B.S.  (Med)  from  Creighton 
University.  My  medical  education  was  obtained 
at  Creighton  University  obtaining  my  Doctor 
of  Medicine,  1948,  and  an  M.S.  (surgery)  in 
1953. 

After  a third  tour  with  the  United  States 
Naval  Medical  Corps,  I began  practice  in 
Omaha  with  Drs.  Moon,  Christensen,  and 
Brush.  My  rural  roots  proved  to  be  too  strong, 
so  I soon  left  the  best  associates  anyone 
could  hope  for  and  returned  to  practice 
medicine  in  rural  Nebraska  where  I have 
remained. 

I became  active  in  the  Nebraska  Medical 
Association  at  the  time  I arrived  in  Neligh, 
thanks  to  Dr.  Christensen’s  strong  influence.  I 
have  enjoyed  the  many  positions  I have  held  in 
the  Association,  but  I have  especially  profited 
from  my  experience  on  the  Board  of  Directors 
under  the  leadership  of  A1  Landers,  M.D.  This 
gentleman  is  a fine  human  being  in  addition  to 


being  a hard  working  officer  of  your  Associa- 
tion. I thank  him. 

And  now  as  we  begin  a new  year,  remember  I 
am  here  to  serve  you.  I will  need  the  assistance 
and  cooperation  of  each  and  every  one  of  you. 
Communicate  your  needs,  and  I will  com- 
municate mine. 

Working  together  we  can  accomplish  great 
things! 

I thank  you! 

Dwaine  J.  Peetz,  M.D.,  President 
Nebraska  Medical  Association 
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The 

Auxiliary 


CONVENTION  1983 

Mrs.  Bryce  Shopp  presided  over  the  pre- 
convention board  meeting  Friday  by  introduc- 
ing Chaplain  Mrs.  Berle  Spencer  who  con- 
ducted the  memorial  service  for  deceased 
members. 

AMA  Auxiliary  President,  Mrs.  Torrence 
Payne  from  Newburgh,  N.Y.,  discussed  the 
many  projects  available  to  us:  People  Bank 
(speakers  bureau);  Professional  Skills  Devel- 
opment; Project  Bank;  and  new  challenges  in 
membership. 

County  President’s  reports  were  read.  Com- 
mittee reports  given,  and  election  of  officers 
held  before  adjournment  for  the  no-host 
luncheon  held  at  The  Underground  Restaurant. 

The  afternoon  seminar,  WHAT  A PHY- 
SICIAN’S SPOUSE  NEEDS  TO  KNOW 
ABOUT  PLASTIC  SURGERY,  by  Phil  Metz, 
M.D.,  was  most  informative. 

On  Friday  evening  the  homes  hosting  the 
Progressive  Dinner  were  Mrs.  Kenneth  Mc- 
Ginnis and  Mrs.  Alan  Forker. 

Lincoln  Country  Club  was  the  site  of  the 
Saturday  Brunch  when  our  national  president, 
Mrs.  Payne,  spoke  on  volunteerism,  patriotism 
and  goals  of  the  Auxiliary,  before  installing  the 
new  officers  who  are: 

President  — 

Mrs.  Glen  (Elba)  Lau,  Lincoln 
President-Elect  — 

Mrs.  Duane  (Helen)  Krause,  Fremont 
First  Vice  President  — 

Mrs.  Leslie  (Ardis)  Grace,  Blair 
Second  Vice  President  — 

Mrs.  Robert  (Bev)  Kruger,  Omaha 
Treasurer  — 

Mrs.  Robert  (Judy)  Lynch,  Omaha 
Two-Year  Directors  — 

Mrs.  Clifford  (Betty)  Hadley,  Lyons 

Mrs.  Robert  (Mary  Ann)  Harry,  Lexington 

Annual  awards  were  given  to  Mrs.  F.  William 
Karrer,  Omaha:  WOMAN  OF  THE  YEAR, 
and  Mrs.  Eugene  Peck,  Hastings:  MERIT 


AWARD.  Adams,  Lincoln,  Northeast  and 
Buffalo  were  among  the  auxiliaries  to  receive 
AMA-ERF  awards;  Lancaster  County  NMF 
award  and  the  Presidential  Award. 

The  program  ended  with  a humorous  skit  by 
the  Hillcrest  Stagettes. 

At  a pre-Fun  Night  cocktail  party,  the  Gavel 
Club  discussed  their  organization  and  its 
future  direction  of  service  to  the  Auxiliary. 

The  post  convention  board  meeting  was 
conducted  by  Mrs.  Glen  Lau  who  introduced 
her  new  committee  chairmen  and  her  theme 
which  will  emphasize  “Shape  Up  For  Life’’ 
with  particular  emphasis  on  Children  and 
Youth  and  prevention  of  child  abuse. 

Final  seminar  Monday  morning  in  conjunc- 
tion with  NMA  entitled  “Recapturing  the  Joys 
of  Medicine”  was  conducted  by  John-Henry 
Pfifferling,  PhD.,  Durham,  N.C.  and  proved  to 
be  both  entertaining  and  thought  provoking. 

Elba  Lau,  President 


Resolutions  Committee  Report 

WHEREAS,  we  consider  it  fitting  and 
proper  to  express  our  thanks  to  all  who  have 
contributed  to  the  success  of  the  Convention 
and  the  accomplishments  of  our  past  year, 
therefore  be  it 

RESOLVED,  that  we,  the  members  of  the 
Nebraska  Medical  Association  Auxiliary,  ex- 
tend our  grateful  thanks  and  appreciation  to 
the  officers  and  other  members  of  the  Ne- 
braska Medical  Association  Auxiliary  Execu- 
tive Board,  who  have  so  ably  carried  on  the 
business  necessary  for  the  proper  functioning 
of  our  organization;  and  be  it  further 

RESOLVED,  that  our  thanks  and  apprecia- 
tion be  specified  to  the  members  of  the 
Lancaster  County  Medical  Society  Auxiliary, 
hostess  to  this  Fifty-eighth  Annual  Meeting, 
for  the  gracious  hospitality  extended  to  all  of 
us;  and  be  it  further 
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RESOLVED,  that  we  declare  particular 
gratitude  to  Mrs.  Howard  Dinsdale  and  Mrs. 
Richard  Olney,  Convention  Chairmen,  and  to 
their  committee  chairmen  for  their  work  and 
thoughtfulness  in  planning  for  our  convenience 
and  entertainment,  and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical 
Association  be  advised  that  we  appreciate 
their  help  and  leadership,  that  in  particular  Dr. 
Allan  C.  Landers,  President  of  the  Nebraska 
Medical  Association,  and  Dr.  Dwaine  J.  Peetz, 
Chairman  of  the  Commission  on  Association 
Affairs  be  informed  of  our  gratefulness  for 
their  assistance  and  guidance  throughout  the 
year,  and  for  including  us  in  the  portions  of 
their  program  they  so  graciously  share  with  us, 
and  be  it  further 

RESOLVED,  that  Dr.  Alan  Forker,  Editor 
of  the  Nebraska  Medical  Journal,  Mrs.  John 
McGreer  III,  Editor  of  the  Newsletter,  Blue 
Cross-Blue  Shield  for  their  continued  interest 
and  support  of  our  Newsletter,  Mr.  Kenneth 

Coming  Meetings 

CREIGHTON  UNIVERSITY  CONTINUING 
MEDICAL  EDUCATION,  SPRING  1983 
June  10  — Heart  Association  Scientific 
Session  - Hastings,  NE 

* 

THE  CHILD’S  CONCEPT  OF  DEATH  — 
A three-day  symposium  covering  a multi- 
disciplinary approach  to  the  care  and 
support  of  the  child  as  a dying  patient  or  as 
a survivor,  and  his/her  family  unit,  will  be 
held  on  Thursday,  Friday,  and  Saturday, 
June  2,  3,  and  4,  1983  under  the  direction  of 
The  Foundation  of  Thanatology,  at  the 
Alumni  Auditorium,  Columbia-Presbyterian 
Medical  Center,  168th  Street  and  Fort 
Washington  Avenue,  New  York,  N.Y.  10032, 
telephone  212/694-4173.  Among  the  co- 
sponsors are  the  Department  of  Psychiatry 
of  the  College  of  Physicians  and  Surgeons  of 
Columbia  University,  and  the  Child  Study 
Center  of  Yale  University.  For  further 
details  and  a printed  registration  form,  write 
Dr.  Austin  H.  Kutcher,  The  Foundation  of 
Thanatology,  630  West  168th  Street,  New 
York,  N.Y.  10032,  or  call  him  at  212/694- 
4173. 


Neff,  Executive  Secretary  of  the  Nebraska 
Medical  Association,  Mr.  William  Schellpeper, 
Assistant  Executive  Secretary,  and  to  the 
State  Medical  Office  personnel  for  their  help 
in  preparing  materials  and  mailing  the  News- 
letter, be  advised  of  our  sincere  thanks  for  the 
efficient  way  they  have  handled  our  Auxiliary 
news,  for  their  ready  assistance  whenever  we 
asked  for  it,  and  be  it  further 

RESOLVED,  that  we  pledge  our  loyalty  and 
devotion  to  the  Nebraska  Medical  Association 
Auxiliary;  that  we  continue  to  be  faithful  in 
supporting  its  activities;  promoting  its  projects 
and  protecting  its  reputation  and  high  ideals, 
and  be  it  finally 

RESOLVED,  that  these  resolutions  be 
published  in  the  NEBRASKA  MEDICAL 
JOURNAL. 

Respectfully  submitted, 

Mrs.  Fay  Smith 

Chairman 


AMERICAN  HEART  ASSOCIATION, 
NEBRASKA  AFFILIATE  — Scientific  Ses- 
sions, June  10,  1983  at  Holiday  Inn, 
Hastings.  Sessions:  Pacemakers  - Dr. 

Michael  Osborn,  Mayo  Clinic;  Pediatric 
Hypertension  - Dr.  Philip  Hofschire;  Phar- 
macological Treatment  of  Hypertension  - 
Dr.  David  Little;  Ventricular  Arrhythmias  - 
Dr.  Lofty  Basta,  Tulsa,  Okla.;  Congenital 
Heart  Disease  in  Adults  - Dr.  John  Kugler; 
Anti-Arrhythmics  & Calcium  Channel 
Blockers  - Dr.  Richard  Collins;  Angioplasty  - 
Dr.  Chris  Caudill;  Increasing  Patient  Compli- 
ance Hypertension  Education  - Nurses 
Panel;  Left  Ventricular  Dysfunction  and 
Salvage  - Dr.  Gerald  Gau,  Mayo  Clinic; 
Thrombolytics  in  MI/CVA  - Dr.  Joseph 
Gard;  Beta  Blockers  - Dr.  Joseph  Lynch; 
Stress  Management  Research  - Robert 
Schalock,  M.D.;  Update  on  Treatment  of 
Angina  - Dr.  David  McCall;  Digital  Sub- 
traction Angiography  - Dr.  Curtis  Schworn; 
Management  of  the  Stroke  Patient  - Connie 
Bittfield,  RN,  MS,  Moderator;  Kawasaki’s 
Disease  - Dr.  John  Kugler;  Stress  Testing 
Using  Microcomputers  - Dr.  Joseph  Donnel- 
ly; Personal  Fitness  and  You  - Dr.  Gerald 
Gau,  Mayo  Clinic. 
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CONFERENCE  ON  THE  HUMAN-ANIMAL 
BOND  — June  13-14,  University  of  Min- 
nesota. Gerontologists,  psychiatrists,  psy- 
chologists and  other  health  care  professionals 
will  be  participating  in  this  Conference 
which  provides  reports  of  recent  research  on 
the  influence  of  companion  animals  on 
human  health  and  quality  of  life.  A topic  that 
has  increased  in  popularity  is  pet-facilitated 
therapy  for  aging  and  handicapped  individ- 
uals in  the  community  and  in  long  term 
care  institutions.  The  Conference  will  feature 
Dr.  Tolliver,  Commissioner  on  Aging,  U.S. 
Department  of  Health  and  Human  Services 
and  will  include  a half  day  of  reports  on  new 
research  findings  and  a half  day  of  practical 
workshop  sessions  on  how  to  evaluate  and 
operate  programs  utilizing  pets  in  LTC 
facilities.  Many  nationally  recognized  speak- 
ers as  well  as  people  with  direct  hands- 
on  experience  in  pet-facilitated  programs 
will  conduct  the  workshop  sessions.  Regis- 
tration fee  is  $80  for  two  days  and  $50  for 
one  day  if  mailed  before  June  6.  After  June 
6:  $100  for  two  days,  $70  for  one  day.  For 
registration  information  contact:  Dr.  James 
O.  Hanson,  Director  of  Continuing  Educa- 
tion, College  of  Veterinary  Medicine,  Uni- 
versity of  Minnesota,  St.  Paul,  MN  55108, 
(612)  373-1154. 

30TH  ANNUAL  FAMILY  PRACTICE  RE- 
VIEW — June  13-18,  1983,  YMCA  Con- 
ference Center,  Estes  Park,  Colorado. 
Hours:  30  Category  I AMA  hours.  30  pre- 
scribed AAFP  credit  hours.  Sponsor  or 
contact:  The  Office  of  Postgraduate  Medical 
Education,  The  University  of  Colorado 
School  of  Medicine,  4200  East  Ninth 
Avenue,  Box  C-295,  Denver,  Colorado 
80262.  Phone  (303)  394-5241. 

LAKE  OKOBOJI  ORTHOPEDIC/ ATHLETIC 
INJURIES  CONFERENCE  — July  7,  8,  9, 
1983.  The  New  Inn,  at  Lake  Okoboji,  Iowa. 
Co-sponsored  by  University  of  Iowa,  and 
Mayo  Clinic. 

19TH  ANNUAL  INTERNAL  MEDICINE 
PROGRAM  — July  11-15,  1983,  YMCA 
Conference  Center,  Estes  Park,  Colorado. 
Hours:  25  Category  I AMA  hours.  25  pre- 
scribed AAFP  credit  hours.  Sponsor  or 
contact:  The  Office  of  Postgraduate  Medical 


Education,  The  University  of  Colorado 
School  of  Medicine,  4200  East  Ninth 
Avenue,  Box  C-295,  Denver,  Colorado 
80262.  Phone  (303)  394-5241. 

ASPEN  SUMMER  SKIN  SEMINAR  — July 
12-16,  1983,  Given  Institute  of  Pathobiology, 
Aspen,  Colorado.  Hours:  15  Category  I 
AMA  hours,  15  AAD  credit  hours.  Contact: 
The  Office  of  Postgraduate  Medical  Educa- 
tion, The  University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Box 
C-295,  Denver,  Colorado  80262.  Phone: 
(303)  394-5241. 

PRACTICAL  GASTROENTEROLOGY  FOR 
THE  INTERNIST  AND  FAMILY  PHY- 
SICIAN — July  25-28,  1983,  Given  Institute 
of  Pathobiology,  Aspen,  Colorado.  Hours:  15 
Category  I AMA  hours.  15  prescribed  AAFP 
credit  hours.  Sponsor  or  contact:  The  Office 
of  Postgraduate  Medical  Education,  The 
University  of  Colorado  School  of  Medicine, 
4200  East  Ninth  Avenue,  Box  C-295, 
Denver,  Colorado  80262.  Phone  (303)  394- 
5241. 

THE  AMERICAN  COLLEGE  OF  OB/GYN 
will  hold  its  sixth  district  meeting  in 
Rapid  City,  South  Dakota  on  August  17-20, 
1983. 

UNIVERSITY  OF  COLORADO  INTERNAL 
MEDICINE  BOARD  REVIEW  — August 
29  - September  2,  1983,  Denison  Audi- 
torium, University  of  Colorado  School  of 
Medicine,  Denver,  Colorado.  Hours:  44 
Category  I AMA  hours,  44  prescribed  AAFP 
credit  hours.  Contact:  The  Office  of  Post- 
graduate Medical  Education,  The  University 
of  Colorado  School  of  Medicine,  4200  East 
Ninth  Avenue,  Box  C-295,  Denver,  Colorado 
80262.  Phone:  (303)  394-5241. 

COMPREHENSIVE  CARE  OF  THE  BURN 
PATIENT  — September  16-17,  1983,  Hyatt 
Regency  Hotel,  Kansas  City,  Missouri. 
Sponsors:  American  Burn  Association,  Saint 
Elizabeth  Community  Health  Center.  Con- 
tact: Robert  W.  Gillespie,  M.D.,  St.  Elizabeth 
Community  Health  Center,  555  South  70th, 
Lincoln,  NE  68510.  CME  Credits:  24  hours 
of  credit  in  Category  I.  Credit  through  the 
Lincoln  Medical  Education  Foundation. 
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CEU:  Approval  requested  from  ANA  through 
Nebraska  Nurses  Association.  Registration 
Fee:  Physicians  $225.00  (U.S.),  Residents 
$125.00,  Nurses/ Allied  Professionals 
$125.00. 

HOWARD  B.  HUNT  CANCER  SEMINAR  — 
“Malignant  Lymphomas  - Current  Con- 
cepts” Reserve  Friday  and  Saturday,  Sep- 
tember 30  and  October  1,  1983,  to  attend 
the  Nebraska  Methodist  Hospital’s  1983 
Howard  B.  Hunt  Cancer  Seminar  “Malignant 
Lymphomas  - Current  Concepts”  at  the 
Nebraska  Methodist  Hospital,  Omaha. 
Featuring  these  nationally-known  oncolo- 
gists: Stephen  Carter,  M.D.,  Bristol 

Laboratories,  New  York  City;  Peter  Mauch, 
M.D.,  Harvard  Medical  School,  Boston; 
Constan  W.  Berard,  M.D.,  St.  Jude’s  Child- 
ren’s Hospital,  Memphis,  Tennessee. 


In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Frank  P.  Stone,  M.D.  — (Born  January  18, 
1915,  died  March  31,  1983)  — Medical 
Specialty  — Orthopedic  Surgery.  Doctor 
Stone  was  a graduate  of  the  University  of 
Nebraska  College  of  Medicine  in  1943.  He 
was  a Past-President  of  the  Nebraska 
Medical  Association  and  a menlber  of  the 
American  Medical  Association.  Survivors 
include  his  wife,  Donna;  a son,  James  D.  of 
Orange,  California;  and  three  grandchildren. 
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Lincoln,  NE  68506 

Betty  L.  Bryson,  M.D. 

UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 

James  R.  Commers,  M.D. 

650  Doctors  Bldg. 

Omaha,  NE  68131 

Jerry  L.  Fischer,  M.D. 

650  Doctors  Bldg. 

Omaha,  NE  68131 

T.  J.  Holmes,  M.D. 

800  Doctors  Bldg. 

Omaha,  NE  68131 

Harold  K.  Tu,  M.D. 

UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 
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Picture  Gallery 


Board  of  Councilors  Meeting 


1983  NMA  ANNUAL  SESSION 


Pages  181  through  184 
(more  photos  next  month) 


Dr.  Dwaine  J.  Peetz  presenting  50-year  certificate 
to  Dr.  Hans  S.  Frenkel. 


Dr.  Chris  C.  Caudill  and  Dr.  Alan  D.  Forker 
addressing  family  practice  program. 


Dr.  Dwaine  J.  Peetz  presenting  50-year  certificate 
to  Dr.  John  W.  Gatewood. 


Dr.  Berton  M.  Groves  addressing  vascular  disease 
program  attendees. 


Dr.  Dwaine  J.  Peetz  presenting  50-year  certificate 
to  Dr.  Raymond  R.  Andersen. 


Dr.  Dwaine  J.  Peetz  presenting  50-year  certificate 
to  Dr.  Walter  J.  Holden. 
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Dr.  Dwaine  J.  Peetz  presenting  50-year  certificate 
to  Dr.  Samuel  D.  Miller 


Mrs.  Terrence  P.  B.  Payne,  President,  American 
Medical  Association  Auxiliary,  addressing  the 
House  of  Delegates. 


Dr.  Dwaine  J.  Peetz  presenting  50-year  certificate 
to  Dr.  Thomas  T.  Smith. 


Dr.  Dwaine  J.  Peetz  presenting  50-year  certificate 
to  Dr.  Erwin  D.  Zeman. 


Mrs.  Bryce  Shopp  addressing  the  House  of 
Delegates. 
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Dr.  Alastair  Connell  addressing  the  House  of 
Delegates. 


Dr.  William  S.  Hotchkiss,  Secretary  of  the  AMA 
Board  of  Trustees,  addressing  the  House  of  Dele- 
gates. 


Dr.  Richard  O’Brien  addressing  the  House  of 
Delegates. 


1 


Dr.  Alan  D.  Forker,  Nebraska  .Medical  Journal 
Editor,  addressing  the  House  of  Delegates. 


Dr.  F.  William  Karrer,  Chairman  of  the  NMA 
Tumor  Registr>'  Committee,  addressing  the  House 
of  Delegates. 


Dr.  Stanley  Truhlsen  presenting  Nebraska  Medi- 
cal Foundation  Student  Research  Scholarship  check 
to  Teri  Mauch. 


Dr.  William  Rumbolz  presenting  reference  com- 
mittee report  to  the  House  of  Delegates. 


.Mrs.  Glen  Lau  presenting  AMA-ERF  checks  to  Dr. 
Alastair  Connell,  University  of  Nebraska  College  of 
.Medicine  and  Dr.  Arnold  Lempka,  Creighton  Uni- 
versity School  of  .Medicine. 


Dr.  Stanley  Truhlsen  presenting  Nebraska  Medi- 
cal Foundation  Student  Research  Scholarship  check 
to  Jane  .Marie  Carnazzo. 


Dr.  Robert  Buchman  presenting  reference  com- 
mittee report  to  the  House  of  Delegates. 


Dr.  William  Doering  presenting  reference  com- 
mittee report  to  the  House  of  Delegates. 
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AJNIA  Delegate,  Dr.  Carl  J.  Cornelius  and  Dr. 
William  Hotchkiss,  Trustee,  American  Medical  As- 
sociation. 


Dr.  Jerald  Schenken  addressing  the  House  of 
Delegates. 


Dr.  Russell  L. 
Delegates. 


Gorthey  addressing  the  House  of 


Dr.  John  Fitzgibbons  presenting  reference  com- 
mittee report. 


Dr.  Warren  G.  Bosley  presenting  reference  com- 
mittee report. 


Dr.  Richard  Meissner  addressing  the  House  of 
Delegates. 


Dr.  Arnold  Lempka  presenting  reference  com- 
mittee report. 


Dr.  Jon  Hinricks  addressing  the  House  of  Dele- 
gates. 
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WashingtoNotes 

(Continued  from  page  6A) 

ineligible  for  Medicare  and  Medicaid,  have  no 
health  insurance  or  are  otherwise  unable  to 
pay.  The  projects  included  free  clinics,  health 
screening,  and  low-cost  medical  services  in- 
cluding surgery. 

AMA  President  William  Y.  Rial,  M.D., 
presented  President  Reagan  with  a report  on 
24  medical  societies  known  to  have  created 
health  programs  for  the  unemployed.  Many 
more  physicians  and  physicians  groups  are 
believed  to  be  providing  such  care,  however. 

In  hearings  in  both  the  Senate  and  the 
House,  American  Medical  Association  Board 
of  Trustees  Chairman  Joseph  Boyle,  M.D., 
reported  that  79%  of  physicians  surveyed  last 
fall  by  the  AMA’s  Socioeconomic  Monitoring 
System  indicated  they  had  treated  patients 
who  had  lost  their  job-related  insurance.  Some 
71%  of  these  provided  care  without  charge  or 
at  a reduced  fee  and  10%  of  all  physicians  were 
donating  their  services  to  some  community 
program  to  care  for  the  unemployed. 

Stockman  cited  those  figures  in  testimony 
before  the  Senate  Finance  Committee  and  said 
that  encouraging  the  expansion  of  these 
activities  will  form  one  leg  of  the  Reagan 
Administration’s  approach  to  aiding  those  who 
have  lost  job-related  health  insurance. 

The  Administration’s  proposal,  which  will  be 
used  as  a bargaining  position  rather  than 
introduced  as  legislation,  focuses  on  increasing 
the  unemployed’s  access  to  health  care  rather 
than  helping  them  pay  for  it.  It  would  require 
employers  and  insurers  to  allow  the  terminated 
worker  to  buy  into  his  former  employer’s 
health  plan  or  to  pick  up  benefits  in  his 
company  plan  that  were  previously  rejected 
because  they  were  covered  by  the  plan  of  a 
now-unemployed  spouse. 

The  0MB  chief  acknowledged  that  there  is  a 
“residual  group  of  long-term  unemployed”  who 
can’t  afford  to  buy  coverage  and  aren’t  eligible 
for  public  programs.  If  Congress  wants  to 
create  new  benefits  for  the  unemployed,  it 
should  aim  them  at  this  group  and  must 
include  the  means  for  paying  for  them  in  the 
same  legislation,  he  said,  preferably  by  tight- 
ening the  Administration’s  proposal  cap  on  the 


amount  of  employer-paid  health  benefits  that 
are  non-taxable  to  the  employee. 

White  House  support,  limited  as  it  is,  for 
some  sort  of  action  to  help  the  jobless  obtain 
health  insurance  increases  the  chances  of 
speedy  passage  of  some  sort  of  bill  in  this  area. 

Not  counting  the  Administration  proposal, 
six  plans  have  been  introduced  as  legislation. 
All  the  bills  would  limit  eligibility  to  those  who 
formerly  were  covered  through  an  employer 
health  plan  and  who  either  are  eligible  for  or 
have  run  out  of  unemployment  benefits. 

* The  first  bill,  S.  307,  was  introduced  by 
Sen.  Donald  Riegle  (D-MI)  with  Sens.  Howard 
Metzenbaum  (D-OH)  and  Carl  Levin  (D-MI). 
Its  cost,  according  to  the  Health  Insurance 
Association  of  America,  would  run  about  $3 
billion  a year. 

Also  introduced  in  the  House  as  H.R.  1823 
by  Rep.  Doug  Walgren  (D-PA),  the  legislation 
would  set  up  permanent  state  insurance  pools 
financed  by  employer  contributions,  by  em- 
ployees’ payment  of  up  to  20%  of  premium 
cost,  and  by  a 40%-of-premium  federal  contri- 
bution that  would  kick  in  whenever  un- 
employment nationally  was  7.5%  or  more  and 
the  state  had  an  unemployment  rate  at  least 
10%  higher  than  the  national  average. 

Benefits  would  have  to  be  at  least  equal  to 
Medicare.  Enrollees  could  be  required  to  pay 
up  to  $500  in  deductibles.  Employers  would 
be  required  to  extend  coverage  to  workers  for 
six  months  after  layoff  and  to  allow  workers  to 
pick  up  coverage  for  themselves  of  family 
members  formerly  covered  under  the  employer 
plan  of  another  family  member  that  is  no 
longer  employed. 

* S.  811  was  introduced  by  Pennsylvania 
Republicans  John  Heinz  and  Arlen  Specter  as 
free-standing  legislation  after  Sen.  Robert 
Dole  (R-KS)  persuaded  them  not  to  try  to 
attach  it  to  recently-enacted  Social  Security 
amendments.  S.  811  would  run  for  three  years 
and  would  cost  the  federal  government  $1 
billion  a year  in  block  grants  to  states,  which 
would  determine  benefits  and  the  method  of 
administration.  Benefits  could  vary  according 
to  the  enrollee’s  financial  status.  Funds  to  the 
states  would  be  based  on  the  relative  numbers 
of  unemployed  in  the  state  compared  to  the 
national  rate,  of  unemployed  workers  in  excess 
of  6%  of  the  civilian  labor  force  in  the  state. 
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and  of  state  residents  unemployed  15  months 
or  more. 

* S.  951,  the  least  expensive  bill  introduced 
to  date,  was  designed  by  Senate  Finance 
Committee  Chairman  Dole  and  is  cosponsored 
by  Heinz  and  Specter  along  with  Sen.  David 
Durenberger  (R-MN).  The  measure  would 
provide  $900  million  a year  to  states  which  set 
up  programs  run  through  their  Medicaid 
agencies.  The  program  would  die  after  two 
years. 

Prior  to  October  1,  1983,  the  Dole  measure 
would  provide  funds  to  any  state  program.  But 
after  that  time,  federal  funds  would  go  only  to 
states  with  uninsured  unemployment  rates 
(rates  of  unemployed  people  covered  by 
unemployment  compensation)  of  4%  or  more. 
Those  with  rates  of  more  than  5%  would 
receive  95%  federal  matching.  Those  between 
4%  and  5%  would  get  80%  matching. 

Benefits  would  have  to  include  hospital 
inpatient  and  emergency  outpatient  services 
and  physician  services  except  those  delivered 
in  nursing  homes.  Duration  and  scope  of 
services  would  be  up  to  the  state  but  could  not 
exceed  those  of  its  Medicaid  program  for  the 
categorically  needy.  Employers  would  be 
required  to  pick  up  coverage  formerly  carried 
through  a now-employed  spouse. 

* S.  1154,  the  most  recent  bill,  was  intro- 
duced by  Sen.  Edward  Kennedy  (D-MA)  and 
the  other  seven  Democrats  on  the  Labor  and 
Human  Resources  Committee.  It  would  pro- 
vide $900  million  for  the  rest  of  fiscal  1983  and 
$2.7  million  a year  for  each  of  the  next  three 
years  in  block  grants  to  states.  States  would 
determine  the  method  of  administration  and 
benefit  levels.  The  unemployed  could  not  be 
charged  more  than  5%  of  their  unemployment 
check  for  premiums  or  copayments  for  services. 
Allocation  to  the  states  would  be  based  on  a 
formula  similar,  but  not  identical,  to  those  in 
the  Heinz-Specter  bill. 

Two  bills  introduced  in  the  House  are 
designed  to  come  in  at  a cost  of  around  $2.7 
billion  since  that  is  exactly  how  much  money 
the  House  budget  resolution  provides  for  health 
insurance  for  the  unemployed. 

* One  of  these,  H.R.  2525,  was  crafted  by 
Rep.  Henry  Waxman  (D-CA).  Cosponsored  by 
Andy  Jacobs  (D-IN),  John  Dingell  (D-MI)  and 


Harold  Ford  (D-TN),  it  would  create  a 
permanent  block  grant  program  to  be  run 
through  state  Medicaid  agencies  or,  at  the 
state’s  option,  through  state  insurance  pools. 

Coverage  would  be  limited  to  nine  days  of 
inpatient  hospital  care  and  10  physician  and 
outpatient  visits  per  person  but  there  would  be 
no  limits  on  well-baby  and  maternal  care. 
Enrollees  could  be  required  to  spend  at  least 
5%  of  their  weekly  unemployment  check  for 
the  benefits  and  could  be  charged  copayments 
equivalent  to  those  of  Medicaid. 

States  with  unemployment  rates  33%  higher 
than  the  national  average  would  get  full 
funding  from  the  federal  government.  Those 
with  employment  levels  of  5%  or  less  would  get 
no  federal  money  and  those  in  between  would 
get  matching  funds  of  up  to  95%.  A permanent 
grant  program  would  be  set  up  for  public 
hospitals. 

* Coming  in  at  the  same  $2.7  billion  price 
tag  is  S.  2538.  Introduced  by  Rep.  David  Obey, 
(D-WI)  and  Joe  McDade  (R-PA),  this  bill 
would  set  up  a one-year,  $2.7  billion  block 
grant  program  with  states’  shares  allocated 
according  to  the  cost  of  health  services  and  the 
level  of  unemployment  in  the  state.  States 
would  have  to  put  up  20%  in  matching  funds 
and  unemployed  workers  would  pay  up  to  $5  a 
week. 

In  hearings  before  Dole’s  Senate  finance 
committee  and  Rep.  Waxman’s  health  sub- 
committee, the  American  Medical  Association 
called  for  a temporary  federal  program  to 
supplement  the  private  sector  efforts.  AMA 
Board  Chairman  Joseph  Boyle,  M.D.,  and 
AMA  Executive  Vice  President  James  Sam- 
mons, M.D.,  assured  Dole  that  the  physicians 
invited  to  the  White  House  to  discuss  their 
free  care  programs  had  conveyed  this  support 
to  the  President.  And  Dr.  Sammons  and  James 
Strain,  M.D.,  of  the  American  Academy  of 
Pediatrics,  urged  finance  committee  members 
to  make  sure  that  any  program  eventually 
enacted  not  discriminate  against  office-based 
and  preventive  services. 

* * * 

The  American  Academy  of  Pediatrics’  (AAP) 
request  for  a temporary  restraining  order  of 
regulations  on  the  treatment  of  severely 
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handicapped  newborns  has  been  denied  by  the 
federal  court  in  the  District  of  Columbia. 

The  court  ruled  that  AAP  had  not  demon- 
strated that  irrevocable  harm  would  be  done  if 
the  rule  went  into  effect  in  late  March. 

However,  the  court  has  scheduled  a hearing 
on  April  8 to  hear  arguments  on  the  merits  of 
the  rule. 

James  S.  Strain,  M.D.,  AAP  President,  said 
the  rules  could  result  in  medically  wrong 
bedside  decisions  for  handicapped  infants.  Dr. 
Strain  said  federal  agencies  should  not  be 
involved  in  such  issues,  because  federal 
officials  “are  not  equipped  medically  or  in  any 
other  way  to  really  deal  with  the  decisions  of 
life  or  death  matters  in  newborns.” 

“We  feel  that  the  decisions  that  might  be 
forced  on  the  doctor  in  that  situation  might 
very  well  be  harmful  rather  than  in  the  best 
interest  of  the  child,”  he  said. 

Commenting  on  the  required  notices  and  the 
HHS  hotline.  Dr.  Strain  said,  “that  is  not  an 
appropriate  thing  to  have  in  an  intensive  care 
newborn  nursery  where  parents  are  under  a 
great  deal  of  stress  anyway.” 

“A  parent  of  another  child,  an  aide,  nurse, 
social  worker,  or  janitor  — anybody  who  in  his 
estimation  believes  that  the  child  is  not  getting 
appropriate  care  — can  report  that  to  the 
hotline.  That  would  set  a process  of  investiga- 
tion in  motion  that  would  involve  non-medical 
people  in  those  decisions.” 

Dr.  Strain  pointed  out  that  physicians  do  not 
want  to  be  in  the  position  of  having  to  decide 
alone  how  to  deal  with  life  threatening, 
handicapping  conditions.  Most  hospitals  have 
a review  and  ethics  committee  for  this 
purpose. 

“The  decision-making  process  is  a slow, 
deliberate  one  that  involves  a lot  of  people,  but 
it  involves  people  that  are  knowledgeable 
about  that  particular  situation  and  child.  You 
can’t  set  down  guidelines  that  are  going  to  fit 
every  child  and  situation,”  Dr.  Strain  com- 
mented. 

“This  has  to  be  done  at  the  local  level  and 
can’t  be  done  by  somebody  outside,  particular- 
ly, a person  that  doesn’t  have  training  and 
background  in  the  care  of  infants.” 

The  HHS  rule  was  developed  after  the  death 


last  year  of  a six- day  old  boy  in  Bloomington, 
Ind.,  known  only  as  “Infant  Doe.’!  He  was 
afflicted  with  Down’s  syndrome  and  died  after 
food  and  medical  treatment  were  withheld  at 
the  request  of  the  child’s  parents,  supported 
by  the  family  physician  and  the  Indiana 
Supreme  Court. 

* ♦ * 

Health  insurers  also  described  voluntary 
efforts  to  help  the  unemployed  obtain  cov- 
erage but  conceded  that  most  of  these 
programs  are  outside  the  financial  reach  of 
many  jobless  families.  United  Auto  Workers 
representative  Mel  Glasser  added  that  only  5% 
of  UAW  members  in  Michigan  exercised  the 
conversion  option  because  they  could  not 
afford  to  pay  $200  in  premiums  out  of  a $700 
monthly  unemployment  check. 

The  insurers  endorsed  a federally-funded 
program  to  aid  the  jobless  who  need  health 
insurance  but  reported  that  many  employers 
are  also  voluntarily  permitting  workers  to  add 
family  members  formerly  covered  under  a laid- 
off  spouses  plan- to  the  working  spouses  cov- 
erage. 

Several  of  the  bills  under  consideration, 
including  Dole’s  and  the  Administration’s 
proposal,  would  require  employers  to  do  this 
and  the  White  House  claims  this  approach 
would  make  a significant  dent  in  the  problems 
of  the  uninsured  jobless  because  “an  esti- 
mated 40%  of  workers  drawing  unemployment 
benefits  have  working  spouses.” 

Business  groups  also  noted  that  many  of 
their  members  have  extended  coverage  or 
permitted  the  enrollment  of  jobless  spouses  in 
working  spouses  plans.  Chamber  of  Commerce 
witness  Jan  Ozga,  in  the  only  testimony  to 
completely  reject  any  federal  action,  said  those 
voluntary  efforts  are  sufficient. 

One  thing  appears  to  have  been  conceded  by 
all  the  major  players.  That  is  that  the  federal 
support  will  have  to  be  confined  to  those  who 
are  eligible  for  unemployment  insurance  or 
have  run  out  of  benefits,  who  previously  had 
employer-based  coverage,  and  who  aren’t 
eligible  for  Medicaid  or  other  coverage.  That 
will  leave  many  unemployed  without  health 
coverage,  a fact  lamented  by  Rep.  Waxman 
and  Sen.  Heinz,  who  observed  that  a more 
expensive  bill  would  court  a Presidential  veto. 
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There  is  less  agreement  about  how  the 
measure  will  be  financed  and  how  long  it  will 
run.  The  Waxman  and  Riegle  proposals  set  up 
permanent  programs.  The  unions  contend  this 
is  necessary  since  unemployment  rates  are  not 
expected  to  dip  below  8%  before  1988.  Dole’s 
plan  would  last  for  only  two  years  and  Specter 
and  Heinz’  only  three  years.  AHA’s  Owens  told 
Waxman  he  believed  Waxman  should  add  a 
sunset  provision  to  his  bill  and  AMA’s  Boyle 
also  called  for  a temporary  program. 

Like  the  Administration,  Sens.  Dole  and 
Durenberger,  appear  to  be  considering  finan- 
cing through  a cap  on  the  amount  of  employer- 
paid  health  insurance  premiums  that  are 
nontaxable  to  employees.  AFL-CIO  official 
Ray  Denison  said  that  would  be  “robbing 
Peter  to  pay  Paul,”  drawing  a retort  from  Dole 
that  union  members  with  jobs  should  be  willing 
to  help  those  who  don’t.  Insurers  and  business 
also  opposed  financing  health  insurance  for  the 
unemployed  through  a tax  cap. 

All  bills  permit  at  least  some  sharing  of  the 
premium  and  cost  of  services  by  the  un- 
employed and  while  most  witnesses  had  no 
philosophical  objections  to  that  approach, 
many  believe  it  is  unrealistic  to  expect  families 
living  on  an  unemployment  check  to  contribute 
to  the  cost  of  coverage. 

There  was  even  less  agreement  about  how 
the  program  should  be  administered.  The 
HIAA  and  AMA  supported  the  state  pool 
approach  in  Waxman  and  Riegle  bills  but 
unions  opposed  it. 

Hearings  in  the  House  were  expected  to  lead 
to  a bill  that  Waxman  intends  to  rush  through 
the  House  before  summer.  Dole,  meanwhile, 
expects  to  complete  his  Senate  package  before 
summer’s  end. 

Congress  Breathes  New  Life 
Into  “Baby  Doe”  Ruling 

The  Health  and  Human  Services  (HHS) 
regulations  designed  to  protect  infants  with 
birth  defects  was  struck  down  in  Washington’s 
federal  District  Court  in  April.  But  the  “Baby 
Doe”  controversy  showed  no  signs  of  quieting 
as  Congress  and  several  states  took  up  the 
issue  in  pending  and  proposed  legislation. 

U.S.  District  Court  Judge  Gerhard  A.  Gesell 
ruled  that  the  regulation  — which  required 
hospitals  to  post  notices  in  delivery  wards  and 


nurseries  publicizing  a 24-hour  toll-free  ‘hot- 
line’ to  be  used  in  cases  of  suspected  neglect 
— was  “arbitrary  and  capricious.” 

The  American  Academy  of  Pediatrics,  a 
plaintiff  in  the  case,  had  argued  that  the  rule 
was  wrong  in  both  principal  and  procedure. 
This  position  was  supported  by  the  AMA  in  an 
amicus  brief.  Four  member  investigative 
squads,  alerted  by  calls  on  the  hotline,  have  no 
role  in  medical  decision-making,  they  said. 
Plus  the  regulation  went  into  effect  within  only 
15  days  rather  than  allowing  the  customary 
public  comment  period. 

HHS  attorneys  said  the  rule  did  not 
interfere  with  medical  decision  making;  in- 
stead, it  simply  intervened  when  parents’ 
emotional  or  financial  concerns  took  prece- 
dence in  these  medical  decisions.  HHS  im- 
mediately announced  it  would  appeal  the  case. 

As  hospitals  were  removing  these  notices 
from  their  walls,  Congress  began  drafting  new 
legislation  that  could  achieve  much  the  same 
result.  Both  the  Senate  and  House  worked  on 
bills  that  would  expand  the  Child  Abuse 
Prevention  and  Treatment  Act  to  include 
handicapped  infants  who  are  denied  food  or 
treatment.  House  bill  H.R.  1904  and  Senate 
bill  S.  1003,  both  amendments  to  the  Act,  call 
for  a study  to  investigate  the  national  in- 
cidence of  ‘neglect’;  technical  assistance  and 
training  to  states  to  develop  new  procedures  to 
ensure  that  food  and  care  is  provided  to 
handicapped  infants;  establishment  of  a pro- 
cedure for  persons  to  report  suspected  in- 
stance of  denial  of  food  or  treatment;  and  to 
open  up  adoption  opportunities  for  handi- 
capped infants. 

Meanwhile,  several  state  legislatures  have 
already  drafted  their  own  versions  of  Baby  Doe 
legislation.  Indiana  law  says  that  children 
denied  food  or  treatment  shall  be  considered 
“in  need  of  services,”  a classification  normally 
used  for  abused  children.  Louisiana’s  stricter 
law  prohibits  any  denial  of  food  or  treatment 
except  in  cases  where  the  child  would  stay  in  a 
permanently  comatose  state  or  where  the  risks 
outweigh  the  benefits  of  treatment.  Cali- 
fornia’s resolution  with  ‘intent’  to  protect 
handicapped  newborns  has  less  legal  clout.  At 
least  four  other  states  — Massachusetts, 
Arizona,  Missouri,  and  Maryland  — have 
legislation  pending. 
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Supporters  of  these  efforts  say  they  will 
throw  a safety  net  under  the  gaping  holes  in 
health  care  for  handicapped  children.  “In  the 
past  10  years,  there  has  been  a gradual  shift  in 
medicine  away  from  protecting  these  children,” 
said  Surgeon  General  C.  Everett  Koop,  a 
pediatric  surgeon.  “The  President,  Justice 
Department,  and  Department  of  Health  and 
Human  Services  all  agree  that  the  present 
system  is  not  adequate.” 

But  opponents  fear  that  the  rule  will  force 
physicians  and  hospitals  to  either  override 
parental  direction,  lose  federal  funds,  or 
violate  state  and  federal  laws.  Some  say  Baby 
Doe  legislation  is  just  another  way  of  further- 
ing the  right-to-life  goals  of  the  Reagan 
Administration. 

The  AMA,  while  supporting  reauthorization 
of  the  Child  Abuse  Act,  opposes  any  provi- 
sions relating  to  the  care  of  handicapped 
infants.  Mailgrams  describing  these  provisions 
were  rushed  to  state  medical  societies  and 
national  specialty  groups.  The  Association 
believes  that  such  legislation  would  cause 
government  interference  in  family  and  phy- 
sician decision-making  and  result  in  a cumber- 
some process  that  would  benefit  no  one. 

“Once  a government  agency  has  interjected 
itself  into  the  practice  of  one  medical  specialty, 
that  kind  of  interference  could  be  expanded 
into  other  specialties,”  warns  James  H.  Sam- 
mons, M.D.,  Executive  Vice  President  of  the 
AMA.  “Then  each  of  us  — physicians  and 
patients  — would  have  our  decisions  subjected 
to  review.” 

No  More  Cuts  This  Year 
in  Medicare? 

The  likelihood  that  Congress  will  make  any 
more  major  cuts  in  Medicare  this  year 
diminished  in  April  as  the  Senate  Budget 
Committee  approved  a 1984  budget  plan  that 
contains  less  than  half  the  Medicare  reduc- 
tions the  Reagan  Administration  has  proposed. 

The  Senate  was  expected  to  consider  the 
budget  panel’s  recommendations  early  in  May 
and,  although  changes  could  be  made  on  the 
Senate  floor,  most  congressional  observers  did 
not  think  that  the  final  resolution  for  fiscal 
1984  would  call  for  Medicare  savings  sub- 
stantially higher  than  those  in  the  committee’s 
proposal. 


The  Budget  Committee’s  proposal  set  Medi- 
care savings  at  $824  million  in  fiscal  1984  and 
$9.6  billion  over  the  next  five  years.  This 
would  be  in  addition  to  some  $10.5  billion  in 
savings  projected  from  the  diagnosis-related 
groups  (DRGs)  prospective  payment  plan  en- 
acted earlier  this  year. 

The  Senate  panel’s  proposal  fell  far  short  of 
the  $1.9  billion  in  fiscal  1984  cuts  and  $24.8 
billion  in  five-year  savings  proposed  by  the 
Reagan  Administration.  It  is,  however,  more 
severe  than  a House-approved  budget  resolu- 
tion that  limits  Medicare  savings  to  those 
anticipated  from  DRGs.  Thus,  a House-Senate 
conference  to  resolve  differences  between  the 
two  proposals  is  virtually  assured.  Once  final 
House  and  Senate  action  on  the  budget 
resolution  is  completed,  the  Senate  Finance 
Committee  will  be  assigned  the  task  of 
recommending  program  changes  to  produce 
the  required  reductions  in  spending.  It  will  be 
looking  at  two  major  recommendations; 

* To  freeze  fee  allowances  for  physicians 
who  do  not  accept  Medicare  assignment; 

* To  increase  premiums  for  supplemental 
medical  insurance  (SMI).  SMI  premiums  are 
set  at  25%  of  program  costs  through  1985. 
Under  the  Budget  Committee’s  proposal,  the 
Part  B premium  would  remain  at  25%  for 
individuals  whose  annual  incomes  are  less  than 
$25,000  a year  and  for  couples  with  incomes  of 
less  than  $32,000.  For  those  with  incomes  over 
those  levels,  the  premium  would  be  increased 
to  40%  of  cost. 

This  would  be  the  first  “means  test”  in 
Medicare  and  the  income  levels  are  identical  to 
those  included  in  the  recent  Social  Security 
amendments  to  determine  which  beneficiaries 
will  be  taxed  on  benefits. 

The  recommendation  to  freeze  the  fees  of 
physicians  who  don’t  accept  assignment  would 
produce  an  estimated  $730  million  in  savings 
next  year  and  $4.9  billion  by  fiscal  1988. 
Increasing  the  premium  for  SMI  would  not 
generate  any  savings  in  fiscal  1984  but  would 
save  $3  billion  by  fiscal  1988. 

For  Medicaid,  the  Senate  Budget  Commit- 
tee approved  cuts  of  $102  million  in  fiscal 
1984  and  $3.3  billion  over  five  years.  This 
compares  with  $293  million  in  fiscal  1984  and 
$3.1  billion  in  five-year  cuts  in  the  Administra- 
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tion’s  plan.  The  House  resolution  provides 
additional  money  to  Medicaid  — for  a child 
health  assurance  program. 

For  discretionary  health  programs,  the  Sen- 
ate budget  panel  approved  $126  million  more 
than  the  President  is  requesting.  Most  of  that 
is  for  four  health  block  grants. 

Bioethics  Commission  Dies 

The  presidential  commisson  entrusted  with 
formulating  national  policy  on  medicine’s  life- 
or-death  issues  finally  died  a quiet  death  of  its 
own. 

But  members  of  state  and  local  medical 
communities  said  they  will  pick  up  where  the 
president’s  commission  left  off,  adapting  its 
guidelines  to  fit  their  own  day-to-day  problems. 
The  American  Medical  Association,  the  Ameri- 
can Hospital  Association,  several  specialty 
societies,  and  many  hospitals  have  already 
formed  ethical  committees. 

Supporters  of  the  President’s  Commission 
for  the  Study  of  Ethical  Problems  in  Medicine 
say  that  it  may  reappear  in  a less  political 
arena  such  as  the  National  Academy  of 
Sciences,  Hastings  Center,  or  the  Kennedy 
Institute  at  Georgetown  University.  If  this 
proposal  succeeds  in  winning  House  and 
Senate  approval,  the  commission  may  begin 
work  as  soon  as  October  1. 

Already,  the  commission’s  guidelines  have 
influenced  health  policy.  Its  definition  of  death 
has  become  law  in  13  states  and  the  District  of 
Columbia.  Hundreds  of  hospitals  have  re- 
quested copies  of  their  report  describing  the 
decision  not  to  resuscitate.  And  the  Associa- 
tion of  American  Medical  Colleges  is  reviewing 
ways  to  improve  the  communication  skills  of 
future  physicians,  based  on  a commission 
recommendation. 

The  American  Medical  Association  has 
created  a four-man  panel  of  bioethical  special- 
ists to  help  guide  the  AMA’s  Judicial  Council. 
“We  regret  the  recent  disbanding  of  the 
commission.  But  there  will  not  be  a vacuum. 
They  laid  the  groundwork,  but  our  panel  of 
specialists  has  the  muscle  to  get  these 
recommendations  into  place,”  says  Samuel  R. 
Sherman,  M.D.,  vice  chairman  of  the  Judicial 
Council. 

The  American  Hospital  Association  (AHA) 


has  also  formed  a special  committee  on 
bioethics,  which  will  review  issues  such  as  the 
denial  of  care.  The  AHA  generally  supports 
the  commission’s  reports,  but  believes  solu- 
tions to  ethical  problems  will  not  be  found  on  a 
national  level.  “Policy  development  should  be 
made  at  the  local  level,  by  the  medical  and 
nursing  staff,  according  to  individual  circum- 
stances,” says  an  AHA  spokesman. 

Bioethical  committees  within  specialty  so- 
cieties are  setting  procedural  guidelines  for  the 
routine  decisions  their  members  must  make. 
For  instance,  the  ethical  committee  of  the 
American  Academy  of  Neurology  has  tackled 
the  issue  of  caring  for  patients  in  the 
‘vegatative’  state;  the  American  Academy  of 
Pediatrics  held  a recent  seminar  on  treatment 
for  the  handicapped  infant;  and  the  American 
College  of  Obstetrics  and  Gynecology  is 
discussing  surrogate  mothering,  artificial  in- 
semination, and  distribution  of  contraceptives 
to  minors. 

“Doctors  need  to  take  a leadership  role  in 
ethical  issues,”  says  neurologist  Ronald  E. 
Cranford,  M.D.,  of  Hennepin  County  Medical 
Center  in  Minneapolis.  “If  we  don’t  want  the 
simplistic  directives  of  the  federal  government, 
we’ll  have  to  become  involved.  Either  we  can 
change  the  laws  or  they  can  change  us.” 

Organ  Transplant  Reimbursement  Rule 
Decried  by  Parents/Physicians 

From  across  the  country,  parents  and 
physicians  of  children  needing  liver  trans- 
plants arrived  in  Washington  to  urge  changes 
in  federal  reimbursement  and  organ  procure- 
ment systems. 

Recent  medical  advances  have  made  liver 
transplants  an  increasingly  successful  form  of 
surgery.  The  recent  introduction  of  cyclosporine 
has  boosted  survival  rates  to  60-70%,  they  told 
the  House  Science  and  Technology  Commit- 
tee’s Subcommittee  on  Investigations  and 
Oversight. 

But  the  most  recent  federal  assessment  — 
back  in  1980  — gives  patients  only  a 38% 
chance  of  survival.  So  until  the  government 
hears  new  recommendations  at  an  NIH  Health 
Consensus  Conference  in  June,  liver  trans- 
plants will  keep  their  “experimental”  status. 

“Trust  monies  should  only  be  spent  on 


190  Nebraska  Medical  Journal  June  1983 


reimbursement  for  procedures  and  care  gen- 
erally accepted  by  the  medical  profession  as 
safe  and  efficacious,”  said  Carolyn  K.  Davis, 
Ph.D.,  administrator  of  the  Health  Care 
Financing  Administration.  Added  Surgeon 
General  C.  Everett  Koop:  ‘‘The  fact  that  liver 
transplants  have  ‘come  of  age’  doesn’t  mean  it 
is  an  open-and-shut  case.  We  still  don’t  know 
the  proper  criteria,  or  long-term  complications 
of  immunosuppressive  drugs.” 

“I  find  this  extremely  frustrating,”  chal- 
lenged subcommittee  chairman  Albert  Gore, 
Jr.  (D-TN).  ‘‘The  government  bureaucracy 
absolutely  refuses  to  recognize  the  obvious, 
and  instead  relies  on  their  slow  process  of 
cranking  towards  a decision.  How  quickly  will 
government  bureaucrats  adjust  to  progress? 

“We  need  a more  timely  and  responsive 
mechanism  for  assessing  new  medical  tech- 
nologies. It  seems  unfair  to  deny  children 
transplants,  given  the  evidence,”  added  Myron 
Genel,  M.D.,  health  policy  fellow  for  the 
subcommittee. 

For  Capt.  John  M.  Brokerick  of  Minden,  LA, 
denial  of  coverage  means  that  his  2-year-old 
daughter  Adriane  may  die  of  biliary  atresia. 
“CHAMPUS  will  pay  for  her  to  die  in  a 
hospital  but  not  for  the  operation  that  will  save 
her  life.  When  a transplant  becomes  necessary, 
I am  on  my  own  for  the  bills,”  he  said.  Parents 
of  two  children  who  died  after  being  denied 
coverage  are  now  sueing  CHAMPUS. 

Charles  Fiske  of  Bridgewater,  MA,  who 
launched  a massive  media  campaign  to  find  a 
liver  for  his  daughter,  Jamie,  called  it  “the  tin 
cup  syndrome.” 

Even  when  money  is  available,  donors  often 
are  not.  At  the  University  of  Pittsburgh, 
physicians  performed  111  liver  transplants  in 
the  past  two-year  period.  During  this  time, 
another  54  patients  died  while  waiting  for  a 
donor  liver. 

Very  few  organs  from  victims  of  sudden 
death  can  be  utilized  under  current  laws, 
complained  David  K.  Wiecking,  M.D.,  a 
medical  examiner  in  Richmond,  VA.  Most  laws 
state  that  permission  from  the  next-of-kin 
must  be  obtained.  This  permission  require- 
ment causes  time  delay  and  makes  the  organ 
useless  for  transplant. 

Wiecking  recommends  giving  local  medical 


examiners  and  coroners  the  right  to  routinely 
obtain  organs  during  autopsies.  “Then  the 
transplantable  organs  could  be  used  in  a 
systematic  and  expeditious  method,”  he  said. 

Asking  the  public  to  sign  ‘yes’  or  ‘no’  boxes 
on  their  drivers  licenses,  without  the  need  for 
witness,  could  encourage  other  donations,  said 
G.  Melville  Williams,  M.D.,  professor  of 
surgery  at  Johns  Hopkins. 

There  is  little  commitment  by  physicians 
and  nurses  to  locating  donors,  added  Donald 
W.  Denny  of  the  Transplant  Foundation  at  the 
University  of  Pittsburgh.  Health  professionals 
must  be  trained  to  recognize  and  refer 
potential  donors,  he  believes.  The  North 
American  Transplant  Coordinators  Organiza- 
tion now  has  a 24-hour  telephone  hotline  for 
physicians  who  have  questions  or  who  want  to 
refer  donors  but  do  not  know  how  to  contact 
local  procurement  programs. 

The  House  Committee  on  Science  and 
Technology  — possibly  together  with  the 
House  Committee  on  Energy  and  Commerce 
— will  make  recommendations  later  this  spring 
on  ways  to  speed  the  public’s  access  to  organ 
transplants. 

AMA  Highlights  Health  Promotion 
to  Congress 

In  an  unusually  friendly  Congressional  hear- 
ing April  26,  AMA  Board  Chairman  Joseph  F. 
Boyle,  M.D.,  got  the  chance  to  regale  the 
Senate  Committee  on  Labor  and  Human 
Resources  with  organized  medicine’s  concerns 
and  actions  in  the  areas  of  disease  prevention 
and  health  promotion. 

Invited  to  testify  by  Committee  Chairman 
Orrin  G.  Hatch  (R-UT),  Dr.  Boyle  ticked  off  a 
long  list  of  projects  and  programs  undertaken 
by  AMA  and  physicians  over  the  years  that 
have  extended  the  lifespan  of  Americans  and 
made  this  one  of  the  healthiest  nations  in  the 
world.  Among  the  current  projects  Boyle  cited: 

— A strong  public  information  and  public  serv- 
ice program  that  emphasizes  public  awareness 
of  health  hazards  and  encourages  healthful 
lifestyles; 

— The  massive  publications  and  information 
exchange  program  of  AMA  and  other  medical 
groups  ranging  from  the  Journal  of  the 
American  Medical  Associaton  to  the  fre- 
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quent  scientific  conferences  health  each  year; 
Support  of  public  health  through  legislative 
and  regulatory  activities  in  areas  like  alcohol 
and  drug  abuse,  food  additives,  drunk  driving, 
immunization,  cigarette  safety  and  smoking, 
and  prescription  drug  abuse. 

Tighter  Rules  for  Pacemaker  Implants 

In  response  to  a Senate  investigation  last 
year  that  revealed  many  needless  implanta- 
tions of  pacemakers,  the  Health  Care  Financ- 
ing Administration  has  announced  a clamp- 
down  on  pacemaker  implantation  under  Medi- 
care. 

Seven  conditions  are  now  considered  in- 
appropriate for  implantation,  and  will  not  be 
reimburseable: 

* syncope  of  undetermined  cause; 

* sinus  bradycardia  without  significant 
symptoms; 

* sinoatrial  block  or  sinus  arrest  without 
significant  symptoms; 

* prolonged  R-R  inteiwals  with  atrial  fibrilla- 
tion or  with  other  causes  of  transient 
ventricular  pause; 

* bradycardia  during  sleep; 

* right  bundle  branch  block  with  left  axis 
deviation  without  syncope;  asymptomatic 
second-degree  AV  block. 

As  techniques  in  cardiology  change,  judge- 
ments about  implantation  also  will  change, 
HCFA  promises.  But  physicians  warn  that 
scrutiny  of  the  newer  and  most  sophisticated 
pacemakers  should  continue. 

“Of  course,  we  need  to  decide  when  to 
appropriately  implant  the  pacemaker.  But  we 
should  also  decide  what  type  of  pacemaker 
we’re  implanting.  Brand  new  multiprogram- 
mable  or  AV  sequential  pacemakers  can  cost 
between  $4, GOO  and  $5,000.  We  need  to 
decide:  Do  all  patients  need  these?  When  are 
they  justified?”  says  Howard  S.  Friedman, 
M.D.,  of  Brooklyn  Hospital. 

. . . And  For  Specimen  Testing 

Many  health  care  providers  are  inappro- 
priately sending  specimens  to  the  Centers  for 
Disease  Control  laboratories  in  Atlanta,  GA, 
because  this  testing  is  performed  free  of 
charge. 


CDC’s  program  is  intended  to  be  only  a 
backup  — or  reference  — testing  service.  Yet 
an  estimated  46%  of  specimens  tested  at  CDC 
should  have  been  tested  first  at  state  or 
commercial  facilities,  says  an  April  report  from 
the  U.S.  General  Accounting  Office.  This  cost 
federal  taxpayers  $1.9  million. 

An  estimated  13%  of  CDC  specimens  were 
tested  without  any  information  concerning 
patient  condition  or  treatment.  Thus,  CDC 
testing  may  cause  more  elaborate  or  less 
precise  tests  to  be  performed  than  would  be 
suggested  by  the  patient’s  signs  and  symptoms. 

The  General  Accounting  Office  has  recom- 
mended to  Health  and  Human  Services  Secre- 
tary Margaret  Heckler  that  the  CDC: 

* screen  out  all  diagnostic  tests  that  should 
be  performed  elsewhere; 

* not  accept  specimens  submitted  directly 
from  private  health  care  providers  unless 
authorized  by  both  the  CDC  and  laboratory; 

* and  charge  for  all  diagnostic  testing. 


Call  for  Constitutional 
Amendment  on  Abortion 

Legislation  that  leaves  regulation  of  abortion 
up  to  each  of  the  50  states  has  been  approved 
by  the  Senate  Judiciary  Committee,  but  its 
future  on  the  Senate  floor  looks  doubtful. 

SJ  Res.  3,  sponsored  by  Orrin  G.  Hatch  (R- 
UT),  says  simply  that  “a  rights  to  an  abortion 
is  not  secured  by  the  Constitution.”  It  would 
overturn  the  Supreme  Court’s  Roe  v.  Wade 
decision  and  return  abortion  law  to  its  pre- 
1973  status  when  each  state  had  its  own 
abortion  statute. 

The  amendment  is  the  first  sentence  of  a 
1983  Hatch  proposal  that  never  reached  the 
Senate  floor.  But  this  year.  Hatch  has  been 
promised  a floor  debate  sometime  during  the 
next  two  months. 

Hatch  believes  the  “states  right”  issue  will 
be  warmly  welcomed  in  the  Senate,  the  anti- 
abortion groups  may  prove  to  be  his  strongest 
opponents;  they  believe  only  an  all-out  ban  on 
abortions  is  acceptable. 

The  close  vote  in  the  committee  — 9 to  9 — 
also  make  its  changes  look  slim  on  the  Senate 
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When  mild 
to  moderate  pain 
is  a side  effect 
of  ‘‘Fitness” 


RUFEN 

ibuprofen, 


• • • 


measures  up 
at  a reasonable 
cost! 
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A Single-Entity  P2iin  Reliever 
As-Good-As  or  Better-Than  Codeine 
Combinations 

“...particularly  effective  in  soft  tissue  disorders 
including  sports  injuries,”^  Rufen  stops  pain  at  the 
site  of  injury  and  inflammation,  not  at  the  level  of 
central  perception.  There  is  no  dulled  sensorium, 
no  special  need  for  warnings  about  driving  or  cau- 
tions about  use  of  machinery.  Your  patient  gets  fast, 
effective  pain  rehef... potent  anti-inflammatory 
action. . .excellent  tolerance. . .plus  the  exceptional 
economy  that  only  Rufen  offers.  Next  time  one  of 
your  patients  asks  for  pain  relief,  let  Rufen  show 
you  how  it  measures  up. 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  71106 

Pioneers  in  medicine  for  the  family 


See  next  page  for  brief  summar\'  of  prescribing 
information. 


Measure 

RUFEN 

(ibuprofen) 

against  “standard” 
mild  to  moderate  pain 


Measure 


RUFEN 

(ibuprofen) 

against  any 
mild  to  moderate  pain 


Dental  pain  and  episiotomy  pain  are  predictable,  repro- 
ducible “standards”  that  make  possible  objective  com- 
parisons of  effectiveness  of  different  analgesic  agents. 

• Measured  against  15,  30  and  60  mg  doses  of  codeine 
phosphate  in  a double-blind  study  of  287  patients, 
400-mg  doses  of  ibuprofen  proved  “significantly  better 
than  codeine  on  almost  all  pain  intensity,  degree  of 
rehef  and  duration  of  analgesia  parameters. 

• Measured  against  a propoxyphene-acetaminophen 
combination  for  pain  relief  after  3rd  molar  extractions, 
ibuprofen  proved  equally  effective  and  caused 

fewer  side  effects.  Ibuprofen  was  associated 
with  faster  recovery,  evidenced  by  more 
rapid  reduction  of  trismus  and  return  to 
normal  function.^ 

• Measured  against  post-episiotomy  pain  in  30 
patients,  “ibuprofen  was  effective  in  treating 
the  swelling  as  well  as  pain. . .during  the 
first  and  worst  days.  Therefore,  it  is  not 
only  the  analgesic  but  also  the  anti- 
inflammatory effect  of  ibuprofen  that  are 
the  beneficial  factors. . 


RUFEN 

Acetaminophen  -F  codeine  combinations 

• single-entity,  peripheral- 
acting analgesia 

• combined  drugs  act  partly  through 
central  opioid  pathways 

• powerful  treatment  of  both 
pain  and  inflammation 

• virtually  no  treatment  of  the  inflaun- 
matory  component 

• better  tolerated  than 
aspirin 

• combined  side  effects  of  two  drugs  — 
warning  required  about  driving  or 
operating  machinery;  possible  respira- 
tory depression  with  alcohol,  tranquil- 
izers, other  common  medications 

• no  narcotic  risk,  red  tape, 
records 

• narcotic  precautions  required 

• matchless  economy 
modem  NSAID 

in  a 
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And  Rufen  Measures  Up  Best 


RUFEN®  (ibuprofen)  Tkblets 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during  acute  flares  and  in  the  iong-term  management  of  these  diseases.  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain.  Treatment  of  primary  dysmenorrhea. 

CONTRAINDICATIONS:  Patients  hypersensitive  to  ibuprofen.  or  with  the  syndrome  of  nasal  polyps,  angio-edema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS), 
WARNINGS:  Anaphylactoid  reactions  have  occurred  in  patients  hypersensitive  to  aspirin  (see  CONTRAINDICATIONS),  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been  reported.  Peptic 
ulceration,  perforation,  or  gastrointestinal  bleeding  can  end  fatally,  however,  an  association  has  not  been  established.  Rufen  should  be  given  under  close  supervision  to  patients  with  a history  of  upper  gastro- 
intestinal tract  disease,  and  only  alter  consulting  the  ADVERSE  REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic  drugs,  such  as  gold,  should  be  attempted.  If  Rufen  must  be  given,  the  patient  should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding, 

PRECAUTIONS:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have  been  reported.  If  developed,  discontinue  Rufen  and  administer  an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with  Rufen:  caution  should  be  used  in  patients  with  a history  of  cardiac  decompensation, 

Rufen  can  inhibit  platelet  aggregation  and  prolong  bleeding  lime.  Use  with  caution  in  patients  with  intrinsic  coagulation  delects  and  those  taking  anticoagulants. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  corticosteroid  therapy,  this  therapy  should  be  tapered  slowly  when  adding  Rufen, 

DRUG  INTERACTION:  Coumarin-type  anticoagulants.  The  physician  should  be  cautious  when  administering  Rufen  to  patients  on  anticoagulants. 

Aspirin  Concomitant  use  may  decrease  Rufen  blood  levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen  should  not  be  taken  during  pregnancy  nor  by  nursing  mothers 

ADVERSE  REACTIONS:  Incidence  greater  than  1%.  Gastrointestinal:  The  most  frequent  adverse  reaction  is  gastrointestinal  14  to  16%).  Includes  nausea*,  epigastric  pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System:  dizziness*,  headache,  nervousness.  Dermatologic:  rash* 

(including  maculopapular  type),  pruritus.  Special  Senses:  tinnitus  Metabolic:  decreased  appetite,  edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see  PRECAUTIONS). 
•Incidence  3%  to  9%, 

Incidence  less  than  1 In  100  Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena  Central  Nervous  System:  depression,  insomnia,  confusion,  emotional  lability,  som- 
nolence. aseptic  meningitis  with  fever  and  coma.  Dermatologic:  vesiculobullous  eruptions,  urticaria,  erythema  multilorme,  Stevens-Johnson  syndrome  and  alopecia.  Special  Senses  hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata  and/or  changes  in  color  vision)  (see  PRECAUTIONS],  Hematologic:  neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (sometimes  Coombs  positive), 
thrombocytopenia  with  or  without  purpura  eosinophilia,  decreases  in  hemoglobin  and  hematocrit.  Cardiovascular:  congestive  bean  (allure  in  patients  with  marginal  cardiac  (unction,  elevated  blood  pressure  Allergic 
syndrome  of  abdominal  pain,  (ever,  chills,  nausea  and  vomiting,  anaphylaxis,  bronchospasms  (see  CONTRAINDICATIONS),  Renal:  acute  renal  failure  in  patients  with  preexisting  significantly  impaired  renal  (unction, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  dry  eyes  and  mouth,  gingival  ulcers,  rhinitis. 

Causal  relationship  unknown.  Gastrointestinal:  pancreatitis  Central  Nervous  System  paresthesias,  hallucinations,  dream  abnormalities,  pseudotumor  cerebri  Dermatologic:  toxic  epidermal  necrolysis,  photo- 
allergic  skin  reactions.  Special  Senses;  conjunctivitis,  diplopia,  optic  neuritis,  Flematologic:  bleeding  episodes  Allergic:  serum  sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis.  Endocrine 
gynecomastia,  hypoglycemia.  Cardiovascular'  arrhythmias  (sinus  tachycardia,  bradycardia,  and  palpitations).  Renal  renal  papillary  necrosis, 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should  be  emptied,  Rufen  is  acidic  and  excreted  In  the  urine,  alkaline  diuresis  may  benefit 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  arthritis  and  osteoarthritis,  including  (lareups  of  chronic  disease  Suggested  dosage  400  mg  t.I.d,  or  q.I.d. 

Dysmenorrhea;  400  mg  every  4 hours  as  necessary 

Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  the  relief  of  pain  Do  not  exceed  2,400  mg  per  day 
CAUTION:  Federal  law  prohibits  dispensing  without  prescription 
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HEALTH  PROFESSIONALS! 


The  Army  Medical  Department 
represents  the  largest  comprehensive 
system  of  health  care  in  the  United 
States  and  offers  unique  advantages 
to  the  student,  resident,  and  practi 
tioner  in  the  following  professions: 


• Physician 

• Dentist 

• Veterinarian 

• Dptometrist 

• Psychologist 

• Nuclear  Scientist 


• Environmental  Scientist 

• Civil  Engineer 

• Podiatrist 

• Audiologist 

• Pharmacist 

• Laboratory  Scientist 


As  an  Army  Officer,  you  will  receive 
substantial  compensation,  an  annual 
paid  vacation,  and  participate  in  a 
remarkable  non  contributory  retire 
ment  plan. 


For  more  information  just  fill  out  the  attached  form  and  mail.  Or  call: 
(614)  236-3507/2305.  (Collect  calls  accepted.) 


PLEASE  SEND  MORE  INFORMATION  ABOUT  OPPORTUNITIES 
IN  THE  ARMY  MEDICAL  DEPARTMENT 
MAIL  OR  CALL: 

ARMY  MEDICAL  DEPT.,  PERSONNEL  OFFICE,  BUCKINGHAM  ST., 
BLDG  84,  COLUMBUS,  OH.  43215  PH:  (614)  236  3507/2305 


NAME  AGE 

ADDRESS 

ZIP  PHONE  (AC) 

SCHOOL  ATTENDED/ATTENDING  

GRADUATION  DATE  DEGREE 

SPECIALTY  AREA  OF  INTEREST  ' 
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(Continued  from  page  192) 

floor.  Furthermore,  the  amendment  must  be 
approved  by  two-thirds  of  the  members  of  the 
Senate  and  House  and  ratified  by  three- 
fourths  of  the  states. 

The  vote  pleased  pro-abortion  opponents  to 
the  amendment,  who  recognize  it  as  a turn- 
around from  the  10-7  committee  vote  on  last 
year’s  Hatch  amendment.  Two  Senators  — 
Joseph  R.  Biden,  Jr.,  (D-DE)  and  Alan  K. 
Simpson  (R-WY)  — changed  their  votes. 

The  American  Medical  Association  opposes 
the  amendment,  believing  that  it  could  deny  a 
medically  necessary  procedure.  If  the  legisla- 
tion is  adopted,  it  could  pave  the  way  for  a 
“national  policy”  that  gives  the  fetus  the  legal 
status  of  a person,  AMA  said  in  a recent 
statement  to  Senator  Hatch.  It  is  improper  to 
have  a medical  procedure  singled  out  for 
banning  or  restriction,  the  Association  said. 
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Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Donley  medical 

SLPPLY  COMPAIVY 

P.O.  Box  83108,  Lincoln,  NE  68501 
AUTHORIZED  CONTRACT  AGENT 
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Physicians'  Classified  - 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 


FOR  SALE:  Self-standing  pediatric  table  with 
weight  scale;  cushioned  vinyl  top  bed;  storage 
drawers  and  cupboard  below.  Very  nice.  Also 
selling  three-drawer  metal  X-ray  cabinet.  Contact 
FAMILY  PRACTICE  ASSOCIATES,  P.C.,  11 
West  31st  St.,  Kearney,  NE  68847.  (308)  237- 
2281. 

$75,000.00  FIRST  YEAR  NET  GUARANTEE: 
Family  practice  opportunity  50  minutes  from 
downtown  Kansas  City,  MO.  First  year  net  guaran- 
tee is  $75,000.00.  Call  the  Director  of  Physician 
Recruitment  at  (816)  587-0920  or  write  Health 
Resources,  Ltd.,  Box  14188,  Kansas  City,  MO 
64152. 


WANTED:  Active  Family  Practice  office  in 
central  Nebraska  looking  for  an  associate.  If 
interested,  contact  Nebraska  Medical  Journal, 
(Box  002),  1512  First  National  Bank  Bldg.,  Lincoln, 
NE  68508.  (402)  474-4472. 

DISCONTINUATION  excellent  solo  practice  of 
33  years  due  to  health  reasons.  Building,  office 
equipment,  established  patient  load.  Private  cor- 
poration ten  years.  County  seat.  Southcentral 
Nebraska  — 40  bed  hospital,  full  lab,  x-ray, 
pathology  coverage.  Will  introduce.  Full  financial 
reports  available.  Contact  Nebraska  Medical 
Journal,  (Box  003),  1512  First  National  Bank 
Bldg.,  Lincoln,  NE  68508.  (402)  474-4472. 

FOR  SALE:  Thirty-five  year  old  General  Prac- 
tice for  sale,  Omaha  suburb,  owner  will  introduce. 
Contact  Nebraska  Medical  Journal,  (Box  001), 
1512  First  National  Bank  Bldg.,  Lincoln,  NE 
68508.  (402)  474-4472. 


OFFICE  SPACE:  For  lease  in  Fremont,  NE. 
Approximately  1,400  square  feet  unfinished  space 
available  in  attractive  new  professional  building 
located  close  to  the  hospital  and  Fremont  mall. 
Basement  storage  space  and  ample  off-street 
parking.  Terms  negotiable.  (402)  721-1666. 
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SEEKING  BOARD  CERTIFIED  FAMILY 
PRACTITIONER:  Position  available  immediately 
in  a pleasant  Family  Practice  Clinic  with  2 Board 
Certified  Family  Practitioners.  Full  range  of  Family 
Practice.  Modern  hospital  connected  by  walk-way, 
42  beds,  modern  Delivery  and  Operating  rooms. 
Rotating  call  schedule  with  time  for  meetings  and 
vacation  allowed.  Board  Certified  Surgeons  in 
town.  Supportive  community  — 2500  population. 
Rural  ranching  and  farming  area.  Good  hunting  and 
fishing  and  good  flying  weather.  Salary  the  first  year 
with  opportunity  to  “buy  in”  if  mutually  agreeable. 
Call  or  write:  Dr.  Joel  Hutchins,  Gordon  Clinic, 
P.C.,  807  North  Ash,  Gordon,  NE  69343.  (308) 
282-1442. 
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FAMILY  PHYSICIANS:  Unique  opportunity  for 
BC/BE  family  practice  physician  to  join  prepaid 
group  practice  in  Kansas  City.  To  staff  and  develop 
a family  practice  facility  15  minutes  from  estab- 
lished multi-specialty  group  practice.  Facility  will 
include  laboratory,  x-ray,  and  pharmacy.  Attractive 
salary  structure  and  liberal  fringes.  Starting  salary 
based  on  experience.  Recruitment  and  relocation 
expenses  covered.  Send  CV  to  Michael  R.  Soper, 
M.D.,  6801  E.  117th  St.,  Kansas  City,  Missouri 
64134,  or  call  (816)  765-6200. 

URGENT  CARE  PHYSICIAN:  Needed  to  prac- 
tice in  and  administer  Minor  Emergency  program. 
Opportunity  to  develop  this  new  concept  in  hospital 
outpatient  setting.  Physician  will  be  medical  di- 
rector of  jirogram  and  of  emergency  room  physic  ian 
staff.  Competitive  salary  and  benefit  package.  Send 
resume  to  Director,  Ambulatory  Care  Services, 
Memorial  Hospital,  600  Madison,  Topeka,  KS 
66607. 

WANTED:  t’amily  Practitioner,  Board-certified, 
experienced  in  Obstetrics,  to  join  prepaid  and  fee- 
for-seiwice  group  of  six  physicians.  Salary  and 
fringes  to  $70,000.  Send  resume  to:  Dr.  John 
Campbell,  Health  Central,  17th  & “N”  St.,  Lincoln, 
NE  68508;  Phone:  (402)  475-7000. 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efncacyof 

Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.'^ 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
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HOWARD  B.  HUNT  CANCER  SEMINAR 
“Malignant  Lymphomas  — Current  Concepts” 


Reserve  Friday  and  Saturday,  September  30  and  October  1,  1983  to  attend 
the  Nebraska  Methodist  Hospital’s  1983  Howard  B.  Hunt  Cancer  Seminar  — 


“Malignant  Lymphomas  — Current  Concepts” 

At 

The  Nebraska  Methodist  Hospital,  Omaha 


Featuring 

Stephen  Carter,  M.D. 
Medical  Oncologist 
Bristol  Laboratories 
New  York  City,  New  York 


these  nationally  known 
Costan  W.  Berard,  M.D. 
Hematopathologist 
St.  Jude’s  Children’s 
Research  Hospital 
Memphis,  Tennessee 


Physicians: 

Peter  Mauch,  M.D. 
Radiation  Therapist 
Harvard  Medical  School 
Boston,  Massachusetts 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 


American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretaiy 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  VV.  Harrison  St.,  Chicago,  EL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1 101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
340  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leavenworth,  Omaha,  NE  68105 
National  Rehabilitation  Assocation 
633  S.  Washington  St.,  Alexandria,  V'A  22314 
Radiological  Society  of  North  America 
Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 
American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 


American  Academy  of  Physicians  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue,  SW,  Ste.  300  E, 

Washington,  DC  20024 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 

Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 

Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
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Spending  more  time 
accountants  and  saiesmen . . . 
than  with  your  job  and  family? 

That’s  today’s  modern  physician  becoming  today’s  modern  business- 
man ...  at  the  expense  of  job  and  family. 

We  provide  you  with  an  environment  serving  a purpose— practicing 
medicine  at  regular  working  hours.  No  books  to  balance,  no  salesmen  and 
attorneys  calling,  and  no  late  hours.  You  concentrate  on  practicing  medi- 
cine with  a health  care  system  that’s  one  of  the  finest  in  the  world.  You’ll 
work  in  modern,  well-equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology. 

Also  included  are  excellent  programs  of  compensation,  opportunities 
for  professional  growth  and  specialization,  30  days  vacation  with  pay 
each  year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice  medicine. 

We  would  like  to  provide  you  with  more  information  about  Air  Force 
medicine. 


Captain  Archie  Summerlin 
(402)  2214319  COLLECT 


A great  way  of  Kfe. 


WashingtoN otes 

Congress  Fears  Medicare  ‘Bankruptcy’ 

Predictions  of  the  impending  bankruptcy  of 
the  Medicare  hospital  trust  fund  escalated  this 
month  as  budget  experts  for  both  the  Adminis- 
tration and  Congress  projected  the  fund  will  be 
bankrupt  before  the  end  of  the  decade  — 
perhaps  as  early  as  1987. 

The  news  prompted  calls  for  various  task 
forces  and  commissions  to  try  to  do  for 
Medicare  what  the  Social  Security  Commis- 
sion did  for  the  cash  programs,  whose  prob- 
lems are  now  said  to  have  been  less  “alarming” 
than  those  of  Medicare.  Reps.  Claude  Pepper 
(D-FL)  and  Henry  Waxman  (D-CA)  called  for  a 
Commission  which  presumably  would  supple- 
ment the  work  of  a Social  Security  Advisory 
Council  scheduled  to  make  recommendations 
for  Medicare  in  June. 

Meanwhile  Senate  Democrats  and  others 
are  suggesting  that  Congressional  committees 
form  task  forces  to  look  at  the  Medicare 
problem. 


Congressional  Budget  Office  analysts,  who 
say  the  hospital  fund  could  be  $300  billion  in 
debt  by  1995,  have  analyzed  a number  of 
options  for  Congress’  consideration.  They 
emphasize  that  no  one  of  these  alone  will  make 
much  of  a dent  in  the  approaching  deficit.  The 
options  include  increasing  beneficiaries’  co- 
payments, increasing  payroll  or  income  taxes, 
and  reducing  payments  to  providers. 

Meanwhile,  the  Social  Security  Advisory 
Council  voted  April  25  on  the  first  recommen- 
dation it  will  make  to  Congress.  That  is  to 
maintain  the  current  assignment  system  for 
Part  B,  except  for  those  physicians  who  submit 
an  agreement  to  accept  assignment  on  all  cases 
for  a year.  Physicians  who  agreed  to  accept  all 
cases  on  assignment  would  be  paid  90%  of  the 
allowable  fee  rather  than  80%,  would  have 
paperwork  reduced,  and  could  have  claims 
processing  terminals  installed  in  their  offices 
at  Medicare’s  expense.  Their  names  would  be 

(Continued  on  page  7 A) 
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Immanuel  Medical  Center 


Announcing  . . . 

ONCOLOGY  FELLOWSHIP  PROGRAM  SEPTEMBER  8-9,  1983 


A two-day  continuing  education  program  in  Oncology  for  primary  care  physicians  will  be  held  at  Moiling 
Education  Center,  Immanuel  Medical  Center,  September  8-9, 1 983.  This  program  is  designed  to  enhance 
physicians’  diagnosis,  treatment  and  follow-up  skills  in  dealing  with  the  most  prevalent  oncology 
diagnoses.  Continuing  Medical  Education  (CME)  credits  are  offered  for  participation  in  the  program. 

Spouses  are  invited  to  participate  in  special  activities;  participants  and  faculty  will  enjoy  an  evening  of 
Dinner  Theater  together  on  Thursday,  September  8.  Participants  are  housed  at  the  beautiful  new 
Immanuel  Plaza  Motel  on  the  Medical  Center  campus. 


An  agenda  for  the  two-day  program  is  as  follows: 

First  Day 

Introduction  to  Cancer 
John  B.  Davis,  M.D. 

Principles  and  Treatment  of  Cancer: 

Radiation  Oncology 
Chemotherapy 
David  J.  Harter,  M.D. 

Herbert  A.  Hartman,  Jr.,  M.D. 

Imaging  Modalities 
Paul  Bender,  M.D.* 

W.  Benton  Copple,  M.D.* 

Primary  Oncologic  Emergencies 
John  Hoesing,  M.D. 

Colon  Cancer  Update 

Mark  Christensen,  M.D. 

Skin  Tumor,  Diagnosis  and  Treatment 
John  F.  Latenser,  M.D. 

Lung  Cancer  Update 
Leonard  Moss,  M.D. 

David  J.  Harter,  M.D. 

The  Role  of  the  Family  Physician  in 
the  Treatment  of  Cancer 
Ronald  C.  Bell,  M.D. 

Tour  of  Radiation  Oncology 

•Session  presenter  rotates  for  each  Fellowship  Program. 

For  more  information  on  this  or  future  Fellow- 
ships, contact  Marion  Kaple,  Moiling  Education 

Center,  Immanuel  Medical  Center,  6901  North 

72nd  Street,  Omaha,  Nebraska  68122,  (402) 

572-2340. 
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Second  Day 

Tumor  Conference 
John  B.  Davis,  M.D.,  Moderator 
Panel  — Medical  Staff  representing  Hematology, 
Medical  Oncology,  Pathology,  Gynecology, 
Surgery,  Radiology,  Urology,  General  Family 
Practice,  Internal  Medicine 

Gynecologic  Tumor 

Leon  S.  McGoogan,  M.D.* 

Terrence  J.  Kolbeck,  M.D.* 

Chronic  Lymphatic  Leukemia 
John  R.  Feagler,  M.D. 

Multiple  Myeloma 

John  R.  Feagler,  M.D. 

Control  of  Pain  in  the  Cancer  Patient 
David  J.  Harter,  M.D. 

Rehabilitation  of  the  Cancer  Patient 
Stuart  G.  Oxford,  M.D. 

Breast  Cancer  Update 
John  B.  Davis,  M.D. 

Cancer  Screening  in  the  Physician’s  Office 
William  A.  Shiffermiller,  M.D. 

Prostatic  Carcinoma 

Stewart  E.  Sloan,  M.D.* 

Gerald  C.  Felt,  M.D.* 

Management  of  Therapy  Complications 
John  R.  Feagler,  M.D. 

David  J.  Harter,  M.D. 

Follow-Up  of  Cancer  Patients 
John  B.  Davis,  M.D. 


W ashingtoNotes 

(Continued  from  page  4A) 

printed  in  directories  supplied  to  Medicare 
patients. 

The  Council  also  is  looking  at,  but  has  not 
acted  on,  a recommendation  that  would 
eliminate  current  copayments  under  both  the 
hospital  and  supplemental  medical  insurance 
parts  of  Medicare.  The  loss  of  revenues  would 
be  made  up  for  with  an  increase  in  taxes  on 
alcohol  and  tobacco  and  through  a new 
premium  for  hospital  services  covered  by 
Medicare.  CBO  also  suggested  the  use  of  a 
hospital  premium  — which  it  said  would 
spread  cost-sharing  among  all  Medicare  bene- 
ficiaries rather  than  concentrating  it  on  those 
who  are  hospitalized. 

On  another  front,  the  President’s  Private 
Sector  Survey  on  Cost  Control,  a group  of 
corporate  executives  directed  to  look  for  ways 
government  agencies  can  reduce  costs,  has 
recommended  that  the  Health  Care  Financing 
Administration  consider  moving  Medicare 
payment  to  physicians  from  a fee-for-service 
type  of  arrangement  to  prospectively  nego- 
tiated fees. 

HCFA  already  had  been  directed  in  the 
recently-approved  Social  Security  amend- 
ments to  study  this  possibility  and  HCFA 
Administrator  Carolyn  Davis  is  appointing  a 
group  of  physicians  to  look  at  this  and  other 
changes  that  have  been  proposed  in  Medicare 
reimbursement  of  physicians.  The  AMA  repre- 
sentative on  the  task  force  will  be  Palma 
Formica,  M.D.,  a New  Brunswick,  NJ,  internist 
who  is  an  alternate  delegate  to  the  AMA  House 
of  Delegates. 

Meanwhile,  the  Robert  Wood  Johnson 
Foundation  has  awarded  a $24,869  grant  to 
Northwestern  University’s  Center  for  Health 
Services  and  Policy  Research  to  look  at 
experiments  using  changes  in  physician  reim- 
bursement to  slow  health  cost  inflation.  The 
project  will  be  headed  by  former  Blue  Cross 
and  Blue  Shield  Association  President  Walter 
McNemey.  A series  of  meetings  will  be  held 
with  physicians  and  insurers  to  look  for 
communities  ready  for  reimbursement  demon- 
strations. 


* ♦ ♦ 


tt 


Wfe  suggest  you 
raise  your  fees 
for  office  caUs 


from  $2  to  $3  ” 


TTiat  was  good  advice  in  1945,  when 
PMM  first  began  to  advise  physicians 
on  how  to  build  and  manage  a suc- 
cessful practice  for  higher  financial 
returns  in  a competitive  market. 

Today,  the  health  care  market  is  even 
more  competitive. 

As  sp>ecialists  in  medical  practice 
management  for  38  years,  we  have  given 
good  advice  to  thousands  of  doctors. 

We  maintain  specialty  depart- 
ments to  stay  abreast  of  changing 
conditions  in  marketing,  estate  tax, 
financial  planning,  personnel  manage- 
ment and  practice  analysis  as  they 
relate  to  physicians.  No  general 
accounting  firm  can  say  that.  Before 
you  decide  who  should  advise  you, 
shouldn’t  you  talk  to  the  longest 
established  medical  practice  manage- 
ment specialists  in  your  area? 

Call  today  for  a completely 
confidential  discussion  of  your  needs 
and  our  many  services. 

Professional  Management  Midwest 

8420  W.  Dodge  Road 
Tower  Plaza,  S.  305 
Omaha,  Nebraska  68114 
402/397-5462 
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THE  EXPERTS  AGREE . . . 


ZYLOPMM 

(olkiiiiiinol) 

BSIMPU, 

EFFECTIVE 

GOUT 

IHERAPV 


For  information  on  adverse  reactions,  warnings,  etc,  please  see  brief  summary  of 
prescribing  information  below. 


Unlike  uricosuric  agents,  Zyloprim®  (allopurir| 
is  clearly  the  choice  for:  i 


OVERPRODUCERS/  ' 
UNDEREXCRETERS 


“One  recent  suggestion  is  that  overproducer  I 
of  uric  acid  are  more  ‘appropriately’  treated  w i 
allopurinol  and  underexcreters  with  uricosur . 
drugs.  Such  an  argument  is  superficially  attract 
tive  but  may  be  specious:  most  patients  with  ' 
gout . . . may  nevertheless  be  managed  perfec  | 
well  with  allopurinol.”  1 ' 

—G.  Boss,  MD  et\ 


TOPHI,  CAlCUll,  1 

RENAI  DISEASE  | 

“. . . (1)  patients  with  extensive  tophaceous 
disease . . . ; (2)  patients  with  a history  of  ren; 
calculi . . . since  a uricosuric  drug  may 
exacerbate  renal  stone  disease;  and  (3)  patier 
with  significant  renal  disease . . . who  are  unlik 
to  respond  to  a uricosuric  drug.”^ 

—Edward  W.  Holmes,  Jr,  J 


ZYLOPRIM*'  (allopurinol) 

100  and  300  mg  Scored  Tablets 

INDICATIONS  AND  USE:  This  is  not  an  innocuous  drug  and  strict 
attention  should  be  given  to  the  indications  for  its  use.  Pending  further 
investigation,  its  use  in  other  hyperuricemic  slates  is  not  indicated  at  this 
time. 

Zyloprim*  (allopurinol)  is  intended  for: 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the  hyperuricemia  associated 
with  blood  dyscra.sias  and  their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephropathy,  with  or  without 
accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone  formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposition,  renal  calculi,  or  uric  acid 
nephropathy  in  patients  with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  elevating  effect  on  serum  uric  acid 
levels, 

CONTRAINDICATIONS:  Use  in  children  with  the  exception  of  those  with 
byperiiric cmia  secondary  to  malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to  Zyloprim  should  not  be 
restarted  on  the  drug. 

WARNINGS:  ZYLOPRIM  SHOULD  HE  DISCONTINUED  AT  THE  FIRST 
APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION. 

In  some  instances  a skin  rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric  lesions  as  well  as 
Stevens-Johnson  syndrome  (erythema  multiforme)  and  very  rarely  a generalized 
vasculitis  which  may  lead  lo  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have  been  noted  and  in  some  patients 
asymplomatic  rises  in  serum  alkaline  phosphatase  or  serum  transaminase  have  been 


observed.  Accordingly,  periodic  liver  function  tests  should  be  performed  during 
early  stages  of  therapy,  particularly  in  patients  with  pre-existing  liver  disease. 
Patients  should  be  alerted  to  the  need  for  due  precautions  when  engaging  in  acti\  j 
where  alertness  is  mandatory. 

Occasional  cases  of  hypersensitivity  have  been  reported  in  patients  with  renal 
compromise  receiving  thiazides  and  Zyloprim  concurrently.  E'er  this  reason,  in 
clinical  setting,  such  combination  should  be  administered  with  caution. 

In  patients  receiving  Purinethol®  (mercaptopurine)  or  Imuran " 
(azathioprine),  the  concomitant  administration  of  30()-6()()  mgofZylo  I 
per  day  will  require  a reduction  in  dose  to  approximately  one-third  l( 
one-fourth  of  the  usual  dose  of  mercaptopurine  or  azathioprine. 
Subsequent  adjustment  of  doses  of  Purinethol  or  Imuran  should  be  mi 
on  the  basis  of  therapeutic  response  and  any  toxic  effects. 

(.Lsvigc  III  P rci’iumcy  ami  1 1 (mu  n of  CliihibeariiiK  Auc: 

Zyloprim  should  be  used  in  pregnant  women  or  women  of  childbearing  age  only  illi 
potential  benefits  to  the  patient  are  weighed  against  the  possible  risk  to  the  felij 
PRKCAUTItfNS:  Some  investigators  have  reported  an  increase  in  acute  attack 
gout  during  the  early  stages  of  allopurinol  administration,  even  when  nonnal  or)  ■ 
subnomial  serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life  of  the  anticoagulant.  * 
dicumarol.  This  interaction  should  be  kept  in  mind  when  allopurinol  is  given  lo  t 
patients  already  on  anticoagulant  therapy,  and  the  coagulation  time  should  be  { 
reassessed.  ' I 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of  at  least  2 liters  and  the  ' | 
maintenance  of  a neutral  or.  preferably,  slightly  alkaline  urine  are  desirable  lo 
(1)  avoid  the  theoretic  possibility  of  formation  of  xanthine  calculi  under  the  influei||i 
of  Zyloiirim  therapy  and  (2)  iK'lp  prevent  renal  precipitation  of  urates  in  patient  |ji 
receiving  concomitant  uricosuric  agents.  i 

Patients  with  impaired  renal  function  require  less  drug  and  should  be  carefully  l< 


' he  most  important  therapeutic  measure  is 
h administration  of  a drug  which  will  block 
.ite  synthesis.  The  agent  available  at  present  is 
f)purinol  (Zyloprim . . .)  which  is  very  effective 
:lof  low  toxicity.”^ 

—Alfred Jay  Bollet,  MD 

j . allopurinol  treatment  appears  to  retard  the 
Dgression  of  renal  dysfunction. 

—T.  Gibson,  MDetal 


low  INCIDENCE 
OF  TOXICITY 


linical  experience  with  allopurinol  suggests 
It  most  patients  tolerate  this  drug  well— a 
ding  strongly  supported  by  our  data, 
desired  or  unintended  effects  of  therapy 
re  reported  in  only  1. 8%  of  1835  consecutive 

ppients.  5 ^ Mclnms,  MD 


pss  G.  et  al,  quoted  by  Scott  JT:  Long-term  management  of  gout  and 
ruricemia.  Brit  Med ] 281:1164.  1980. 

Dimes  E\V  Jr:  \ rational  approach  to  gout.  Drug  Therapy  11: 117-124.  1981. 

ollet  .Aj:  Prevention  and  treatment  of  urate  nephropathy  and  uric  acid  stones. 
^ient  & Staff  Physician  28:57-64s.  1982. 

ibson  T.  HightonJ.  Potter  C.  et  al:  Renal  impairment  and  gout.  Ann  Rheum  Dis 
17-423.  1980. 

.cinnes  GT.  Lawson  DH.  Jick  H:  Acute  adverse  reactions  attributed  to 
urinol  in  hospitalised  patients.  Ann  Rheum  Dis  40:245-249.  1981. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


rved  during  the  early  stages  of  Zyloprim  administration  and  the  drug  withdrawn 
reased  abnormalities  in  renal  function  appear. 

tients  with  severely  impaired  renal  function,  or  decreased  urate  clearance,  the 
ife  or  oxipurinol  in  the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100  mg 
lay  or  300  mg  twice  a week,  or  perhaps  less,  may  be  sufScient  to  maintain 
uate  xanthine  oxidase  inhibition  to  reduce  serum  urate  levels.  Such  patients 
Id  be  treated  with  the  lowest  effective  dose,  in  order  to  minimize  side  effects, 
reticulocytosis  has  appeared  in  some  patients. 

)dic  determination  of  liver  and  kidney  function  and  complete  blood  counts  should 
■rformed  especially  during  the  first  few  months  of  therapy. 

ERSE  RE.ACTIONS: 

latologie:  Because  in  some  instances  skin  rash  has  been  followed  by  severe 
rsensitivity  reactions,  it  is  recommended  that  therapy  be  discontinued  at  the 
sign  of  rash  or  other  adverse  reaction  (see  WARNIN(3S).  Skin  rash,  usually 
ilopapular.  is  the  adverse  reaction  most  commonly  reported.  The  incidence  of 
rash  may  be  increased  in  the  presence  of  renal  disorders, 
liative.  urticarial  and  purpuric  lesions.  Stevens-Johnson  symdrome  (erythema 
iforme)  and  toxic  epidermal  necrolysis  have  also  been  reported. 

V cases  of  alopecia  with  and  without  accompanying  dermatitis  have  been 
rted. 

me  patients  with  a rash,  restarting  Zyloprim  (allopurinol)  therapy  at  lower  doses 
>een  accomplished  without  untoward  incident. 

rnintestinal:  Nausea,  vomiting,  diarrhea,  and  intermittent  abdominal  pain  have 
reported. 

!tu:  Rare  cases  of  granulomatous  hepatitis  and  hepatic  necrosis  have  been 
rted, 

ular:  There  have  been  rare  instances  of  a generalized  hypersensitivity  vasculitis 
'crotizing  angiitis  which  have  led  to  irreversible  hepatotoxicity  and  death. 


Hematopoietic:  .Agranulocytosis,  anemia,  aplastic  anemia,  bone  marrow  depression, 
leukopenia,  pancytopenia  and  thrombocytopenia  have  been  reported  in  patients, 
most  of  whom  received  concomitant  drugs  with  potential  for  causing  these  reactions. 
Zyloprim  has  been  neither  implicated  nor  excluded  as  a cause  of  these  reactions. 
Renat:  Rare  cases  of  renal  failure  have  been  reported  in  hypertensive  patients  who 
received  thiazides  and  Zyloprim  concurrently.  Some  patients  had  evidence  of 
hypersensitivity  to  allopurinol. 

Neurologic:  There  have  been  a few  reports  of  peripheral  neuritis  occurring  while 
patients  were  taking  Zyloprim.  Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts  found  in  patients  receiving 
Zyloprim.  It  is  not  known  if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic" 
cataracts  were  reported  in  one  patient  who  also  received  an  anti-inflammatory  agent: 
again,  the  time  of  onset  is  unknown.  In  a group  of  patients  followed  by  Gutman  and  Yii 
for  up  to  five  years  on  Zyloprim  therapy,  no  evidence  of  ophthalmologic  effect 
attributable  to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idiosyncrasy  have  been  reported  in 
a few  patients.  This  was  characterized  by  fever,  chills,  leukopenia  or  leukocytosis, 
eosinophilia.  arthralgias,  skin  rash,  pruritus,  nausea  and  vomiting. 

OVERDOSAGE;  Massive  overdosing,  or  acute  poisoning,  by  Zyloprim  has  not  been 
reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets,  bottles  of  100  and  1000;  300  mg 
(peach)  scored  tablets,  bottles  of  30, 100  and  500.  Unit  dose  packs  for  each  strength 
also  available. 

Complete  information  available  from  your  local  B.  IT.  Co.  Representative  or  from 
Professional  Services  Department  PML. 
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Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

A.  Dean  Gilg,  M.D Lincobi 

N.  Patrick  Kenney,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

John  P.  O’Gara,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Mark  R.  Jones,  M.D Lexington 

Paul  H.  Phillips,  M.D Scottsbluff 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Rodney  Basler,  M.D Lincoln 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

F.  Thomas  Waring,  M.D Fremont 

COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D,,  Chairman Sidney 

Gordon  Adams,  M.D Norfolk 

Lewiston  W.  Birkmann,  M.D Lincoln 

James  Car.son,  M.D McCook 

Allen  D.  Dvorak,  M.D Omaha 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Duane  Krause,  M.D Fremont 

Morton  H.  Kulesh,  M.D Omaha 

Roger  D.  Mason,  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Eugene  Sucha,  M.D West  Point 

Craig  L.  Urbauer,  M.D Lincoln 

Thomas  H.  Wallace,  M.D Gordon 
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CONSIDER  THE  ADVANTAGES 
OF  WORKING  FOR 
YOUR  UNCLE. 

If  you  are  a finishing  resident,  or  board-certified  physician 
and  are  seriously  considering  a professional  change,  you 
owe  it  to  yourself  to  consider  the  Army  Medical  Department. 

We  have  an  amazingly  wide  variety  of  practice  situations 
available  to  qualified  physicians  including  clinical  and 
hospital-based  practices  in  small  towns,  cities  and  major 
metropolitan  areas.  You  could  work  in  the  Sunbelt,  Snowbelt, 

Europe,  Asia  and  Panama.  We  also  offer  full-time  academic, 
research  and  development  positions  and  fellowships  that  pay 
like  practice  positions. 

Positions  are  currently  available  in  general  surgery, 
orthopedic  surgery,  neurosurgery,  otolaryngology,  obstetrics- 
gynecology,  anesthesiology,  psychiatry  and  diagnostic  and 
therapeutic  radiology. 

For  a CONFIDENTIAL  evaluation,  compensation  estimate  and 
vacancy  projection,  call  (coliect)  (913)684-4898/4860  today.  Ask 
for  Captain  Rogers,  your  Army  Medical  Personnel  Counselor. 


ARMY.be  AUYOU  CAN  BE. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Stanley  M. 
Truhlsen.  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherry. 
Lincoln.  Counties:  Cass.  Lancaster. 
Otoe. 

Third  District:  Councilor:  Myron  E 
Samuelson,  Wymore.  Counties:  Gage, 
Johnson.  Nemaha.  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek, 
West  Point  Counties:  Antelope.  Cedar. 
Cuming  Dakota,  Dixon.  Knox,  Madi- 
son, Pierce.  Stanton,  Thurston. 
Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D..  Fremont  Counties: 
Boone.  Burt  Colfax,  Dodge,  Merrick, 
Nance,  Platte,  Washington. 

Sixth  District:  Councilor;  Robert  Herool- 
sheimer,  M.D.,  Seward.  Counties:  But- 
ler, Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District  Councilor:  Robert 

Quick,  M.D.,  Crete.  Counties:  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley.  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker.  Howard, 
Loup,  Sherman.  Thomas,  Valley, 
Wheeler 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper,  Harlan.  Hayes,  Hitch- 
cock, Kearney.  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 
Butte,  Cheyenne,  Dawes,  Kimball, 
MorriU,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


Adams James  Miller,  Hastings 

Antelope-Pierce 

Box  Butte Wendell  Fairbanks,  Alliance 

Buffalo Mark  Meyer,  Kearney 

Butler Larry  Rudolph,  Nebraska  City  . 

Cass Richard  Brendel,  Plattsmouth. . 


SECRETARY-TREASURER 
.Terence  Newman,  Hastings 
David  Johnson,  Osmond 
. Michael  Songer,  Alliance 
. Gilbert  Rude,  Kearney 
. Gerald  Luckey,  David  City 
. Glen  K.  Knosp,  Elmwood 


Cheyenne-Kimball-Deuel James  Thayer,  Sidney CUnton  Dorwart,  Sidney 

Cuming Leonard  Chadek,  West  Point E.  L.  Sucha,  West  Point 

Custer Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Dawson Mark  Jones,  Lexington John  Ford,  Lexington 

Dodge Randall  Morton,  Fremont Wm.  B.  Eaton,  Fremont 

Five Henry  Billerbeck,  Randolph Robert  Benthack,  Wayne 

Four Wayne  Zlomke,  Ord 

Gage Klemens  E.  Gustafson,  Beatrice. . . . Louis  J.  Gogela,  Jr.,  Beatrice 

Hall R.  M.  Fruehling,  Grand  Island Gordon  D.  Francis,  Grand  Island 

Hamilton John  C.  Wilcox,  Aurora Lee  Wilkens,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth John  Bryd,  Valentine 

Jefferson Gordon  0.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

Knox D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Lancaster H.A.  Dinsdale,  Lincoln  Paul  Collicott,  Lincoln 

Lincoln Gerald  Rounsborg,  North  Platte. . . . Cleve  Hartman,  North  Platte 

Madison Joseph  David,  Norfolk Charles  E.  Henkel,  Norfolk 

Metropolitan  Omaha Milton  Simons,  Omaha Fred  F.  Paustian,  Omaha 

Northeast Gordon  Adams,  Norfolk G.  Tom  Surber,  Norfolk 

Northwest J.  F.  Hutchins,  Gordon James  F.  Panzer,  Gordon 

Otoe Dean  R.  Thomson,  Nebraska  City  . , . Paul  R.  Madison,  Nebraska  City 

Keith-Perkins-Chase Berl  W.  Spencer,  Ogallala E.  K.  Johnson,  Ogallala 

Platte-Loup  Valley Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Saline Robert  E.  Tuma,  Crete Robert  E.  Tuma,  Crete 

Sarpy Thomas  Heywood,  Papillion J.  Paul  Glabasina,  Papillion 

Saunders 1.  M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Scotts  Bluff David  Imes,  Gering Robert  Heasty,  Scottsbluff 

Seward R.  W.  Herpolsheimer,  Seward Roger  Meyer,  Utica 

South  Central Carroll  Verhage,  Geneva Chas.  F,  Ashby,  Geneva 

Southeast  Nebr. Paul  M.  Scott,  Auburn Gary  Ensz,  Auburn 

Southwest  Nebr David  A.  Allerheiligen,  McCook . . . . E.  C.  Beyer,  McCook 

Washington-Burt L.  I.  Grace,  Blair Alan  Holmes,  Blair 

York James  D.  Bell,  York B.  N.  Greenberg,  York 
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WashingtoNotes 

Common  Coding/Billing 
Proposed  for  Medicaid 

A recently-proposed  Medicaid  regulation 
would  require  state  Medicaid  Management 
Information  Systems  (MMIS)  to  use  common 
coding  and  billing  systems,  including  a coding 
system  based  on  the  AMA’s  Physicians’ 
Current  Procedural  Terminology  — fourth 
edition  (CPT-4)  and  a common  claim  form 
designed  by  an  AMA-sponsored  group. 

MMIS  is  the  /computer  model  most  state 
Medicaid  agencies  use  for  claims  processing. 
Forty  states  have  an  operational  MMIS.  The 
federal  government  will  pay  75%  of  the  cost  of 
operating  an  approved  system. 

Earlier  this  year,  HHS  signed  an  agreement 
with  the  AMA  to  permit  Medicare  and 
Medicaid  to  use  CPT-4.  Medicare  carriers  are 
already  converting  to  a somewhat  modified 
version  of  the  CPT-4  called  the  HCFA 
Common  Procedure  Coding  System  (HCPCS). 
Under  regulations  published  in  the  April  19 
Federal  Register,  an  approved  state  MMIS 
would  be  required  to  use  the  HCPCS  as  well. 

The  AMA  also  sponsored  a work  group 
which  designed  a new  common  claims  form  for 
physicians  and  other  noninstitutional  pro- 
viders. A modified  version  of  the  form  will  be 
required  for  Medicare  and  for  an  approved 
MMIS. 

The  regulations  also  mandate  the  use  of 
three  other  billing  and  coding  systems:  the 
International  Classification  of  Diseases  9th 
revision.  Clinical  Modification,  (ICD-9-CM) 
for  diagnostic  coding;  common  claim  form 
1450  for  hospital  billing;  and  the  provider 
electronic  billing  file  and  record  formats  now 
used  by  Medicare. 

* * ♦ 

Health  Planning  Proposals 
Considered  by  Congress 

When  he  took  office,  Ronald  Reagan  vowed 
to  kill  the  health  planning  program  set  up  in 
1974.  His  Administration  has  in  fact  managed 
to  prevent  the  program’s  reauthorization. 

Nevertheless,  the  program  is  still  alive  today 

(Continued  on  page  224) 
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BRIEF  SUMMARY 

PROCARDIA  • Iniledipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  ol  vasospastic  angina  confirmed  by  any  ol  the  lollowing  criteria  1 ) classical  pattern 
ol  angina  al  rest  accompanied  by  ST  segment  elevation.  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  fhreshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ol  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Efforl-Associaled  Angina):  PROCARDIA  is  indicated  tor 
the  management  ol  chronic  stable  angina  (ettort-associaled  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  ol  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (ettorl-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  m reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  ot  sustained  ettecliveness  and  evaluation  ol  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ol  patients  suggest  concomitant  use  ol  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  inlor- 
mation  is  not  sullicieni  to  predict  with  confidence  the  effects  ot  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ol  the  drugs  (See  Warnings  ) 
CDNTRAINDICATIDNS;  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive  ettect  ol 
PROCARDIA  IS  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ot 
subsequent  upward  dosage  ad|uslmenl,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ot  PROCARtllA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ot  tentanyl.  in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ol  these  potential  problems  and 
it  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  tor 
PROCARDIA  lo  be  washed  out  ol  the  body  prior  to  surgery 

Increased  Angina:  Occasional  palients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  ol  angina  on  starting  PROCAROIA  or  at  the  time  ol  dosage  increases  The  mech- 
anism ol  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rale,  or  from  increased  demand 
resulting  from  increased  heart  rale  alone 

Beta  Blocker  Wilhdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  lo  increased  sensitivity  lo  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  ol  beta  blocker  withdrawal  and  PROCAROIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  palients.  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  tor 
such  an  event 

PRECAUTIONS;  General:  Hypolension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
ot  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  lor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  lett  ventricular  dysfunction  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  ot  increasing  letl  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
ol  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  ot  congestive  heart 
failure  severe  hypotension  or  exacerbation  ol  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-adminislered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  ol  this  combination 

Digitalis  Administration  ol  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  ol  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ol  over  Iwo 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured. digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ol  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adiust- 
ing,  and  discontinuing  PROCAROIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  3D  times  tt's  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicity  in  rats,  mice  and  rabbits  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  lighl-headedness 
peripheral  edema  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  ot  pa- 
tients transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ol  PROCAROIA  or  concomitant  antian- 
ginal  medication  Additionally  the  lollowing  have  been  reported  muscle  cramps,  nervousness 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inllammation.  loinl  stillness,  shaki- 
ness.  sleep  disturbances,  blurred  vision,  ditticulties  in  balance  dermatitis,  pruritus,  urticaria,  le- 
ver. sweating,  chills,  and  sexual  ditticulties  Very  rarely,  introduction  ol  PROCARDIA  Iherapy  was 
associated  with  an  increase  in  anginal  pam.  possibly  due  lo  associated  hypotension 

In  addition . more  serious  adverse  events  were  observed  not  readily  distinguishable  from  the  nat- 
ural history  ol  the  disease  in  these  patients  It  remains  possible  however,  that  some  or  many  ol 
these  events  were  drug  related  Myocardial  inlarclion  occurred  in  about  4%  ol  patients  and  conges- 
tive heart  tailure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  ol  patients 

Laboratory  Tests:  Rate,  mild  lo  moderate  transient  elevations  ol  enzymes  such  as  alkaline  phos- 
phatase CPK  lDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  ot  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ol  gall  bladder 
disease  alter  about  eleven  months  ol  niledipine  Iherapy  The  relationship  lo  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  lo  PROCARDIA  Iherapy  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED;  Each  orange  soil  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ol  niledipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ol  100  (NDC  0069-2600-66),  300  (NDC  0069- 
2600-72)  and  unil  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  prolecled  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  lo  77  F (15'  lo  25  C)  m the  man- 
ufacturer s original  container 

More  detailed  professional  information  available  on  repuesl  c 1982  Pfizer  Inc 

LABORATORIES  OlVISION 

PHzen  INC 


7 can  do  things  that  I 
couldntdo  for3yrs  including 
joining  the  human  race  again" 


d^es  from  an  unsolicited  ' 

ettet  received  tv  Pfizer  from  an 
angina  patient. 

u'Ji/fe  this  patient  's  euperience 
IS  representative  marr^' 
unsoiidted comments  received 
not  a f1  patients  will  re^xmd  to 
Procardia  nor  will  they  all  ^ 
respond  to  tfmsmnedegree  ' 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCAR D1 A 1^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work... and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets, ^ doing  more,  and  being  more 
productive  once  again 


Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%). 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete 
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Motrin* 

ibuprofen,  Upjohn 

600 mg  Tablets 


ntidr  your  patients 


The  UpiolSn  Ccmparv 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


ORIGINAL  ARTICLES 


THE  NEBRASKA  MEDICAL  JOURNAL 

Experience  with  the 
Artificial  Urinary  Sphincter 


URINARY  incontinence  is  socially, 
psychologically  and  physically 
debilitating.  In  many  instances, 
simple  corrective  operations,  pharmacologic 
manipulation,  intermittent  catheterization  or  a 
combination  of  the  above  will  provide  satis- 
factory control. 

A number  of  patients  will  remain  incontinent 
despite  these  conservative  measures.  Urinary 
diversion,  indwelling  catheters,  external  col- 
lecting devices  and  clamps  are  poor  solutions 
to  the  problem.  These  devices  are  often 
debilitating  and  potentially  dangerous,  par- 
ticularly in  the  younger  patient. 

Because  of  these  considerations,  we  have 
been  interested  in  the  development  of  the 
artificial  urinary  sphincter,  as  described  by 
Scott,^  which  we  believe  to  be  more  physio- 
logic than  other  implantable  devices. 

Description  of  Sphincter 

In  1973,  Scott*  first  described  the  use  of  an 
artificial  urinary  sphincter.  The  sphincter 
consists  of  an  inflatable  cuff,  a balloon 
reservoir,  a pump  and  a control  assembly.  All 
parts  except  for  the  control  assembly  are 
constructed  of  medical  grade  silicone.  The 
components  are  filled  with  either  sterile  water 
or  sterile  radiopaque  solution.  The  cuff  sur- 
rounds the  bulbous  urethra  in  the  adult  male 
who  has  had  injuiy  or  removal  of  his  prostatic 
urethra,  and  surrounds  the  vesicle  neck  in  the 
male  child  and  females.  The  balloon  reservoir 
lies  in  the  space  between  the  muscles  of  the 
abdominal  wall;  the  control  assembly  lies 
subcutaneously  in  the  groin  while  the  pump  is 
placed  in  the  scrotum  or  labia  of  the  respective 
sex.  The  pump  is  used  to  deflate  the  cuff  to 
allow  voiding.  The  cuff  then  slowly  and 
automatically  reinflates  to  restore  continence 
by  compressing  the  respective  structure  which 
it  surrounds,  be  it  the  bladder  neck  or  bulbous 
urethra.  Since  the  original  sphincter  was 
developed  several  modifications  have  occurred; 
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at  present,  a third  generation  system  is 
available,  the  AS.  791  and  792,  which  is  much 
improved  over  the  original  model  (Figure  1). 


During  implantation  care  must  be  taken  to 
avoid  injury  to  the  bulbous  urethra,  the 
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Figure  1 

The  implanted  AS792  Artificial  Urinary  Sphincter. 
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ejaculatory  ducts,  seminal  vesicles  and  rectum 
in  the  male,  and  to  the  vagina  in  the  female. 
Meticulous  dissection,  intraoperative  testing 
for  leakage,  use  of  low  pressure  ballons  (so  that 
the  compression  pressure  is  midway  between 
the  systolic  and  diastolic  pressure),  prophy- 
lactic antibiotics  and  the  avoidance  of  drains 
are  crucial  for  success. 

Clinical  Material  and  Results 

At  the  University  of  Nebraska  Medical 
Center,  the  AS  792  semiautomatic  artificial 
urinary  sphincter  has  been  implanted  in  four 
young  male  patients  with  incontinence  caused 
by  a neurogenic  bladder  secondary  to  myelo- 
meningocele (Table  1).  This  is  the  first 
reported  experience  with  the  artificial  urinary 
sphincter  in  Nebraska.  The  patients  were  20, 
8,  11,  and  11  years  of  age  at  the  time  of 
implantation.  Persistent  attempts  to  control 
incontinence  by  the  use  of  parasympatholytic 
or  sympathomimetic  agents,  timed  voiding  and 
intermittent  catheterization  failed  in  each 
patient  prior  to  implantation  of  the  sphincter. 

The  first  patient  in  the  series  had  ex- 
perienced penile  ulcerations  and  complica- 
tions of  having  used  a Cunningham  clamp  to 
control  incontinence.  All  four  patients  wore 
diapers  during  the  night  to  remain  dry. 
Significant  social  and  psychologic  difficulties 
were  being  experienced  by  all  patients  as  a 
result  of  daytime  incontinence  prior  to  im- 
plantation of  the  device.  Cystrometrograms, 
perineal  electromyograms,  urethral  pressure 
profilometry,  cystoscopy  and  radiographic 
evaluation  of  the  upper  and  lower  urinary 
tracts  were  done  in  each  patient  to  be  sure  that 


other  methods  of  controlling  incontinence 
would  not  be  successful,  to  ascertain  that  the 
upper  tracts  were  not  compromised,  that  the 
bladder  emptied  adequately,  and  that  other 
anomalies  were  not  present. 

All  patients  and  their  parents  were  carefully 
screened  and  interviewed  to  be  reasonably 
certain  that  they  would  be  capable  of  managing 
and  accepting  the  artificial  sphincter.  A 
balloon  which  produces  an  occlusive  cuff 
pressure  midway  between  systolic  and  dia- 
stolic pressure  was  chosen  to  guarantee  that 
the  cuff  would  not  erode  the  vesicle  neck.  To 
further  prevent  erosion  of  the  vesicle  neck, 
delayed  activation  was  used  in  three  of  the  four 
cases.  Prophylactic  antibiotics  were  used  in 
each  case. 

In  all  four  cases  there  were  no  immediate 
complications,  but  the  first  patient  developed 
a leak  three  months  after  the  device  had  been 
activated.  All  components  were  replaced  ex- 
cept the  cuff.  A portion  of  tubing  had  eroded 
because  of  kinking  at  the  point  of  connection 
to  the  control  assembly.  Over  24  months  have 
now  passed  without  further  complications  in 
this  patient. 

The  second  patient  sustained  blunt  ab- 
dominal trauma  two  months  after  activation  of 
the  device  which  caused  dislodgement  of  the 
balloon  tubing  from  the  control  assembly.  A 
small  incision  was  made  over  the  control 
assembly,  the  tubing  was  reconnected  and  the 
system  was  filled  with  fluid.  This  patient  has 
undergone  total  replacement  of  the  sphincter 
secondary  to  problems  again  related  to  trauma. 
After  the  last  revision,  he  underwent  a further 


SUMMARY  OF  PATIENTS 
Table  I 


Case 

1 

2 

3 

4 

Age 

20  yrs 

8 yrs 

11  yrs 

11  yrs 

Sex 

M 

M 

M 

M 

Prior  Operation 

- 

— 

Ureteral  Re- 
implantation 
Sphincterotomy 

Delayed  Activation 

+ 

+ 

- 

+ 

Complications 

Tubing  Tear 

Trauma  & tubing 
disruption  x 2 

- 

Pump  tubing  kink 

Months  of 
Continence 

24 

15 

13 

5 
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procedure  to  correct  tube  kinking.  He  has  had 
two  months  of  total  continence  since  the  last 
revision,  and  15  months  of  continence  since  the 
device  was  first  implanted. 

The  third  patient  in  the  series  required 
bilateral  ureteral  reimplantation  for  correction 
of  vesico-ureteral  reflux,  and  a sphincterotomy 
to  achieve  complete  bladder  emptying  prior  to 
implantation.  Preoperative  urodynamic  studies 
in  this  patient  revealed  a hypertonic  bladder. 
Urodynamically  monitored  pharmacologic  con- 
trol was  achieved  preoperatively,  and  para- 
sympatholytic agents  have  been  continued 
postoperatively. 

The  first  and  third  patient  in  the  series  must 
void  at  two  to  three  hour  intervals  in  order  to 
stay  dry.  This  was  anticipated  preoperatively 
and  has  been  well  accepted  by  both  patients. 

The  fourth  patient,  another  1 1 year  old,  was 
never  completely  continent  on  intermittent 
catheterization.  He  underwent  delayed  activa- 
tion after  implantation  of  the  sphincter  and 
required  revision  of  the  pump  tubing  several 
weeks  later  because  of  slippage  of  the  pump. 
He  has  had  5 months  of  trouble  free  continence. 

Through  careful  selection  of  candidates, 
strict  operating  room  protocol,  adherence  to 
established  principles,  education  of  patient 
and  parents,  urinary  diversion  was  avoided  and 
continence  was  achieved  in  all  patients  in  this 
series  with  a followup  of  5 to  24  months. 

Discussion 

In  selecting  candidates  for  implantation  of 
the  artificial  urinary  sphincter,  it  is  essential  to 
select  them  carefully.  The  patient  should  be 
motivated  and  intelligent,  as  it  is  imperative 
that  the  bladder  be  emptied  frequently  even 
when  the  individual  does  not  perceive  the  urge 
to  void.  In  children,  motivated  and  intelligent 
parents  are  also  important  for  success. 

It  is  important  to  study  the  patients  totally, 
studying  both  upper  and  lower  urinary  tracts. 
A well  established  urodynamic  laboratory  is 
essential  to  study  the  bladder  and  its  outlet. 
The  bladder  should  empty  completely  and 
should  be  a stable  bladder  of  reasonable 
capacity  without  vesico-ureteral  reflux.  Pre- 
liminary operative  procedures  may  be  neces- 
sary to  fulfill  these  criteria.  Ureteroneocystos- 
tomy  for  the  correction  of  ureteral  reflux  or 
obstruction,  augmentation  cystoplasty  to 


achieve  adequate  bladder  capacity,  sphincter- 
otomy, transurethral  resection  of  obstructing 
tissue,  or  urethroplasty  to  assure  bladder 
emptying  are  examples  of  operative  pro- 
cedures that  may  be  necessary  to  achieve  the 
above  mentioned  objective. 

Delayed  activation  of  the  sphincter  has 
received  increasing  attention  lately.  By  de- 
layed activation,  we  mean  implanting  all  parts 
of  the  sphincter  but  delaying  their  connection 
for  several  weeks  after  implantation.  The 
reasons  for  the  delay  are  that  immediate 
compression  of  a bladder  neck  or  bulbous 
urethra  that  has  been  recently  dissected  may 
cause  erosion  of  the  structure.  In  children,  the 
manipulation  of  the  pump  immediately  post- 
operatively, after  it  is  placed  in  the  scrotum  or 
labia,  has  caused  pain  and  is  met  with 
increasing  resistance  in  the  younger  patient. 
By  waiting  several  weeks  until  pump  manipula- 
tion is  not  painful,  overall  success  has  been 
increased.  It  is  imperative  that  the  cuff  be 
“opened”  every  two  hours  or  left  open  so  as 
not  to  cause  erosion  in  the  period  just  after  its 
placement  around  the  bladder  neck  or  bulbous 
urethra.  To  accomplish  this,  the  pump  must  be 
“squeezed”.  Delayed  activation  has  been 
emphasized  by  Furlow^  and  also  more  se- 
lectively applied  by  Scott^  and  Bauer^. 

Reports  of  several  sizeable  series  of  sphinc- 
ter implantation  have  now  been  published,  the 
results  improving  as  the  experience  increases.^’^*®’^ 
As  already  mentioned,  the  most  advanced 
device  (the  AS  791  and  AS  792  — the  AS  791 
designed  for  placement  around  the  bulbous 
urethra,  the  AS  792  for  placement  around  the 
bladder  neck)  has  had  few  mechanical  failures. 
Patients  with  incontinence  because  of  neuro- 
genic bladders  and  postprostatectomy  in- 
continence comprise  the  largest  number  of 
patients  in  whom  the  device  has  been  im- 
planted. Overall  success  has  ranged  from  50% 
in  the  series  reported  by  Bruskewitz  et  al.^  to 
90%  in  a recent  series  reported  by  Furlow.^ 
The  poorer  results  have  been  caused  by  the 
use  of  earlier  models  of  the  sphincter,  by  the 
use  of  balloons  which  have  caused  high 
compression  pressures  above  the  systolic 
pressure  of  the  individual,  by  primary  activa- 
tion of  the  device  in  all  cases,  and  by 
implanting  the  sphincter  in  patients  who  have 
had  multiple  previous  operations  to  attempt  to 
obtain  continence. 
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A successful  result  may  be  defined  as 
restoration  of  continence  without  a major 
complication  necessitating  removal  of  the 
device  as  well  as  simultaneously  preserving 
renal  function.  Minor  complications  are  limited 
mainly  to  malfunction  of  the  device  usually 
resulting  from  loss  of  fluid  from  the  system.  By 
using  dilute  contrast  agent  to  fill  the  device, 
the  diagnosis  of  loss  of  fluid  has  been  made 
relatively  easy  (Figure  2).  The  patients  will 
present  with  recurrent  incontinence  and  a 
plain  X-ray  film  of  the  pelvis  will  reveal 
leakage  of  contrast  from  the  device.  Although 
such  malfunctions  are  troublesome  and  re- 
quire reoperation,  correction  is  a relatively 
simple  matter,  as  all  components  except  the 
cuff  require  only  subcutaneous  exposure.  The 
overall  successful  result  is  not  compromised 
by  failure  of  the  mechanical  components.  The 
complications  of  erosion  and  infection  are  the 
only  two  that  may  compromise  ultimate 
replacement  and  future  use  of  the  device. 


Summary 

The  AS  792  artificial  urinary  sphincter  has 
been  implanted  in  four  male  patients  with 
incontinence  caused  by  neurogenic  bladder 
secondary  to  myelomeningocele.  Aggressive  non- 
operative measures  had  failed  to  control 
incontinence  in  each  case. 

Two  operative  procedures,  one  major  and 
one  minor,  were  necessary  in  one  patient  prior 
to  implanting  the  device.  In  three  patients,  the 
utilization  of  delayed  activation  required  an 
additional  minor  procedure. 

Minor  mechanical  problems  occurred  in  two 
patients  caused  by  operative  error  and  two 
other  mechanical  problems  occurred  because 
of  trauma. 

All  patients  are  continent  without  upper 
tract  deterioration;  followup  has  been  from 
five  to  twenty  four  months. 


Plain  abdominal  x-ray  of  child  with  AS792  Arti- 
ficial Urinary  Sphincter  containing  contrast  media. 
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Rupture  of  the  Gravid  Uterus 
Lessons  and  Questions 


ONE  of  the  most  catastrophic 
complications  of  pregnancy  is 
uterine  rupture.  It  has  been 
reported  to  occur  in  approximately  0.07%  of  all 
pregnancies.^'^  The  two  leading  causes  of  this 
complication  are  the  use  of  intrapartum 
oxytocin  and  rupture  of  previous  uterine  scars, 
most  commonly  a Cesarean  section  scar. 
Perinatal  mortablity  is  very  high  with  this 
complication,  between  0.93%  to  18%,^  and 
there  is  also  a significant  risk  of  maternal 
mortality.'*  Maternal  morbidity,  particularly  in 
the  form  of  large  numbers  of  transfusions 
being  required,  is  quite  common. 

Increased  frequency  in  the  use  of  the  low 
vertical  incision  for  Cesarean  sections  may 
possibly  contribute  to  a higher  incidence  of 
uterine  rupture.  Although  this  is  the  preferred 
technique  for  Cesarean  section  on  premature 
infants,  the  incision  nearly  always  extends  into 
the  active  contractal  portion  of  the  myo- 
metrium. Therefore,  the  incidence  of  uterine 
rupture  could  approximate  the  incidence  that 
occurs  in  classical  Cesarean  section  incisions, 
and  the  ruptures  may  also  be  more  traumatic 
than  in  the  case  of  the  low  transverse  scar.  The 
present  case  involves  a patient  with  two 
previous  Cesarean  sections,  one  a low  trans- 
verse and  one  a low  vertical,  with  complete 
dehiscence  of  both  scars. 

Case  Summary 

This  patient  is  a 39-year-old  white  female. 
Gravida  9,  Para  6-1-1-7,  whose  estimated 
date  of  confinement  was  August  8,  1982.  She 


WILLIAM  PAUL  HEIDRICK,  M.D.* 

Clinical  Associate  Professor 
Obstetrics  and  Gynecology 
University  of  Nebraska  Medical  Center 

was  admitted  on  the  afternoon  of  June  16, 
1982,  (33  weeks  gestational  age),  with  a history 
of  right  lower  quadrant  pain  for  two  hours  prior 
to  admission.  She  had  a history  of  two  previous 
Cesarean  sections,  one  a low  transverse  which 
was  performed  at  term  for  a breech  presenta- 
tion with  a prolapsed  umbilical  cord.  Two 
years  following  this,  in  another  state,  the 
patient  had  her  second  Cesarean  section 
delivery,  which  was  done  at  34-35  weeks  of 
gestational  age  for  acute  fetal  distress.  This 
was  a low  vertical  Cesarean  section.  Pregnancy 
complications  at  the  time  of  her  admission 
were  not  remarkable,  although  the  patient  was 
quite  obese.  Genetic  amniocentesis  at  14 
weeks  gestational  age  was  normal. 

Following  admission,  urinalysis  showed  10- 
15  white  blood  cells,  and  a large  number  of 
bacteria;  white  count  was  12,200  with  17% 
immature  forms.  The  diagnosis  by  examination 
was  urinary  tract  infection,  and  she  was  started 
on  intravenous  antibiotics.  Through  the  night, 
her  vital  signs  remained  stable,  except  for 
some  tachycardia.  Fetal  heart  tones  were 

‘Reprint  requests  addressed  to:  301  South  70th  Street,  Suite  200, 
Lincoln,  Nebraska  68510 


July  1983  Nebraska  Medical  Journal  197 


normal  throughout  the  night.  She  was  ex- 
amined on  the  morning  of  June  17,  and  the 
diagnosis  of  possible  urinary  tract  infection  or 
renal  colic  was  considered  on  the  basis  of  her 
examination.  Blood  work  that  morning  in- 
cluded a serum  amylase  of  62,  serum  lipase  of 
0.8,  the  white  blood  count  had  increased  to 
27,800,  with  again  a large  percentage  of 
immature  forms.  Hemoglobin  was  noted  to 
have  dropped  from  1 1.4  on  admission  to  9.5  on 
the  following  morning.  Re-examination  two 
hours  after  the  blood  work  was  done  revealed 
the  pain  to  be  increasing,  and  there  was  an 
increased  amount  of  abdominal  guarding  now 
present  throughout  the  entire  abdomen,  no 
longer  limited  to  the  right  lower  quadrant. 
Emergency  laparotomy  was  performed  with  a 
preoperative  diagnosis  of  uterine  rupture. 
Fetal  heart  tones  were  recorded  at  8:30  a.m., 
approximately  one  hour  prior  to  laparotomy, 
but  were  not  audible  just  prior  to  surgery. 

At  laparotomy,  the  baby  had  been  extruded 
out  of  the  uterine  cavity  into  the  abdomen,  and 
there  was  massive  intra-abdominal  bleeding. 
The  baby  was  stillborn  and  showed  no  signs  of 
life.  The  placenta  was  also  free  in  the 
abdominal  cavity;  on  examination  the  uterus 
had  ruptured  in  a T-form,  with  the  entire 
vertical  and  transverse  scar  being  disrupted. 
An  emergency  subtotal  hysterectomy  was 
performed,  and  the  patient  required  a total  of 
six  units  of  blood  in  the  operating  room, 
followed  by  four  units  of  blood  in  the 
immediate  postoperative  recovery  period.  She 
also  was  given  two  units  of  fresh  frozen  plasma, 
and  was  started  on  intravenous  antibiotics 
using  the  Cephalosporins. 

Postoperatively,  her  hemoglobin  stabilized 
between  12.1  and  11.4;  cultures  revealed 
Proteus  mirabilis  and  Klebsiella  pneumoniae 
in  the  incision  and  hemovac  cultures  from  the 
cervical  stump.  She  remained  afebrile,  and  was 
discharged  home  on  June  23,  1982,  her  sixth 
postoperative  day.  Postoperative  examina- 
tions have  been  conducted  at  one  month  and 
three  months  following  her  surgery,  and 
recovery  has  been  complete  without  evidence 
of  any  disability. 


Discussion 

Much  has  been  written  in  the  recent 
literature  about  allowing  labor  in  patients  with 
previous  Cesarean  sections.  Certainly,  this  has 
proven  to  be  safe,  provided  the  patients  are 
properly  selected,  and  appropriate  safeguards 
are  provided. 

What  has  been  neglected  recently  is  that  44 
to  60%  of  all  uterine  ruptures  occur  prior  to  the 
onset  of  apparent  labor.^'®  Also,  a large 
statistical  analysis  on  the  risk  of  low  vertical 
incision  in  the  uterus,  compared  to  the  low 
transverse  incision,  is  needed.  It  is  this 
author’s  opinion  that  until  proven  otherwise, 
the  patient  with  a low  vertical  scar  in  her 
uterus  should  be  treated  the  same  as  a 
classical  Cesarean  section  patient,  and  not 
allowed  to  labor. 

Once  the  diagnosis  is  made,  prompt  lapa- 
rotomy is  essential,  along  with  preparation  of 
the  patient  for  possible  massive  transfusion. 
Frequently,  as  in  this  case,  a subtotal  hy- 
sterectomy is  the  treatment  of  choice,®  es- 
pecially in  the  patient  with  sudden  hemorrhage 
and  signs  of  unstable  cardiovascular  compen- 
sation. 

Beware  of  the  pregnant  patient  with  a scar  in 
her  uterus  and  abdominal  pain!  Let  us  not 
forget  that  with  all  our  concern  about  rupture 
of  scars  with  patients  in  labor,  the  majority  of 
the  ruptures  occur  in  patients  who  are  not  at 
term,  nor  are  they  in  active  labor  at  the  time  of 
the  rupture. 
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Yolk  Sac  Carcinoma  of  the 
Anterior  Mediastinum 


The  anterior  mediastinum  is  an 
infrequent  site  for  primary  yolk 
sac  carcinoma.  While  this  tu- 
mor has  been  associated  with  elevated  alpha 
fetoprotein  (AFP),  this  report  describes  a case 
in  which  carcinoembryonic  (CEA)  was  also 
elevated. 

Case  Report 

A 17  year  old  previously  healthy  black  male 
was  admitted  to  the  Los  Angeles  County- 
University  of  Southern- California  Medical 
Center  (LAC-USC)  in  March,  1975  with  a 5 
month  history  of  chest  pain.  Except  for  a 
recent  5-10  lb.  weight  loss,  the  history  and 
review  of  systems  was  noncontributory.  There 
was  no  history  of  cigarette  smoking.  The 
physical  examination  revealed  a slender,  mus- 
cular black  adolescent  male  in  no  apparent 
distress.  The  vital  signs  were  normal  for  age 
except  for  mildly  increased  respirations  of 
24/minute.  Breath  sounds  were  diminished  in 
the  left  chest  and  were  associated  with 
dullness  to  percussion  below  the  6th  inter- 
costal space.  Tactile  fremitus  was  present.  The 
right  hemithorax  was  normal  and  both  breasts 
were  normal  to  palpation.  There  was  no 
hepatosplenomegaly,  testicular  nodules  or 
lymphadenopathy.  The  remainder  of  the  phys- 
ical examination  was  within  normal  limits. 

The  laboratory  tests  included:  Hematocrit 
37%,  WBC  8,900/mm^,  with  67%  segs,  5% 
bands,  24%  lymphs,  4%  eos,  0%  basophils, 
adequate  platelets  and  a sedimentation  rate  of 
49  mm/hr  (Westergren).  Other  laboratory  tests 
included  normal  serum  electrolytes,  calcium, 
blood  glucose,  BUN,  creatinine,  and  bilirubin. 
The  SCOT  was  5 U/L,  SGPT-15  U/L,  alkaline 
phospatase-2.6  Bodansky  units,  CPK-110 
lU/L,  LDH-980  U/L  (N<250),  CEA-9.9  ng/ml 
(N<2.5  ng/ml),  serum  alpha  fetoprotein  was 
elevated  (quantitation  not  available),  serum 
copper  212  mg/dl  (N70-140),  and  quantitative 
immunoglobulins  - IgG  1200  mg/dl  (600- 
1400),  IgA  430  mg/dl  (50-400),  IgM  61  mg/ 
dl  (40-250).  The  arterial  blood  gases  on 
ambient  air  was  pa02  of  68  torr,  paC02  of  36 
torr,  pH  of  7.40.  The  urinalysis,  EKG,  and 
serum  protein  electrophoresis  were  normal.  A 
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chest  x-ray  revealed  cardiomegaly  and  left 
hilar  mass  with  left  plural  effusion  (Figure  1). 
Technicium  bone  scan,  liver  scan,  upper 
gastrointestinal  series,  barium  enema  and 
intravenous  pyelography  were  negative.  A 
barium  swallow  with  four  views  of  the  heart 
revealed  no  abnormalities.  An  echocardiogram 
revealed  a solid,  nonpulsatile  mass  without 
apparent  attachment  to  the  heart  or  great 
vessels.  On  cardiac  catheterization,  there  was 
normal  cardiovascular  dynamics  with  displace- 
ment of  the  heart  to  the  midline  by  an  extrinsic 
mass.  A left  thoracentesis  yielded  a bloody  tap 
with  250,000  RBC’s  cc/mm,  7,000  WBC’s/cu 
mm  (78%  PMN’s),  and  5.5  gms/dl  of  protein, 
glucose  16  mg/dl,  chloride  99  mEq/L  and  an 
LDH  of  2560  units/L.  Cultures  of  the  aspirate 
were  negative  for  fungi,  bacteria  and  tubercule 
bacillus.  At  open  lung  biopsy,  a large,  gray, 
fleshy  tumor  unresectable  from  the  left  lung 
and  adherent  along  the  lateral  wall  was 
biopsied.  The  diagnosis  was  yolk  sac  car- 
cinoma. 

During  the  intervening  months  the  patient 
was  treated  with  supervoltage  radiation  total- 
ing 1920  rads  followed  by  chemotherapy 
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(AVAC  protocol  of  actinomycin,  vincristine, 
adriamycin  and  cytoxan®).  Due  to  the  marked 
side  effects  of  chemotherapy  and  lack  of 
regression  of  the  tumor  size,  the  anti-cancer 
drugs  were  discontinued  after  one  course  of 
treatment.  On  the  final  admission  ten  months 
after  the  onset  of  symptoms,  the  patient  was 
dyspneic,  had  sharp,  shooting  pains  in  the  left 
hemithorax  and  a persistent,  debilitating 
cough.  He  received  IV  morphine  sulfate  and 
ethanol  for  the  relief  of  pain.  On  the  13th  day 
of  hospitalization  he  died. 


Figure  1:  Chest  x-ray  revealing  left  hilar  mass 
with  effusion. 


Gross  Autopsy  Findings 

External  examination  revealed  an  enlarged 
left  hemithorax.  There  was  a massive  tumor 
occupying  the  left  hemithorax  and  the  superior 
aspect  of  the  anterior  mediastinum  with 
displacement  of  the  trachea  and  the  heart  to 
the  right.  The  pericardial  sac  was  covered,  but 
not  invaded,  with  soft,  necrotic  tumor.  A total 
of  150  cc  of  serous,  fibrinous  fluid  was  found 
within  the  pericardial  sac.  The  left  lung  was 
atelectatic  and  encased  by  the  tumor,  which 
was  contiguous  with  the  anterior,  superior 
mediastinum  and  filled  the  left  pleural  space, 
everting  the  diaphragm,  encasing  the  aortic 
arch  and  the  left  mainstem  bronchus.  How- 


ever, the  left  lung  was  not  invaded  by  the 
tumor.  Superior  mediastinal,  retrotracheal  and 
supraclavicular  lymph  nodes  revealed  no  gross 
evidence  of  tumor  involvement.  The  tumor 
weighed  3100  gms  and  measured  30x15x12 
cm.  On  sectioning,  the  tumor  was  character- 
ized by  variegated  red,  yellow,  and  tan  necrotic 
tissue,  bordered  by  a periphery  of  soft, 
amorphous  gray  tissue.  The  left  lobe  of  the 
liver  contained  metastatic  tumor  adjacent  to 
the  insertion  of  the  falciform  ligament  measur- 
ing 4 cm  in  diameter.  There  was  a focus  of 
bronchopneumonia  in  the  right  upper  lobe. 
The  testicles  were  found  to  be  free  of 
malignant  cells.  The  remainder  of  the  autopsy 
findings  were  unremarkable. 

Microscopic  Findings 

Histologically  the  tumor  was  largely  necro- 
tic. In  preserved  areas,  the  general  structure 
was  lace-like.  Frequent  glomeruli-like  invagi- 
nations (Schiller-Duval  bodies)  were  observed 
(Figure  2),  while  some  fields  were  composed 
primarily  of  clear  cells.  The  hepatic  metastasis 
was  similar,  while  the  testes  showed  no 
evidence  of  malignancy.  The  final  diagnosis 


Figure  2:  Glomerular-like  invaginations  (Schiller- 
Duval  bodies). 
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was  yolk  sac  carcinoma,  probably  arising  in  the 
mediastinum. 

Discussion 

The  anterior  mediastinum  is  an  infrequent 
site  for  the  development  of  extragonadal  germ 
cell  tumors.  Of  these,  teratomas,  seminomas, 
endodermal  sinus  tumors  (yolk  sac  tumors), 
and  chorioepitheiomas  are  the  most  common.^ 
Although  metastasis  from  gonadal  primaries 
are  thought  by  some  authors  to  account  for 
these  malignancies,  the  absence  of  a gonadal 
primary  suggests  that  these  tumors  originate 
de  novo  in  the  anterior  mediastinum.  It  is 
believed  that  the  mediastinal  origin  of  these 
tumors  is  due  to  the  persistence  of  pluripotent 
embryonic  tissue  from  the  third  branchial  cleft 
and  misplaced  germinal  cells  that  have  mi- 
grated to  the  mediastinum  rather  than  to  the 
gonadal  ridges.^  Seminomas  are  believed  to 
originate  directly  from  germ  cells,  while  the 
remainder  are  derived  from  poorly  differenti- 
ated embryonal  carcinomas.® 

The  differential  diagnoses  of  an  anterior 
mediastinal  mass  in  this  age  group  includes;  1) 
benign  or  malignant  teratomas,  2)  lymph- 
angioma, 3)  benign  pericardial  cysts,  4)  lymph- 
oma, 5)  thymoma,  and  in  males,  6)  gonadal 
tumor  metastasis.  In  this  patient  the  original 
diagnosis  was  Hodgkin’s  disease.  However,  the 
elevated  serum  CEA  and  increased  serum 
AFP  suggested  the  presence  of  a primitive 
malignancy,  most  likely  a malignant  teratoma. 
Metastasis  from  an  occult  testicular  primary 
was  considered,  although  both  testes  were 
present  in  the  scrotum  and  no  tumor  was 
palpable. 

The  majority  of  patients  with  yolk  sac 
carcinoma  have  similar  presenting  circum- 
stances, that  is,  a previously  asymptomatic 
male  with  chest  pain  or  discomfort,^  along  with 
a frequent  association  of  dyspnea,  dysphagia, 
cough,  fatigue,  and  fever.  Three  of  the  24 
previously  reported  cases,  however,  were 
associated  with  asymptomatic  chest  masses. 
After  diagnosis,  the  clinical  course  has  usually 
been  one  of  rapid  deterioration  and  death 
occurring  from  10  days  to  19  months  later, 
although  there  was  one  patient  still  alive  after 
four  years.  These  tumors  generally  respond 
very  poorly  to  radiation  therapy.  No  standard 
chemotherapeutic  protocol  is  currently  recom- 
mended although  VAC  alone  or  with  adria- 


mycin  has  been  used  with  occasional  transient 
regression  of  the  tumor.  Death  occurs  in  the 
majority  of  cases  and  is  related  to  wide-spread 
metatasis.  Two  long  term  survivors  were 
treated  with  a combination  of  surgical  excision 
and  chemotherapy.  Both  of  these  patients 
were  asymptomatic  at  the  time  of  diagnosis 
and  the  tumors  were  well  encapsulated  with  no 
evidence  of  local  invasion  or  metastasis  at  the 
time  of  surgery.  To  date,  therapy  for  extensive 
local  or  metastatic  disease  has  been  dis- 
appointing. 

The  theory  that  these  tumors  differentiate 
from  the  embryonal  yolk  sac  is  supported  by 
ultrastructural  comparison  and  immunohis- 
tochemical  identification  of  AFP.  Alpha  feto- 
protein has  been  identified  in  intra-  and 
extracellular  hyaline  globulins  within  the  tu- 
mor.® This  is  consistent  with  the  fact  that  the 
yolk  sac  in  embryonic  life  is  one  of  the  major 
sources  of  AFP.  Our  patient  had  elevated 
serum  AFP  (not  quantitated)  and  the  charac- 
teristic histologic  appearance  of  the  tumor. 

The  appearance  of  repressed  embryonic 
protein  antigens  (AFP  and  CEA)  outside  the 
fetal  period  has  been  linked  to  certain  neo- 
plastic diseases.  In  particular,  AFP  production 
has  been  associated  with  hepatomas  and  germ 
cell  tumors  with  endodermal  sinus  compon- 
ents," while  CEA  has  been  associated  with  ma- 
lignancies of  the  gastrointestinal  tract,  lung, 
breast,  ovary,  prostate,  bladder  and  with  liver 
cirrhosis  and  heavy  cigarette  smoking.®  In  our 
patient,  elevated  AFP  was  qualitatively  de- 
tected in  the  patient’s  serum;  however,  the 
presence  of  moderately  elevated  serum  CEA 
was  unusual  as  this  association  has  been 
reported  in  only  two  previous  cases.®  Since 
CEA  originates  from  endodermal  tissue^®  and 
since  the  yolk  sac  in  embryonic  life  is  an 
endodermal  derivative,  it  is  possible  that  the 
tumor  is  the  source  of  the  CEA.  Also,  levels  of 
CEA  in  this  range  have  been  shown  to 
correlate  with  the  presence  of  liver  metastasis 
of  CEA-producing  tumors.^^  While  these  are 
attractive  postulations,  non-neoplastic  pro- 
duction of  CEA  can  not  be  excluded.  If  further 
studies  confirm  that  CEA  is  produced  by  the 
yolk  sac  carcinoma,  then  the  finding  of 
elevated  serum  CEA  in  combination  with 
elevated  serum  AFP  might  suggest  this  diag- 
nosis in  the  presence  of  an  anterior  mediastinal 
mass. 
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Although  both  AFP’  and  CEA^^.  13  have  been 
found  to  be  useful  for  the  detection  of  tumor 
recurrence  after  therapeutic  intervention,  only 
AFP  has  been  useful  in  establishing  the 
diagnosis  and  prognosis  of  tumors  associated 
with  this  antigen.’’  Nevertheless,  serial  CEA 
measurements  may  be  of  possible  value  in 
assessing  attainment  of  remission  or  the  early 
determination  of  relapse  in  yolk  sac  carcinoma. 
Further  observations  are  required  to  confirm 
this. 

Summary 

A 17  year  old  male  developed  yolk  sac 
carcinoma  of  the  anterior  mediastinum  and 
died  within  10  months  of  the  development  of 
symptoms.  Serum  alpha  fetoprotein  was  ele- 
vated; however,  carcinoembryonic  antigen  was 
also  increased,  an  observation  reported  in  only 
2 previous  cases.  It  is  suggested  that  serial 
measurements  of  both  CEA  and  AFP  may  be 
useful  in  determining  the  achievement  of 
remission  or  early  relapse  in  this  tumor. 
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Closed  Malpractice  Claims  Against 
Nebraska  Physicians,  1975-1978. 


Medical  malpractice  suits  con- 
stitute probably  the  most  oner- 
ous aspect  of  medical  practice. 
The  amount  of  time  that  elapses  between  the 
time  of  the  incident  and  the  time  of  the  report- 
ed claim  is  relatively  long.  Large  awards  are 
given  great  publicity.  While  physicians  under- 
standably fear  involvement  in  such  suits  and  in 
the  legal  system  that  spawns  them,  relatively 
little  useful  information  has  been  available  to 
help  physicians  to  gauge  the  nature  and 
magnitude  of  the  threat  that  they  face. 

The  National  Association  of  Insurance  Com- 
missioners published  a study  of  all  medical 
malpractice  claims  closed  between  July,  1975 
and  December,  1978.*  A closed  claim  is  a claim 
that  has  been  either  paid  or  dismissed.  Many 
claims  covered  in  the  study  were  originated 
before  1975  and  many  claims  initiated  during 
the  years  of  the  study  were  not  closed  during 
those  years.  In  spite  of  these  limitations,  the 
study  is  quite  complete. 

During  the  time  of  the  study,  195  claims 
against  physicians  in  Nebraska  were  closed,  of 
which  93  or  47.6%  were  paid  claims.^  In  the 
nation  as  a whole,  43,464  claims  against 
physicians  were  closed  of  which  16,429  or  38% 
were  paid  claims.  Looking  at  the  data  from  a 
different  perspective,  there  were  2.95  claims 
per  100  physicians  per  year  in  Nebraska  and 
1.41  paid  claims  per  100  physicians  per  year. 
In  the  nation  as  a whole,  there  were  3.83  claims 
per  100  physicians  per  year  and  1.45  paid 
claims  per  100  physicians  per  year.  Therefore, 
with  regard  to  closed  malpractice  claims 
against  physicians  in  the  years  1975  to  1978, 
physicians  in  Nebraska  were  somewhat  less 
likely  to  be  involved  in  a closed  medical 
malpractice  claim  as  were  physicians  across 
the  country.  However,  the  Nebraska  phy- 
sicians were  about  as  likely  to  be  involved  in 
a paid  closed  claim.  The  average  amount  paid 
out  for  a closed  claim  was  $22,105  in  Nebraska 
and  $25,161  across  the  nation. 

With  regard  to  large  paid  claims,  those  of 
$100,000  or  more,  10  such  claims  were  settled 
in  Nebraska  during  the  time  of  the  study. 
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There  were,  therefore,  .15  large  claims  per  100 
physicians  per  year  in  Nebraska.  Nationally, 
there  were  1,066  large  claims  settled,  or  .09 
large  claims  per  100  physicians  per  year. 
Therefore,  Nebraska’s  closed  claims  were 
about  half  again  as  likely  to  be  claims  of 
$100,000  or  more  than  were  paid  claims  across 
the  country  during  the  years  1975  to  1978. 

Another  painful  aspect  of  medical  malprac- 
tice cases  is  the  long  time  that  elapses  between 
the  incident  that  gives  rise  to  the  case  and  the 
ultimate  disposition  of  the  case.  During  the 
time  of  the  study,  the  average  elapsed  time  in 
Nebraska  from  the  time  of  the  incident  until 
the  filing  of  the  claim  was  reported  to  the 
malpractice  insurer  was  16  months  for  a paid 
claim,  and  12  months  for  a claim  that  was 
closed  without  payment.  In  the  nation  as  a 
whole,  the  elapsed  time  from  the  time  of  the 
incident  to  the  time  of  the  reported  claim  was 
17  months  for  a paid  claim,  and  16  months  for 
an  unpaid  claim. 

The  average  elapsed  time  from  the  time  of 
the  incident  to  the  time  of  final  disposition  of 
the  claim  was  34  months  for  paid  claims  and  25 
months  for  unpaid  claims  in  Nebraska.  Nation- 
ally, 41  months  was  the  average  time  from  the 
time  of  the  incident  to  the  time  of  disposition 
for  paid  claims,  while  32  months  was  the 
average  for  unpaid  claims.  Nebraska  physi- 
cians were  thus  subjected  to  a somewhat 
shorter  period  of  time  during  which  a claim 
was  active. 

Summary 

Nebraska  physicians  were  somewhat  less 
likely  than  were  physicians  across  the  country 
to  be  involved  in  a closed  medical  malpractice 
claim  between  the  years  1975  and  1978. 
However,  a greater  percentage  of  Nebraska 
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medical  malpractice  claims  were  paid  claims, 
and  Nebraska  physicians  were  about  as  likely 
as  physicians  across  the  country  to  be  involved 
in  a paid  medical  malpractice  claim  that  was 
closed.  On  a percentage  basis,  about  half  again 
as  many  paid  closed  malpractice  claims  in 
Nebraska  were  large  claims  of  $100,000  or 
more  as  compared  with  the  country  as  a whole. 
Nebraska  physicians  were  subjected  to  a 
slightly  shorter  period  of  time  during  which  a 
medical  malpractice  claim  was  active.  The 
average  amount  of  money  paid  out  in  a paid 


closed  medical  malpractice  claim  was  slightly 
smaller  in  Nebraska  than  it  was  across  the 
entire  country. 
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SPECIAL  ARTICLE 

The  Nursing  Shortage  and 
Nursing  Leaders'  1985  Proposal 


PHYSICIANS,  like  other  partici- 
pants in  the  health  care  industry, 
have  doubtlessly  followed  the 
considerable  controversy  surrounding  the  re- 
cent nursing  shortage.  All  are  substantially 
dependent  on  the  availability  of  nursing 
services  for  the  efficient  operation  of  their  own 
practices,  for  their  patients  in  hospitals,  and 
for  their  convalescing  and  other  patients  in 
skilled  nursing  facilities. 

The  shortage  in  nursing  has  considerably 
aggravated  the  difficulties  all  branches  of  the 
health  care  industry  have  faced  in  efficiently 
delivering  care  in  a cost  effective  fashion. 
Moreover,  in  some  areas  where  the  shortage  is 
most  acute,  the  availability  of  care  has  had  to 
be  rationed  in  order  to  ensure  acceptable 
levels  of  nursing  care  available  to  patients.  Any 
prospect  of  action  which  would  exacerbate  the 
nursing  shortage  should  necessarily  be  viewed 
with  considerable  apprehension  by  providers 
and  patients  alike. 

Physicians  may  be  only  dimly  aware  of  the 
long  standing  conflict  within  the  nursing 
profession  regarding  formal  educational  pre- 
paration for  nursing  practice.  However,  their 
national  society,  the  American  Medical  Asso- 
ciation, has  recently  entered  the  fray,  endors- 
ing the  current  multiple  educational  pathways 
for  entry  into  the  nursing  profession.*  Because 
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busy  practitioners  are  probably  unaware  of 
what  this  issue  is  all  about,  and  because  of  its 
critical  importance  to  the  prospects  for  suc- 
cessfully resolving  the  nursing  shortage  pro- 
blem, it  was  thought  useful  to  present  an 
outsider’s  explanation  and  viewpoint  on  the 
connection  between  the  nursing  shortage  and 
the  education  controversy  within  nursing. 

First,  some  background  is  necessary.  Most 
practitioners  know  there  are  two  kinds  of 
licensed  nurses.  Registered  nurses  have  full 
authority  within  the  perameters  of  nursing 
practice  to  carry  out  nursing  diagnostic  and 
therapeutic  functions.  It  should  be  noted  that 
nurse  practitioners  tend  to  be  a subset  of 
registered  nurses  and  derive  their  basic 
authority  from  their  status  as  registered 
nurses.  Additional  clinical  competencies  which 
they  possess  and  are  permitted  to  practice 
stem  from  specialty  training  and  certification. 
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The  other  main  branch  of  nursing  is 
practical  nursing  (in  Texas  and  California, 
vocational  nursing).  They  have  more  limited 
scopes  of  practice  and  generally  function 
under  the  supervision  of  registered  nurses. 
Nurse’s  aides  and  orderlies  are  not  licensed 
practitioners  and  are  not  permitted  to  engage 
in  either  medical  or  nursing  functions,  as 
described  by  the  medical  and  nursing  practice 
acts  respectively. 

Traditionally,  registered  nurses  have  been 
trained  in  nursing  schools  attached  to  hos- 
pitals, called  diploma  schools.  Before  the 
Second  World  War,  nursing  students  provided 
most  of  the  inhospital  nursing  care  alongside 
their  instructors.  Upon  graduation,  they  tend- 
ed to  enter  private  duty  nursing.  At  least  since 
the  Second  World  War,  the  explosion  in 
hospital-based  patient  care  required  substan- 
tially more  nurses.  As  a consequence,  grad- 
uates of  diploma  schools  increasingly  entered 
hospital  nursing  instead  of  private  duty  care. 

There  had  been  a handful  of  university- 
based  nursing  programs  conferring  the  Bache- 
lor of  Science  in  Nursing  (BSN)  degree  on  its 
graduates;  however,  this  trend  did  not  acceler- 
ate to  any  appreciable  degree  until  the  post- 
Second  World  War  period.  In  the  early  1950’s 
nursing  programs  began  to  spring  up  in  two 
year  community  or  junior  colleges  leading  to  an 
Associate  Degree  in  Nursing  (ADN).  While 
nursing  leaders  had  their  own  views  as  to  what 
kind  of  licenses  graduation  from  these  three 
different  kinds  of  nursing  schools  should  result 
in,  state  legislatures  from  the  beginning 
permitted  graduates  from  all  three  programs 
to  sit  for  RN  licensure.  That  situation  con- 
tinues to  this  day. 

Practical  nurses  receive  their  education  in 
one  year  vocational  training  schools,  and  are 
permitted  to  sit  for  licensure  examination  on 
that  basis.  There  has  been  little  change  in 
these  major  contours  of  LPN  education  for 
decades. 

What  physicians  may  not  know  is  that  the 
education  situation  described  above  has  been 
the  source  of  considerable  controversy  within 
the  nursing  profession  at  least  since  the  turn  of 
the  century.  Nursing  leaders  bitterly  resented 
the  fact  that  their  educational  programs  were 
located  outside  university  settings  and  were 
especially  resentful  of  nursing  educational 


programs  being  connected  with  hospitals. 
They  were  regarded  as  under  the  control  of 
hospitals  and  physicians,  and  were  viewed  as 
devices  to  keep  nurses  quiescent  and  sub- 
servient to  those  interests. 

When  medical  education  went  through  its 
substantial  revolution  after  1912  based  on  the 
Flexner  Report,  nursing  viewed  the  situation 
with  interest.  It  should  be  remembered  that 
there  was  considerable  concern  back  then 
about  substandard  medical  practitioners  being 
turned  out  by  substandard  medical  schools  - 
many  of  which  conferred  degrees  by  cor- 
respondence and  some  of  which  could  only  be 
described  as  “fly-by-night”  operations.  The 
Flexner  Report  resulted  in  a committment  by 
the  medical  profession  to  require  all  medical 
education  to  be  university  based.  Of  course, 
some  medical  schools  continued  to  be  free 
standing,  but  all  were  required  to  meet  the 
substantial  accreditation  requirements  de- 
manded of  those  connected  with  universities. 

Nursing  leaders  thought  that  they  saw  their 
opportunity  for  remedying  most  of  the  pro- 
blems that  they  thought  beset  the  nursing 
profession.  In  1923,  they  issued  a report 
similar  to  the  Flexner  one  entitled  the  Gold- 
mark  Report.2  It  concluded  that  professional 
education  for  nursing  should  take  place  within 
universities,  and  called  for  reducing  the 
licensure  possibilities  for  graduates  of  diploma 
schools  to  the  equivalent  of  practical  nurse 
licensure.  Unlike  the  Flexner  Report,  it  was 
received  with  indifference  by  state  legislatures. 

Nursing  leaders  were  convinced  that  the 
difference  in  reception  for  the  two  reports  was 
largely  a function  of  a legislative  conviction 
that  a profession  dominated  by  women  should 
be  deprived  of  education  in  university  settings 
and  kept  in  subservient  roles.  Of  course,  it  is 
difficult  to  go  back  in  time  to  determine  the 
motives  of  people  who  took  no  action.  How- 
ever, it  is  just  as  likely  that  the  Goldmark 
Report  was  ignored  because  it  arose  out  of  a 
situation  completely  different  from  that  of  the 
Flexner  Report.  The  latter  found  its  genesis  in 
the  production  of  substandard  practitioners  by 
substandard  schools.  The  former  found  its 
genesis  in  the  theoretical  convictions  of  nurs- 
ing educators  as  to  why  nurses  were  not 
treated  appropriately  by  hospitals  and  phy- 
sicians. There  had  not  been  and  there  is  still 
not  any  evidence  that  diploma  nurses  are 
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incapable  of  professional  nursing  practice. 
Diploma  schools  were  not  substandard  and  did 
not  generate  substandard  practitioners.  All  the 
evidence  suggests  that  diploma  graduates 
provided  and  continue  to  provide  perfectly 
adequate  nursing  care.  The  concern  for  patient 
welfare  and  safety  which  was  so  central  to  the 
implentation  of  the  Flexner  Report  simply  was 
absent  with  reference  to  the  recommendations 
of  the  Goldmark  Report.  Not  surprisingly,  the 
Goldmark  Report  received  an  entirely  dif- 
ferent treatment. 

While  there  is  a long  and  complicated 
history  of  organized  nursing’s  obsession  with 
having  the  Goldmark  Report  implemented,^ 
only  the  highlights  of  that  can  be  presented 
here.  Suffice  it  to  say  that  the  matter 
continued  to  ebb  and  flow  in  the  nursing 
literature  and  the  agenda  of  nursing  organi- 
zations until  1965.  Then  the  American  Nurses 
Asociation  formally  endorsed  the  proposal  to 
move  nursing  education  into  academia.  The 
substance  of  the  proposal  was  to  maintain  two 
levels  of  nursing,  with  the  registered  nurses 
receiving  baccalaureate  training,  and  the  tech- 
nical nurses  receiving  associate  degree  train- 
ing. The  resolution  made  no  provision  for 
diploma  or  practical  nursing  programs  which 
accounted  for  the  lion’s  share  of  nursing 
programs  and  graduates  - the  intention 
apparently  being  to  shut  them  down.  That 
proposal  received  no  more  support  than  the 
earlier  Goldmark  Commission  Report. 

In  1970,  the  American  Nurses  Association 
and  the  National  League  for  Nursing  agreed  to 
jointly  sponsor  still  another  ad  hoc  com- 
mission.'*  It  attempted  to  suggest  methods  for 
moving  nursing  education  into  academia,  but 
in  ways  that  were  thought  to  be  less  offensive 
to  rank-and-file  nurses  and  more  palatable  to 
state  legislatures.  It  also  had  no  practical 
effect.® 

In  1974  the  New  York  State  Nurses 
Association  launched  a legislative  offensive  in 
which  they  sought  to  have  the  main  points  of 
the  ANA  proposal  adopted  by  the  state 
legislature  before  1985.®  It  began  to  become 
known  as  the  1985  Proposal.  It,  like  other 
legislative  efforts  following  it,  was  completely 
unsuccessful. 

In  the  meantime,  rank-and-file  nurses  who 
regarded  the  1985  proposal  as  a direct  assault 


on  the  majority  of  RN’s  and  LPN’s  began  to 
rebel.  Independent  nursing  associations  were 
formed  in  a number  of  states,  and  diploma 
schools  began  to  organize  in  earnest  to  resist 
the  efforts  to  shut  them  down  in  the  absence  of 
any  evidence  that  their  graduates  were  sub- 
standard. This  effort  has  received  very  little 
publicity  outside  of  the  nursing  profession.'^ 
Because  there  has  been  virtually  no  chance  of 
any  state  legislature  embracing  the  1985 
Proposal,  the  matter  was  not  considered  to  be 
of  any  great  importance  except  for  the 
divisive  effect  it  was  having  within  nursing. 
However,  national  nursing  leaders  now  appear 
committed  to  a course  of  action  which  would 
implement  the  1985  Proposal  without  leg- 
islative approval. 

Again,  background  information  is  indicated. 
Most  state  nursing  acts  confer  on  the  nursing 
board  the  ability  to  accredit  nursing  educa- 
tional programs  whose  graduates  may  sit  for 
nursing  examination.  Unlike  the  statutes  found 
with  reference  to  other  professions,  the  num- 
ber of  years  required  for  minimal  nursing 
training  is  generally  either  not  stated  or  simply 
stated  as  “at  least  two”  (taking  into  account 
ADN  programs).  It  is  therefore  arguable  that 
many  state  nursing  acts  confer  upon  the 
nursing  board  the  ability  to  implement  the 
1985  Proposal  without  legislative  approval. 
The  nursing  board  need  only  agree  by  board 
resolution  to  permit  no  graduates  of  non- 
baccalaureate programs  to  sit  for  RN  licensure 
and  to  restrict  diploma  and  ADN  graduates  to 
technical  nursing.  There  is  evidence  that  that 
is  what  they  plan  to  do. 

Unlike  in  medicine  and  law,  there  are  two 
national  nursing  associations.  The  principal 
distinction  between  them  is  in  the  function 
they  perform.  The  American  Nurses  Associ- 
ation (ANA)  is  the  professional-political  asso- 
ciation for  nurses.  The  National  League  for 
Nursing  (NLN)  has  as  its  principal  task  the 
accreditation  of  nursing  educational  programs. 
As  a general  rule,  state  nursing  boards  tend  to 
accept  the  NLN  list  of  schools  accredited  for 
the  two  kinds  of  nursing  licensure.  If  the  NLN 
could  be  convinced  to  alter  its  accreditation 
programs  so  that  only  baccalaureate  degree 
graduates  would  be  “accredited”  for  RN 
licensure,  and  ADN  and  diploma  schools 
would  be  accredited  for  practical  nurse 
licensure,  then  many  state  boards  could  simply 
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move  in  that  direction  without  any  major 
legislative  obstacles. 

The  NLN  has  as  its  constituency  education 
programs  of  at  least  four  kinds:  baccalaureate, 
diploma,  ADN,  and  vocational  programs.  K the 
position  of  the  NLN  were  left  to  the  constitu- 
ent members,  it  is  likely  that  the  NLN  would 
be  unable  to  embrace  the  1985  Proposal,  as 
one  could  hardly  expect  diploma,  ADN  and 
practical  nurse  programs  to  accede  to  a 
downgrading  of  the  status  of  their  graduates. 
As  late  as  1979,  the  membership  of  the  NLN 
continued  to  endorse  the  multiple  educational 
pathways  for  the  entry  into  nursing.  However, 
in  early  1982,  the  Board  of  Directors  (without 
the  approval  of  the  membership)  agreed  to  a 
modified  form  of  the  1985  Proposal.®  Bacca- 
laureate graduates  would  compose  a new 
category  of  nurses  called  Professional  Nurses. 
Diploma  and  ADN  graduates  would  comprise 
another  new  class  of  nurses,  entitled  Technical 
Nurses  (and  by  implication,  nonprofessional 
nurses),  and  practical  nursing  programs  would 
continue  to  produce  Practical  Nurses.  The 
NLN  had  made  a commitment  along  with  the 
ANA  to  attempt  to  devise  specific  com- 
petencies for  these  three  classes  of  nursing 
licensure.  While  having  states  embrace  three 
classes  of  nursing  licensure  would  require 
legislative  approval,  having  the  NLN  simply 
agree  that  baccalaureates  only  could  be 
registered  nurses  would  change  the  situation 
we  have  today  whereby  there  are  multiple 
pathways  of  entry  to  registered  nurse  licensure 
and  a single  pathway  to  licensed  practical 
nursing  to  the  reverse  where  there  would  be 
one  pathway  to  registered  nursing  (baccalaure- 
ate) and  multiple  pathways  to  practical  nur- 
sing. 

The  National  Council  of  State  Boards  of 
Nursing,  which  is  the  equivalent  of  the 
Federation  of  State  Medical  Boards,  has 
recently  also  entered  the  fray.  It  has  begun  to 
sponsor  studies  which  purport  to  show  that 
baccalaureate  nurses  are  indeed  different  than 
associate  and  diploma  nurses.  The  first  study 
seeking  to  make  that  demonstration  is  entitled 
“Comparison  of  Critical  Incidents  About  Bac- 
calaureate, Associate  Degree,  and  Diploma 
Nurses”  and  was  issued  in  1981.®  Without 
going  into  any  great  detail,  it  seeks  to 
demonstrate  through  an  opinion  poll  device 
that  baccalaureate  nurses  are  in  some  way 


superior.  It  polled  nursing  directors  and  others 
(who  tend  to  be  baccalaureate  graduates 
themselves)  about  the  skills  of  non- bacca- 
laureate graduates.  One  need  not  be  a social 
scientist  to  understand  how  pathetically  inade- 
quate such  a methodology  is  for  demonstrating 
the  hypothesis  sought  to  be  proven.  The 
relevance  of  this  report  is  not  in  what  is  seeks 
to  prove  - for  in  fact,  it  proves  nothing  — but 
rather  to  demonstrate  the  commitment  of  the 
National  Council  to  create  a thin  patina  of 
scientific  credibility  for  having  boards  imple- 
ment the  1985  Proposal  without  legislative 
approval. 

Physicians  who  are  learning  about  this 
situation  for  the  first  time  may  wonder  how 
this  situation  arose  within  nursing.  Further 
background  is  indicated.  Unlike  in  law  and 
medicine,  the  leaders  of  organized  nursing 
tend  to  be  heavily  drawn  from  academic 
nursing.  This  is  so  probably  because  academics 
in  nursing  have  more  time  and  money  to 
engage  in  nursing  association  politics.  They 
also  have  more  visibility.  In  any  case,  univer- 
sity nursing  educators  tend  to  favor  a licensure 
situation  which  will  confer  upon  them  the 
exclusive  power  to  generate  graduates  eligible 
for  RN  licensure.  This  will  artificially  stimulate 
demand  for  their  programs  and  artificially 
deflate  demand  for  diploma  and  ADN  pro- 
grams which,  because  they  are  shorter  in 
length  and  generally  more  available,  tend  to  be 
highly  desired  by  young  people  seeking  to 
enter  nursing  practice.  As  educators  (and 
particularly  as  educators  who  received  their 
doctorates  from  education  schools),  they  also 
tend  to  suffer  from  “tunnel  vision”  in  that  they 
view  the  sundry  problems  in  nursing  as  being 
primarily  educational  in  origin.  These  factors 
have  conspired  to  move  national  nursing 
organizations  in  the  direction  of  reforming 
nursing  through  “reforming”  educational  pre- 
paration. 

Another  factor  is  of  interest.  Both  lawyers 
and  physicians  should  not  evaluate  proposals 
coming  from  national  and  state  nursing  associ- 
ations as  they  might  had  they  came  from  their 
own  national  or  state  professional  societies. 
Unlike  in  law  and  medicine,  the  percentage  of 
licenseholders  who  are  members  of  national 
and  state  nursing  associations  tends  to  be 
exceptionally  small.  It  is  common  for  those 
organizations  to  have  only  ten  to  twenty 
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percent  of  the  eligible  licenseholders  in  their 
membership.*®  Therefore,  these  organizations 
represent  only  a tiny  elite  of  the  nursing 
profession  who  believe  that  their  own  rewards 
and  satisfactions  will  be  furthered  by  the  1985 
Proposal.** 

The  import  of  the  1985  Proposal  will  be  to 
reduce  substantially  the  number  of  RN’s 
(regardless  of  how  they  are  labelled)  and 
considerably  expand  the  number  of  LPN’s.  In 
effect,  nursing  leaders  hope  that  this  will 
permit  a substantial  escalation  in  the  wages 
and  salaries  of  baccalaureate  graduates  at  the 
expense  of  the  diploma  and  ADN  graduates 
who  now  commonly  receive  wages  similar  to 
baccalaureate  degree  graduates.  What  this 
represents  then  is  an  effort  by  a small  elite  of 
nurses  to  ensure  greater  financial,  power,  and 
status-related  benefits  for  them  at  the  expense 
of  the  vast  majority  of  working  nurses.  In 
addition  to  the  serious  effect  this  will  have  on 
the  supply  of  RN’s,  it  will  also  likely  result  in  a 
greater  exodus  of  nurses  from  the  profession. 
While  the  proposals  tend  to  “grandfather”  in 
to  the  new  licensure  scheme  current  license- 
holders,  those  grandfathered  in  will  inevitably 
feel  stigmatized  as  second  class  RN’s  and  can 
be  expected  to  either  move  out  of  nursing  all 
together,  or  have  their  morale  for  the  work  they 
perform  seriously  undermined  by  this  effort. 

Nebraska  physicians  should  not  view  this  as 
some  harebrain  scheme  relevant  only  to  far  off 
distant  states.  In  1981  in  Nebraska,  there  were 
two  associate  degree  programs  graduating  a 
total  of  238  nurses;  four  BSN  programs 
graduating  194  graduates;  and  five  diploma 
programs  graduating  288  graduates.*^  That 
meant  in  1981,  there  were  720  graduates  of 
Nebraska-based  programs  eligible  to  sit  for 
RN  licensure.  If  the  1985  Proposal  had  been 
adopted  in  the  State  of  Nebraska,  there  would 
only  have  been  194  graduates  eligible  for  RN 
licensure  in  1981  — a reduction  of  73%.  While 
it  is  possible  that  in-migration  from  other 
states  to  Nebraska  could  possibly  pick  up 
some  of  that  slack,  it  must  be  remembered  that 
the  immigration  would  need  to  be  of  BSN 
graduates  in  order  for  the  deficit  to  be  made 
up.  Moreover,  if  the  Proposal  were  adopted 
nationwide,  all  states  would  be  facing  the  same 
problem.  The  fact  is  that  in  the  State  of 
Nebraska,  the  1985  Proposal  would  probably 
reduce  the  eligible  pool  for  RN  licensure  in  the 


future  by  almost  75%.  The  implications  for  this 
on  the  nursing  shortage  can  only  be  described 
as  alarming. 

In  fact,  the  situation  is  even  worse  when  one 
considers  how  many  of  the  graduates  of 
Nebraska  schools  become  licensed  in  the  State 
of  Nebraska.  In  1981,  only  56%  of  the  BSN 
graduates  became  licensed  in  Nebraska,  sug- 
gesting a large  number  of  BSN  graduates  who 
either  failed  the  exam  or  migrated  out  of  state. 
Conversely,  of  associate  degree  and  diploma 
school  graduates,  97%  and  98%,  respectively, 
became  licensed  in  the  State  of  Nebraska  and 
therefore  eligible  for  service  in  Nebraska. 

Of  course,  nursing  leaders  will  defend  the 
1985  Proposal  as  being  a quality-of-care 
proposal.  However,  all  external  indications 
suggest  that  is  not  the  case.  I have  already 
commented  on  the  absence  of  any  scientifically 
reliable  evidence  that  graduates  of  any  of  the 
three  programs  are  superior  to  graduates  of 
the  other  programs.  The  only  quantitative 
evidence  we  have  that  even  indirectly  bears 
upon  this  are  the  results  of  the  national 
registered  nurse  state  board  test  pool  exami- 
nations. The  national  exam  is  divided  into  five 
categories:  medicine,  psychiatry,  obstetrics, 
surgery,  and  children’s  nursing  (pediatrics). 

Taking  the  three  last  years  for  which  we 
have  numbers  (1979-1981),  we  find  that 
diploma  nurses  scored  best  in  all  categories 
except  psychiatry,  in  which  they  scored  sec- 
ond. Associate  programs  scored  second  in  all 
categories,  except  in  psychiatry  where  they 
scored  third;  and  baccalaureate  graduates 
scored  worst  in  all  categories,  except  for 
psychiatry  in  which  they  scored  first.  This,  of 
course,  does  not  prove  that  graduates  of  the 
various  programs  rank  in  their  competencies 
in  those  subject  matters  as  indicated.  How- 
ever, it  does  provide  effective  rebuttal  evi- 
dence to  the  assertion  that  baccalaureate 
graduates  are  better  trained  to  handle  RN 
nurse  functions.  This  combined  with  the 
absence  of  other  evidence  indicating  superior 
performance  by  BSN  graduates  effectively 
demonstrates  that  there  is  no  scientific  validity 
to  the  1985  Proposal. 

It  is  not  customary  for  professionals  to 
involve  themselves  in  the  intraprofessional 
squabbles  of  other  professions.  Most  profess- 
ionals have  enough  trouble  keeping  up  with  the 
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disputes  in  their  own  profession  without  taking 
on  quarrels  in  others.  However,  the  substantial 
effect  that  the  1985  Proposal  would  have  on 
the  supply  of  nurses  during  this  time  of  a 
nursing  shortage,  as  well  as  the  effect  such  a 
proposal  would  have  on  the  morale  of  existing 
nurses,  supports  the  unusual  action  of  the 
American  Medical  Association  in  formally 
endorsing  the  current  multiple  pathways  to  RN 
licensure.  Nebraska  physicians,  hospitals,  nur- 
sing homes,  clinics  and  other  providers  of 
health  care  have  a very  real  interest  in  seeing 
to  it  that  the  nursing  shortage  is  not  exacer- 
bated through  the  implementation  of  the  1985 
Proposal  - founded  as  it  is  on  the  unscientific 
premises  of  so-called  nursing  leaders. 

For  present  purposes,  you  should  know  that 
the  threat  of  the  1985  Proposal  is  a real  one. 
The  Nebraska  State  Board  of  Nursing  may,  in 
fact,  be  induced  by  the  current  campaign  to 
attempt  to  implement  the  1985  Proposal 
without  legislative  support.  Alternatively,  the 
state  nursing  association  may  very  well  intro- 
duce legislation  before  your  state  legislature 
seeking  to  amend  the  nurse  practice  act,  in 
effect,  to  implement  the  proposal.  Both  of 
these  moves  should  be  carefully  monitored  by 
physicians  and  opposed,  if  you  agree  that  the 
1985  Proposal  represents  a departure  which  is 
likely  to  jeopardize  the  availability  of  quality 
nursing  to  the  people  of  the  State  of  Nebraska. 
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FRACTURE  OF  THE  MONTH 

Displacement  of  an  Unstable  Radial 
Epiphyseal  Fracture  in  Plaster 


A healthy  8-year-old  boy  fell  out 
of  an  apple  tree  onto  his  right 
wrist.  He  was  subsequently 
brought  to  our  Emergency  Room  with  an 
extremely  swollen  and  deformed  distal  right 
limb.  Neurovascular  examination  of  the  hand 
and  wrist  was  normal.  X-rays  demonstrated  a 
completely  displaced  fracture  of  the  distal 
radial  epiphyseal  plate  with  a similar  dis- 
placement of  the  right  carpus  (Figure  1).  A 
greenstick  fracture  of  the  distal  ulna  was  also 
evident. 

The  fracture  was  reduced  using  axillary 
anesthesia  and  direct  longitudinal  traction. 
The  limb  was  then  immobilized  in  a sugar  tong 
type  splint  to  accommodate  for  the  swelling 
(Figure  2).  The  initial  reduction  was  con- 
sidered adequate  and  a long  arm  cast  was 
applied  six  days  after  injury  (Figure  3). 


JOHN  F.  CONNOLLY,  M.D. 

SCOTT  M.  SMITH,  M.D. 

Department  of  Orthopaedic  Surgery  and  Rehabilitation 
University  of  Nebraska  Medical  Center 
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Omaha,  Nebraska  68105 

Although  the  reduction  was  showing  signs  of 
displacement  at  that  point,  it  was  considered 
still  acceptable.  However,  one  month  later 
when  the  cast  was  finally  removed,  the 
epiphyseal  fracture  had  displaced  even  further 
(Figure  4).  The  alternatives  of  either  refrac- 
turing the  distal  epiphysis  or  accepting  the 
displacement  were  then  considered. 


Figure  1:  The  x-rays  on  admission  showed  a . 
markedly  displaced  distal  radial  epiphysis  and 
carpus.  A small  flake  of  metaphyseal  bone  pulled  off 


with  the  epiphysis  (arrow)  indicated  an  injury 
affecting  the  metaphysis  more  than  the  epiphyseal 
plate. 
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Figure  2:  The  x-rays  after  initial  reduction  were  considered  quite  acceptable. 


Figure  3:  The  x-rays  after  manipulation  and  cast 
change  at  one  week  showed  less  than  anatomic 
reduction  but  further  manipulation  was  not  felt  to  be 
indicated. 


Discussion 

This  epiphysis  is  the  most  frequently 
fractured  of  all  growth  centers  in  the  body.  The 
mechanism  consistently  is  a fall  on  the 
outstretched  hand  which  hyperextends  the 
wrist  and  displaces  the  radial  epiphysis  dorsal- 
ly.  Ordinarily  the  dorsal  periosteum  and 
perichondrium  remain  attached  and  support 
the  epiphysis  after  reduction.  However,  in  this 
instance  the  extreme  displacement  indicated 
that  there  was  complete  stripping  of  perios- 
teum and  consequent  free  mobility  of  the 
epiphysis.  The  fracture  also  included  a small 
flake  off  the  metaphysis  evident  on  the  initial 
x-ray.  This  would  indicate  that  a good  deal  of 
the  injury  has  been  absorbed  by  the  meta- 
physeal bone  rather  than  the  growth  plate. 
Consequently,  the  effect  on  growth  should  be 
negligible.  With  this  particular  type  of  epi- 
physeal injury,  it  is  wise  to  avoid  repeated 
manipulations  which  might  damage  the  growth 
plate  itself.  Surgical  treatment  particularly 
should  be  avoided,  except  for  the  rare  open 
injury  or  the  very  infrequept  distal  radial 
epiphyseal  fracture  which  is  unreducible  be- 
cause of  entrapped  nerves  and  tendons.^ 

The  acceptability  of  reduction  depends  on 
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Figure  4:  When  the  cast  was  removed  at  5 weeks, 
the  x-rays  showed  further  displacement.  The  align- 


ment on  clinical  assessment  was  considered  satis- 
factory. 


the  clincal  appearance  of  the  child’s  arm  and 
wrist.  In  this  particular  patient  the  xray  at  five 
weeks  looked  a good  deal  worse  than  did  the 
boy’s  limb.  Consequently,  no  further  treatment 
other  than  active  exercises  was  recommended. 
This  young  man  rapidly  regained  use  of  his 
wrist  and  hand  and  experienced  no  loss  of 
function.  He  was  last  seen  five  years  after 
injury  at  which  time  he  was  participating 
actively  in  all  junior  high  school  sports.  He  had 
no  pain  or  limitation  in  flexion  or  extension  of 
the  wrist;  his  grip  strength  in  the  right  hand 
was  equal  to  that  of  the  left.  His  right  forearm 
supination  was  35  degrees  less  than  the  left; 
pronation  was  15  degrees  less  than  the 
opposite  side.  This  is  within  the  limitation  of 
rotation  which  can  be  found  even  after 
anatomic  reduction  of  forearm  fractures  in 
children.'-^  This  patient,  like  many  others,  was 
unaware  of  the  rotational  loss  because  he  had 
compensated  well  by  means  of  shoulder  rota- 
tion. His  x-rays  five  years  post  injury  demon- 
strated an  open  and  normally  appearing  distal 
radial  epiphyseal  plate.  There  was  a persistent 
8 degree  angulation  still  evident  in  the 
diaphysis  which  represented  the  site  of  the 
original  injury  (Figure  5). 

This  case  illustrates  well  that  a position 


Figure  5:  X-rays  five  years  after  injury  showed 
that  the  epiphyseal  growth  plate  had  not  been 
altered  by  the  injury.  Remodeling  with  growth  had 
corrected  all  but  8 degrees  of  angulation  which  had 
persisted  at  the  site  of  the  original  injury  (arrow). 
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which  might  be  unacceptable  in  an  adult  may 
prove  quite  satisfactory  for  a child  under  10 
years  of  age  with  considerable  remodeling 
capacity.  If  the  clinical  appearance  is  satis- 
factory, repeated  manipulation  to  improve  the 
x-ray  is  unwise.  Distal  radial  and  proximal 
humeral  epiphyseal  fractures  can  frequently 
be  over  manipulated  and  over  treated.  How- 
ever, other  types  of  epiphyseal  fractures, 
particularly  those  involving  the  lateral  humeral 
condyle  or  the  medial  malleolus  of  the  tibia, 
may  frequently  be  undertreated  with  unsatis- 
factory outcome.  Epiphyseal  injuries  vary 


widely.  This  must  always  be  kept  in  mind  in 
assessing  both  the  risks  and  the  benefits  of 
treatment  options. 
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LETTER  TO  THE  EDITOR 

Direct  Hepatic  Infusion  in  Liver  Cancer 


The  Creighton  School  of  Medicine,  the 
Mayo  Clinic  and  other  members  of  the  North 
Central  Cancer  Treatment  Group  are  begin- 
ning a project  to  determine  whether  liver 
cancer  patients  fare  better  with  direct  hepatic 
infusion  of  chemotherapy  drugs  than  with 
conventional  chemotherapy  treatment. 

The  Creighton  medical  school  recently 
completed  a pilot  program  involving  70  such 
patients.  Patients  whose  cancers  were  deter- 
mined to  be  inoperable  underwent  a minor 
surgical  procedure  during  which  a small  tube 
was  inserted  directly  into  the  blood  vessels 
supplying  the  liver.  Small  battery-powered 
pumps  worn  externally  or  implanted  in  the 
patient’s  abdomen  regulate  and  deliver  chemo- 
therapy directly  to  the  affected  area. 

This  direct  hepatic  infusion  method  permits 
long-term  chemotherapy  to  be  directed  pri- 
marily to  the  cancer  without  passing  through 
the  bloodstream  and  exposing  other  organs, 
thus  eliminating  many  of  the  adverse  side 
effects. 

“We  know  this  treatment  is  effective,  but  the 
unanswered  question  is:  Does  it  work  better 
than  conventional  treatment?”  said  Dr.  Wil- 
liam Albano,  chief  of  surgical  oncology  at 
Creighton. 

He  and  Dr.  James  Mailliard,  chief  of  medical 


oncology,  collaborated  with  Mayo  Clinic  on- 
cologists to  develop  the  protocol  for  the 
program  which  is  to  involve  200  liver  cancer 
patients  over  the  next  two  years.  One-hundred 
will  receive  the  hepatic  infusion  treatment  and 
be  compared  with  100  receiving  the  best 
conventional  chemotherapy. 

Albano  points  out  that  either  treatment  may 
be  applicable  in  patients  with  inoperable  liver 
cancer.  Whenever  possible,  the  diseased  tissue 
should  be  removed  surgically,  but,  he  adds:  “In 
the  majority  of  cases  multiple  areas  of  the  liver 
are  involved,  thus  precluding  a primary  surgi- 
cal treatment.” 

Of  the  70  patients  involved  in  the  Creighton 
pilot  program,  only  eight  had  operable  cancers. 

Some  three  dozen  hospitals  in  12  cities  will 
be  collaborating  with  Creighton  on  the  project. 
The  Creighton  Cancer  Center  located  in  St. 
Joseph  Hospital  now  has  a data  manager  and 
oncology  nurse  to  assess  the  computerized 
information  provided  from  other  participating 
hospitals. 

The  protocol  developed  by  the  Creighton 
and  Mayo  physicians  provides  the  guidelines 
for  the  project.  It  covers  the  implantation  of 
the  infusion  pump,  how  the  therapy  is  ad- 
ministered, and  the  selection  of  patients  to 
receive  chemotherapy  either  through  the 
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hepatic  infusion  or  conventional  intravenous 
method. 

All  patients  are  extensively  counseled  as  to 
their  options  and  an  informed  consent  is 
mandatory  for  inclusion  in  the  project. 

Albano  said  that  Creighton  has  become  a 
regional  leader  in  hepatic  infusion  cancer 
therapy  and  that  a new  implantable  pump 
which  is  controlled  and  programmed  by  a 
computer  will  be  available  for  use  in  the 
project. 

Whether  a pump  is  implanted  beneath  the 
skin  of  the  abdomen,  or  worn  externally  on  a 
belt  or  shoulder  harness,  the  infusion  method 
brings  several  distinct  advantages  to  the 
patient. 

In  addition  to  the  elimination  of  adverse 
chemotherapy  side  effects,  it  permits  the 
concentration  of  drugs  applied  directly  to  the 
affected  area  to  be  perhaps  400  times  the 
dosage  delivered  intravenously,  and  95  to  99 
percent  of  the  medication  stays  right  in  the 
diseased  tissue. 

Either  implantable  or  portable  infusion 
pumps  also  eliminate  the  need  for  repeated 
hospitalizations  for  chemotherapy.  Specialized 
oncology  nurses  from  community  hospitals  are 
trained  at  the  Creighton  Cancer  Center  to  fill 
and  monitor  the  patients’  pumps. 


“These  oncology  nurses  return  to  their 
communities  and  serve  as  a liaison  between 
the  cancer  center  and  the  community  hospital 
and  provide  continuity  of  care,”  Albano 
explained. 

Preliminary  observations  from  the  Creigh- 
ton pilot  program  and  other  studies  have 
established  the  hepatic  infusion  method  as  a 
procedure  which  must  be  estensively  investi- 
gated to  determine  its  exact  role  in  cancer 
therapy,  Albano  said. 

“The  entry  of  patients  into  the  new  study 
should  provide  such  information,”  he  added. 
“Continued  investigation  and  the  use  of  newer 
drugs  in  combination  with  hepatic  infusion 
may  hold  promise  for  the  patient  with  in- 
curable liver  cancer.” 

Hospitals  participating  in  the  North  Central 
group  project  are  located  in  Rochester,  St. 
Cloud  and  Duluth,  Minn.;  Billings,  Mont.; 
Sioux  Falls,  S.D.;  Fargo,  Bismarck  and  Grand 
Forks,  N.D.;  Saskatoon,  Saskatchewan,  Cana- 
da; Peoria,  111.;  Des  Moines  and  Omaha. 

For  additional  information  regarding  the 
hepatic  infusion  method  of  chemotherapy 
delivery  or  the  North  Central  Cancer  Treat- 
ment Group  project,  please  feel  free  to  contact 
Dr.  William  Albano  or  Dr.  James  Mailliard  at 
(402)  280-4364. 
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We  are  going  to  be  talking  about  State 
Budget  ...  we  spent  between  730  and  740 
million  dollars. 

How  do  you  feel  about  the  fact  that  certain 
people  are  spending  millions  of  your  dollars 
and  you,  by  your  own  choice,  did  not  even 
enter  into  the  direction,  or  the  type,  of 
expenditures  being  proposed?  This  happens 
every  year  of  our  lives  when  our  Legislature 
meets  and  enacts  certain  laws  and  budgets 
which  amount  to  somewhere  in  the  area  of  750 
million  dollars. 

I dare  say  that  many  of  us  put  no  personal 
direction  into  these  massive  expenditures  in 
spite  of  the  fact  that  the  people  who  are 
making  those  expenditures  plead  for  our  input, 
our  help,  our  advice,  our  direction. 

The  people  who  are  doing  this  job  for  us  are 
our  state  Legislators.  They  are  elected  by  a 
small  percentage  of  the  population  and  then 
abandoned  to  seek  their  own  judgments  on 
how  countless  major  decisions  should  be 
made. 

In  discussing  this  matter  with  many  of  these 
dedicated  people  who  work  for  a pittance  of 
$400  a month,  it  is  appalling  to  me  that  most  of 
our  people  do  not  bother  so  much  as  to  pay 
attention,  much  less  communicate  with  these 
elected  representatives. 

It  is  my  personal  feeling  that  each  of  us 
should  develop  a very  personal  relationship 
with  our  elected  officials,  be  they  state 
Legislators  or  national  Representatives,  Sena- 
tors and  the  like.  We  should  become  well 
acquainted  with  these  people. 

It  is  my  feeling  that  each  of  us  should 
become  actively  involved  in  the  political 
process.  This  undoubtedly  should  start  in  the 
early  days  of  the  politician’s  career,  namely 
during  their  campaign.  I urge  you  to  become 
actively  involved  in  these  campaigns.  Select 
the  party  of  your  choice,  select  the  candidate 
of  your  choice,  and  then  actively  pursue,  assist 
and  become  involved  in  their  effort  to  gain 
election.  Once  they  are  elected  continue  the 
close  relationship  that  you  have  already 
established  by  your  early  on  support.  This 
means  communicating  frequently,  be  it  face  to 


face  conference,  telephone  conversations,  or 
by  written  communication. 

How  effective  do  you  really  think  it  is  when 
an  issue  arises  and  one  of  you  is  designated  to 
call  your  representative,  your  state  senator  and 
simply  over  the  phone  say,  “Sir  (or  madame),  I 
disagree  with  so  and  so  bill,  I want  you  to  vote 
against  it”?  Would  it  not  be  far  superior  if  this 
would  be  an  individual  that  you  already  had  a 
close  relationship  with,  that  you  could  com- 
municate with  face  to  face,  or  maybe  over  the 
phone  and  simply  state,  “How  do  you  feel 

about  LB  ?”  Get  his  opinion,  his 

discussion  on  the  matter,  he  may  bring  issues 
that  you  have  not  thought  about  and  then 
gradually  work  out  a compromise,  be  it 
needed,  that  is  suitable  to  you,  your  colleagues 
and  also  to  the  legislative  body.  It  would  seem 
to  me  that  by  developing  many  such  relation- 
ships our  Association  could  become  very 
strong  politically.  Even  stronger  than  it  is  now. 

And  finally,  another  arm  that  is  most 
effective  is  the  PAG  organization.  We  need 
each  and  every  medical  person  in  this  state, 
husbands  and  wives,  to  be  actively  involved  in 
the  PAG  movement.  This  means  money, 
contributions,  paying  your  dues  to  the  PAG 
organizations.  It  further  means  that  you 
become  active  in  the  selection  of  the  PAG 
supported  candidates  and  issues. 

All  of  these  factors  flow  together  in  one 
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meaningful,  purposeful  effort  to  enact  legisla- 
tion which  will  spend  your  tax  dollars  more 
effectively  for  the  betterment,  not  only  of  our 
profession,  but  also  of  the  citizens  of  Nebraska 
and  this  great  country  of  ours. 


Thank  you. 

Dwaine  J.  Peetz,  M.D. 
President 

Nebraska  Medical  Association 


The 

Auxiliary 


ANNUAL  AWARDS 


WOMAN  OF  THE  YEAR  award  is  given  to 
an  active  Auxiliary  member  who  has  also  made 
many  contributions  of  service  to  her  com- 
munity. 


Civic  concern  ranks  high  in  the  mind  of  Bev 
Karrer  of  Omaha.  In  addition  to  being  mother 
of  Suzan,  an  architect,  and  Fritz,  a Pediatric 
Resident,  grandmother,  and  wife  of  Dr.  F. 
William  Karrer,  Omaha  surgeon,  her  list  of 
involvements  are  too  numerous  to  mention. 

Bev’s  ingenuity  is  recognized  by  her  in- 
volvement in  some  eight  different  fund  raising 
efforts,  and  her  service  on  various  Boards, 
which  include:  Methodist  Hospital;  Omaha 
Symphony;  Junior  Theatre;  PEO;  Alphi  Phi,  to 
name  a few. 

Two  particularly  strong  interests  are  shared 
with  Bill:  the  community  of  Brownville,  Ne- 
braska, and  the  Nebraska  Quarter  Horse 
Association.  For  her  commitment  to  these  she 
was  given  the  Brownville  Builders  Award  — 
1974,  and  Nebraska  Quarter  Horse  Associa- 
tion Sportsman  Award  — 1970.  And  for  her 
love  and  interest  in  the  arts,  she  was  appointed 
to  the  Governor’s  Board  of  the  Nebraska  Arts 
Council. 

She  is  a member  of  Metropolitan  Omaha 
Medical  Association  Auxiliary.  On  state  Auxi- 
liary level  we  are  grateful  for  her  guidance 
through  the  four  years  of  officership:  2nd  Vice 
President  through  President  1978-79  when 
she  also  served  as  “Flaps  for  Fitness”  Chair- 
man. 

The  Auxiliary  is  proud  to  recognize  Bev’s 
accomplishments. 


The  MERIT  AWARD  is  given  to  an 
Auxiliary  member  who  has  given  extraordinary 
time  and  service  to  the  Auxiliary. 

Auxiliary  participation  has  ranked  high  with 
Barbara  Peck  of  Hastings.  During  her  vice 
presidency  of  the  Adams  County  Medical 
Auxiliary  in  1977,  she  was  chosen  by  the  State 
Auxiliary  to  attend  the  National  Leadership 
Confluence  in  Chicago.  Her  interest  and 
devotion  has  not  waned  since  that  time. 

Her  years  of  Presidency  in  1978-79  were 
followed  by  co- chairmanship  of  the  OEMs 
Program  and  she  assisted  with  the  grade 
school  SO  YOU  ARE  GROWING  UP?  series 
as  well.  She  has  also  been  involved  with  Adams 
County  fund  raising  events  for  the  Health 
Galleries. 

Because  of  a shared  interest  with  husband 
Gene  in  bringing  new  physicians  to  their 
community,  perhaps  it  seems  only  natural  that 
Barbara  would  serve  for  three  years  on  the 
planning  committee  for  their  Auxiliary  Christ- 
mas Dinner,  which  is  an  important  get- 
acquainted  event  for  Physicians  and  spouses. 

On  the  state  Auxiliary  level  she  has  served 
for  four  years  as  Mobil  Unit  Chairman  for 
Health  Galleries. 

Civic  Activities,  church  and  school  involve- 
ment and  mothering  of  Christy  (13),  Kimberly 
(10),  and  Jeff  (5)  are  other  priorities  in 
Barbara’s  life.  Husband  Gene  is  an  orthopedic 
surgeon  in  Hastings. 

We,  as  an  Auxiliary,  are  grateful  for  Bar- 
bara’s contribution  to  our  organization  and  our 
state. 


216  Nebraska  Medical  Journal  July  1983 


In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Melville  L.  Chaloupka,  M.D.  — (Born  Sep- 
tember 22,  1922  - died  May  10,  1983)  — 
Medical  Specialty  — General  Practice. 
Doctor  Chaloupka  was  a graduate  of  the 
University  of  Nebraska  College  of  Medicine 
in  1947.  He  was  a member  of  the  Nebraska 


Coming  Meetings 

ORTHOPAEDICS  AND  SPORTS  MEDI- 
CINE — July  7-9,  1983,  “The  Young 
Athlete  and  His/Her  Team  Physician”.  A 
three,  half-day  continuing  education  course 
covering  topics  pertinent  to  the  medical 
aspects  of  the  pre-adolescent  and  teenage 
athlete  will  be  conducted  at  the  New  Inn, 
Lake  Okoboji,  Iowa.  The  program  is  spon- 
sored by  the  Departments  of  Orthopaedic 
Surgery  from  the  University  of  Nebraska 
College  of  Medicine,  The  University  of  Iowa 
College  of  Medicine  and  The  Mayo  Clinic. 
Dr.  Michael  Walsh  and  Dr.  Walter  W. 
Huurman,  from  the  University  of  Nebraska 
College  of  Medicine  are  serving  as  co- 
chairmen.  Topics  will  be  presented  providing 
state-of-the-art  information  for  family  prac- 
titioners and  orthopaedic  surgeons  involved 
in  caring  for  young  athletes.  The  registration 
fee  is  $150. 


19TH  ANNUAL  INTERNAL  MEDICINE 
PROGRAM  — July  11-15,  1983,  YMCA 


Medical  Association  and  the  American 
Medical  Association.  Survivors  include  his 
wife,  Rhoda;  daughter,  Roberta  Louise 
Longacre  of  Saugua,  Calif.;  son,  Robert  of 
Scottsbluff;  foster  son,  Larry  Moyrey  of 
Callaway;  and  11  grandchildren. 


Conference  Center,  Estes  Park,  Colorado. 
Hours:  25  Category  I AMA  hours.  25  pre- 
scribed AAFP  credit  hours.  Sponsor  or 
contact:  The  Office  of  Postgraduate  Medical 
Education,  The  University  of  Colorado 
School  of  Medicine,  4200  East  Ninth 
Avenue,  Box  C-295,  Denver,  Colorado 
80262.  Phone  (303)  394-5241. 

ASPEN  SUMMER  SKIN  SEMINAR  — July 
12-16, 1983,  Given  Institute  of  Pathobiology, 
Aspen,  Colorado.  Hours:  15  Category  I 
AMA  hours,  15  AAD  credit  hours.  Contact: 
The  Office  of  Postgraduate  Medical  Educa- 
tion, The  University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Box 
C-295,  Denver,  Colorado  80262.  Phone: 
(303)  394-5241. 

SURGICAL  ASPECTS  OF  EMERGENCY 
TRAUMA  IN  CHILDREN  — July  14-15, 
1983.  This  two  day  course  will  focus  on  the 
surgical  aspects  of  pediatric  trauma  such  as 
automobile  and  farm  accidents,  the  uncon- 
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scious  child,  falls  and  sports  injuries.  Dennis 
Hoelzer,  M.D.,  from  the  Division  of  Pediatric 
Surgery  at  the  University  of  Texas  Medical 
School  in  Houston  will  be  the  guest  speaker. 
Dr.  Robert  Nelson  will  be  directing  the 
laboratory  sessions  each  afternoon  where 
there  will  be  “hands  on”  experience  with 
chest  tubes,  intubation  techniques,  umbili- 
cal vessel  catheterizations,  cutdowns  and 
IV’s  on  infants.  Registration  for  the  course 
is  $100.  A limited  number  of  registrants 
will  be  accepted  for  the  laboratory  sessions 
at  an  additional  fee  of  $50.00. 

PRACTICAL  GASTROENTEROLOGY  FOR 
THE  INTERNIST  AND  FAMILY  PHY- 
SICIAN — July  25-28,  1983,  Given  Institute 
of  Pathobiology,  Aspen,  Colorado.  Hours:  15 
Category  I AMA  hours.  15  prescribed  A AFP 
credit  hours.  Sponsor  or  contact:  The  Office 
of  Postgraduate  Medical  Education,  The 
University  of  Colorado  School  of  Medicine, 
4200  East  Ninth  Avenue,  Box  C-295, 
Denver,  Colorado  80262.  Phone  (303)  394- 
5241. 

FRONTIERS  IN  ORTHOPAEDIC  SUR- 
GERY — July  28-30,  1983  — Biological 
Fixations  and  New  Concepts  in  Hips  & 
Knees.  This  two  and  one-half  day  program 
for  orthopaedic  surgeons  will  discuss  the 
history,  research,  instrumentation,  design 
rationale,  patient  selection,  operative  tech- 
niques and  post-operative  management  of 
selected  total  hip  and  knee  arthroplasty 
systems.  A nationally  recognized  faculty 
including  both  medical  researchers  and 
engineers  will  present  this  seminar.  The 
overall  program  chairman  is  0.  Max  Jardon, 
M.D.  The  registration  fee  is  $325.00. 

THE  AMERICAN  COLLEGE  OF  OB/GYN 
will  hold  its  sixth  district  meeting  in 
Rapid  City,  South  Dakota  on  August  17-20, 
1983. 

UNIVERSITY  OF  COLORADO  INTERNAL 
MEDICINE  BOARD  REVIEW  — August 
29  - September  2,  1983,  Denison  Audi- 
torium, University  of  Colorado  School  of 
Medicine,  Denver,  Colorado.  Hours:  44 
Category  I AMA  hours,  44  prescribed  AAFP 
credit  hours.  Contact:  The  Office  of  Post- 
graduate Medical  Education,  The  University 


of  Colorado  School  of  Medicine,  4200  East 
Ninth  Avenue,  Box  C-295,  Denver,  Colorado 
80262.  Phone:  (303)  394-5241. 

INFECTIOUS  DISEASES  IN  INFANTS 
AND  CHILDREN:  RECOGNITION  AND 
TREATMENTS  — Sept.  9,  1983.  Paul  F. 
Wehrle,  M.D,  F.A.A.P.,  will  be  the  guest 
speaker  for  this  program.  He  is  president- 
elect of  the  American  Academy  of  Pediatrics 
and  is  Director  of  Pediatrics  at  University 
of  Southern  California  Medical  Center.  Dr. 
Wehrle  is  internationally  recognized  for  his 
work  in  infectious  disease  and  communi- 
cable diseases.  The  registration  fee  is 
$75.00. 


COMPREHENSIVE  CARE  OF  THE  BURN 
PATIENT — September  16-17, 1983,  Hyatt 
Regency  Hotel,  Kansas  City,  Missouri. 
Sponsors:  American  Bum  Association,  Saint 
Elizabeth  Community  Health  Center.  Con- 
tact: Robert  W.  Gillespie,  M.D.,  St.  Elizabeth 
Community  Health  Center,  555  South  70th, 
Lincoln,  NE  68510.  CME  Credits:  24  hours 
of  credit  in  Category  I.  Credit  through  the 
Lincoln  Medical  Education  Foundation. 
CEU:  Approval  requested  from  ANA  through 
Nebraska  Nurses  Association.  Registration 
Fee:  Physicians  $225.00  (U.S.),  Residents 
$125.00,  Nurses/ Allied  Professionals 
$125.00. 


EMERGENCY  MEDICINE  REVIEW  — 
Sept.  26  to  Oct.  1,  1983.  This  45  hour 
course  which  will  be  offered  over  six  days 
includes  the  evaluation  and  treatment  of 
urgent  and  life  threatening  conditions  with 
an  in-depth  review  of  emergency  medicine. 
Dr.  Robert  Farquharson  is  course  director. 
The  instructors  will  emphasize  practical 
approaches  to  the  management  of  condi- 
tions that  must  be  identified  immediately, 
treatment  in  the  Emergency  Department  for 
those  conditions  requiring  hospitalization 
and  outpatient  treatment  and  evaluation  for 
non-emergency  conditions.  Pre  and  post- 
tests will  be  given  as  well  as  daily  national 
board  type  exams,  for  those  registrants 
preparing  for  Emergency  Medicine  Boards. 
The  registration  fee  is  $475. 
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HOWARD  B.  HUNT  CANCER  SEMINAR  — 
“Malignant  Lymphomas  - Current  Con- 
cepts” Reserve  Friday  and  Saturday,  Sep- 
tember 30  and  October  1,  1983,  to  attend 
the  Nebraska  Methodist  Hospital’s  1983 
Howard  B.  Hunt  Cancer  Seminar  “Malignant 
Lymphomas  - Current  Concepts”  at  the 
Nebraska  Methodist  Hospital,  Omaha. 
Featuring  these  nationally- known  oncolo- 
gists: Stephen  Carter,  M.D.,  Bristol 

Laboratories,  New  York  City;  Peter  Mauch, 
M.D.,  Harvard  Medical  School,  Boston; 
Constan  W.  Berard,  M.D.,  St.  Jude’s  Child- 
ren’s Hospital,  Memphis,  Tennessee. 

EXERCISE  TESTING  AND  TRAINING  OF 
PULMONARY  DISEASE  PATIENTS  — 
October  6-7,  1983.  This  symposium  will 
focus  on  state-of-the-art  information  regard- 
ing physiologic  responses  to  exercise  and 
exercise  training  in  patients  with  pulmonary 
disease.  Workshops  will  offer  demonstrations 
of  exercise  tolerance  testing,  discussion  of 
exercise  training  and  case  studies  of  im- 
pairment/disability in  patients  with  various 
pulmonary  disorders.  The  symposium  di- 
rector is  William  Bell,  Ph.D.  Course  faculty 
include  Dr.  Louis  Burgher,  Dr.  Lon  Keim, 
Dr.  Stephen  Smith  and  Dr.  Irving  Kass,  from 
the  Division  of  Pulmonary  Medicine,  Uni- 
versity of  Nebraska  Medical  Center.  Regis- 
tration fee  is  $120.00. 

PEDIATRIC  INTENSIVE  CARE  — October 
27-28,  1983.  This  two-day  seminar  for 


physicians,  nurses  and  allied  health  per- 
sonnel is  designed  to  provide  up-to-date 
information  concerning  the  acute  care  of  the 
critically-ill  pediatric  patient.  There  will  be 
general  presentations  as  well  as  small  group 
sessions.  Topics  to  be  included  are:  high 
frequency  ventilation,  drugs  used  in  the 
treatment  of  heart  failure  and  circulatory 
shock,  management  of  head  and  spinal  cord 
injuries,  current  surgical  interventions 
in  repair  of  congenital  heart  defects.  Course 
chairman  is  Dr.  Philip  Hofschire.  Registra- 
tion fee  $100.00 

ADVANCED  TRAUMA  LIFE  SUPPORT 
(ATLS)  — October  3 & 4,  1983;  November 
3 & 4,  1983;  March  15  & 16,  1984  and  May 
21  & 22,  1984,  these  courses  will  be  held 
at  the  Center  for  Continuing  Education, 
University  of  Nebraska  Medical  Center, 
42nd  and  Dewey  Avenue,  Omaha,  Nebraska 
68105.  These  courses  have  been  approved 
for  credit  for  AAFP  — 16.0  hours,  AMA  — 
16.0  hours,  and  ACEP  — 15.0  hours.  The 
registration  fee  for  the  course  is  $375.00. 


5 1ST  ANNUAL  POSTGRADUATE  AS- 
SEMBLY — Omaha  Mid-West  Clinical 
Society,  Oct.  31,  Nov.  1 and  2,  1983,  The 
Red  Lion  Inn,  Omaha,  Nebraska.  For  in- 
formation, contact:  Miss  Lorraine  E.  Seibel, 
Executive  Secretary,  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  Street,  #210- 
A,  Omaha,  Nebraska  68114. 
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Picture  Gallery 


1983  NMA  ANNUAL  SESSION 

Pages  220-223 


Dr.  Louis  J.  Gogela  addressing  the  House  of 
Delegates. 


Dr.  Frederick  F.  Paustian  addressing  the  House  of 
Delegates. 


Dr.  Allan  C.  Landers  addressing  the  House  of 
Delegates. 


Dr.  Russell  Gorthey  escorting  NMA  President- 
Elect,  Doctor  Herbert  E.  Reese,  to  the  podium. 


Dr.  John  Coe  addressing  the  House  of  Delegates. 


Medicine  and  Religion  Luncheon  head  table. 


Dr.  Dwaine  J. 
Delegates. 


Peetz  addressing  the  House  of 


Dr.  Allan  Landers  and  Dr.  Daniel  Ruge  at  Inaugural 
Banquet. 
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Dr.  Howard  Dinsdale  and  Dr.  Dwaine  Peetz  at 
Inaugural  Banquet. 


Dr.  Dwaine  J.  Peetz  presenting  President-Elect 
badge  to  Dr.  Herbert  Reese. 


1983  Inaugural  Banquet 


1983  Inaugural  Banquet 


1983  Inaugural  Banquet 


1983  Inaugural  Banquet 


1983  Inaugural  Banquet 


1983  Inaugural  Banquet 
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1983  Inaugural  Banquet 


1983  Inaugural  Banquet 


1983  Inaugural  Banquet 


Dr.  Howard  Dinsdale  presiding  at  the  Inaugural 
Banquet. 


Dr.  Allan  Lapders  addressing  the  Inaugural 
Banquet. 


Dr.  Allan  Landers  presenting  president’s  medal- 
lion to  Dr.  Dwaine  J.  Peetz. 


Dr.  Allan  Landers  presenting  gavel  to  Dr.  Dwaine 
J.  Peetz. 


Dr.  Allan  Landers  presenting  president’s  badge  to 
Dr.  Dwaine  J.  Peetz. 
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Dr.  Allan  Landers  presenting  “It’s  Only  a Pump- 
kin” plaque  to  Dr.  Dwaine  J.  Peetz. 


Dr.  Alvin  Armstrong  presenting  a gift  to  Dr. 
Landers  from  the  Scotts  Bluff  County  Medical 
Society. 


Drs.  Landers  and  Peetz 


Mrs.  Alvin  Armstrong  presenting  Mrs.  Allan 
Landers  with  a gift  from  the  Scotts  Bluff  County 
Medical  Society  Auxiliary. 


Dr.  Dwaine  J.  Peetz  presenting  past-president’s 
badge  to  Dr.  Allan  Landers. 


s 

Dr.  Dwaine  J.  Peetz  addressing  the  Inaugural 
Banquet. 


Dr.  Daniel  Ruge  addressing  the  Inaugural  Banquet. 


Nebraska  Medical  Association  Past  Presidents 
attending  the  Past  Presidents’  Breakfast. 
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WashingtoNotes 


(Continued  from  page  12 A) 

and  once  again  Congress  is  debating  legislation 
to  extend  the  life  of  the  federal  planning 
program.  The  debate  comes  at  a time  when: 

*hospitals  are  engaging  in  a building  boom  that 
reportedly  led  to  capital  expenditure  increases 
of  80%  between  1979  and  1982; 

*at  least  10  states  are  implementing  or 
considering  moratoriums  or  limits  on  hospital 
building. 

The  planning  program’s  $64.8  million  pro- 
vided under  a continuing  resolution  enacted  by 
Congress  to  fund  all  health  programs  through 
September  of  1983  has  enabled  131  local 
health  systems  agencies  (HSAs)  and  all  57 
state  health  planning  and  development  agen- 
cies to  continue  operations  this  year,  although 
many  have  had  to  greatly  restrict  their 
activities.  Another  20  HSAs  have  survived 
without  federal  funding. 

Planning  agencies,  through  the  American 
Health  Planning  Association,  are  arguing  to 
congressional  appropriations  committees  that 
planning  should  be  funded  again  in  fiscal  1984 
— this  time  at  a $102  million  level. 

Meanwhile,  the  House  Commerce  Commit- 
tee voted  26  to  15  to  continue  the  planning 
program  until  October  1, 1986.  The  measure  is 
similar  to  one  adopted  unanimously  in  the 
House  last  December  and  House  approval  of 
the  same  bill  or  some  modification  of  it  is 
expected  again  this  year.  Action  in  the  Senate 
is  still  uncertain  following  the  collapse  of  a 
compromise  between  interested  parties  in 
both  bodies. 

Debate  in  the  House  has  revolved  around 
the  proposals  of  Rep.  Henry  Waxman  (D-CA), 
who  chairs  the  Commerce  Health  Subcommit- 
tee, and  Rep.  Edward  Madigan  (R-IL),  its 
ranking  minority  member.  Both  would  have 
loosened  the  requirements  in  the  current 
planning  law  and,  ironically,  both  were  based 
on  proposals  approved  by  overwhelming  ma- 
jorities in  the  House  last  year,  though  neither 
was  acted  on  in  the  Senate. 

Last  September,  the  House,  acting  on  a 
compromise  drafted  by  Madigan  and  Waxman, 
voted  302-to-14  to  repeal  the  current  planning 


program  and  replace  it  with  a block  grant  that 
was  funded  for  two  years  but  could  have 
continued  for  a third  year  if  Congress  so  opted. 
To  receive  federal  funding,  states  would  have 
had  to  agree  to  require  institutions  to  seek 
certificates-of-need  (CONs)  for  capital  ex- 
penditures of  $5  million  or  more  and  for 
institutional  services  of  $1  million  or  more. 
CON  requirements  would  not  have  applied  to 
equipment  in  physicians’  offices. 

After  the  Senate  failed  to  adopt  that 
proposal  and  after  the  Democratic  gain  of  25 
seats  in  last  fall’s  elections  strengthened 
Waxman’ s hand,  another  compromise  was  put 
together  in  the  lame  duck  Congress.  That 
proposal  which  had  been  agreed  to  by  Waxman 
and  Madigan  and  the  major  Senate  players  in 
the  debate,  would  have  extended  the  Health 
Planning  Act  until  March  31, 1985,  and  set  the 
CON  thresholds  at  $1  million  for  capital 
expenditures  and  $500,000  for  institutional 
health  services. 

Once  again  the  House  acted  on  the  measure, 
passing  it  on  a unanimous  vote.  Once  again  the 
Senate  stalled,  this  time  at  the  insistence  of 
the  then-HHS  Secretary  Richard  Schweiker 
whose  interference  reportedly  angered  some 
influential  Senate  Republicans  including  La- 
bor and  Human  Resources  Committee  Chair- 
man Orrin  Hatch  of  Utah  who  felt  the 
compromise  was  preferable  to  the  continuing 
resolution  because  the  compromise  contained 
higher  CON  levels  than  does  the  current  law 
and  because  it  contained  a specific  repeal  date. 

As  the  discussions  spilled  over  into  the  new 
98th  Congress,  there  at  first  appeared  to  be 
support  for  a compromise  similar  to  the 
December  agreement.  Talks  broke  down, 
however,  when  Waxman  began  to  suggest  that 
the  health  planning  program  should  be  assured 
for  a little  longer  in  order  to  coordinate  it  with 
the  recently-enacted  Medicare  reimbursement 
changes. 

Those  changes  will  move  hospitals  to  a 
diagnosis-related-groups  (DRGs)  payment 
scheme  beginning  in  October  of  1983  but 
capital  costs  will  be  passed  through  until 

(Continued  on  page  244) 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMISSIONS 

ANNUAL  SESSION 
April  29,  30,  May  1 & 2,  1983 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes,  and 
final  action,  refer  to  the  minutes  which  follow  these 
reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Allan  C.  Landers,  M.D.,  Scottsbluff,  Chairman;  Dwaine  J.  Peetz,  M.D., 
Neligh;  Russell  L Gorthey,  M.D.,  Lincoln;  Orin  R.  Hayes,  M.D.,  Lincoln; 
Herbert  E.  Reese,  M.D.,  Lincoln;  Frederick  F.  Paustian,  M.D.,  Omaha; 
Hiram  W'alker,  M.D.,  Kearney;  Harry  W.  McFadden,  M.D.,  Omaha;  Alvin  A. 
Armstrong,  M.D.,  Scottsbluff;  Stanley  M.  Truhlsen,  M.D.,  Omaha. 

The  Board  of  Directors  has  met  on  several  occasions 
and  submits  this  report  of  its  deliberations  and  actions 
subsequent  to  the  1982  Fall  Session  of  the  House  of 
Delegates. 

(1)  PODIATRISTS,  CREIGHTON;  The  House  at  its 
1982  Fall  Session  referred  a resolution  to  the  Board 
relating  to  the  utilization  of  podiatrists  in  clinics.  The 
Board  reviewed  this  matter  and  found  that  in  the  situation 
being  referred  to,  the  podiatrist  was  functioning  with  no 
hospital  privileges  and  was  working  through  the  National 
Health  Service  Corps.  The  Board  did  not  feel  it  was 
necessary  to  pursue  the  matter  further. 

(2)  EMS  RESOLUTION,  F82:  The  Board  considered 
the  resolution  (F82)  proposing  the  development  of  a 
statewide  EMS  voluntary  accreditation  system  and 
referred  the  matter  to  the  Association’s  Committee  on 
Emergency  Medical  Services  for  further  study. 

(3)  UNMC  COORDINATING  COMMITTEE:  The  Board 
maintains  an  awareness  of  the  topics  and  discussions 
which  take  place  at  meetings  of  the  NMA/UNMC 
Coordinating  Committee  meetings.  The  Board  feels  this  is 
a valuable  function  in  that  communication  is  achieved 
between  our  Association  and  the  representatives  of  the 
University  of  Nebraska  College  of  Medicine.  It  is  our 
opinion  that  the  exchange  of  information  has  been 
valuable  to  both  organizations. 

(4)  COST  AWARENESS:  The  Board  reviewed  the 
report  of  the  Study  Committee  on  Cost  Awareness  (F82) 
and  agreed  that  a newsletter  on  this  subject  should  be 
implemented  with  the  thought  that  periodic  mailings 
would  be  made  to  the  members  of  the  Nebraska  Medical 
Association.  The  Board  asked  the  Committee  to  produce 
and  publish  the  newsletter  referred  to. 

(5)  FINANCE  REPORT:  The  1982  fiscal  year  ended 
with  a negative  balance.  This  deficit  is  due  to  a gradual 
reduction  in  cash  reserves  over  the  past  several  years 
which  can  be  traced  to  a plateau  in  income,  primarily 
dues,  and  a corresponding  increase  in  operational  costs.  It 
is  the  opinion  of  your  Board,  and  has  been  confirmed  by 
our  auditor,  that  a reasonable  operating  balance  should  be 
on  hand  at  the  beginning  of  the  business  year.  Such  a cash 
level  provides  a carryover  until  dues  are  processed  for  the 
current  year. 

While  the  Association  continues  to  grow  in  member- 
ship, which  is  in  keeping  with  increased  physician 
population,  it  does  not  provide  adequate  revenue  to  meet 
expenditure  reuqirements. 

The  budget  of  $432,818,  adopted  by  the  Board  for  1983 
operations,  represents  a modest  4.5%  increase  over  the 
budget  for  1982.  In  developing  the  1983  budget,  the 
Board  carefully  reviewed  the  costs  of  operation  for  the 
Nebraska  Meical  Journal,  commission/ committee  ex- 


penses, the  headquarters  office  and  staff,  travel  expense, 
and  professional  and  other  services  provided  to  the 
Association.  Some  of  these  expenses  have  increased  while 
other  have  been  reduced.  From  this  review,  the  Board  has 
concluded  the  4.5%  increase  in  the  budget  will  meet  the 
existing  commitments  of  the  Association  in  the  coming 
year.  The  reduced  impact  of  inflation  has  helped  offset 
some  increases  in  our  expenditures,  however,  we  do  find 
additional  activity  in  other  areas  which  neutralize  these 
savings. 

NMA  Reserves:  The  Board  is  pleased  to  report  a strong 
growth  pattern  in  reserve  investment  income  during  1982 
and  so  far  in  1983.  This  growth  was  sufficient  in  1982  to 
maintain  reserves  at  75%  of  1982  expenditures  which  is  in 
keeping  with  the  directive  of  the  House  of  Delegates.  In 
addition  to  the  reserves,  there  was  sufficient  accumulation 
of  depreciation  to  permit  the  purchase  of  a mini  computer 
for  the  headquarters  office.  This  purchase  was  made  with 
no  impact  on  operating  cost.  Addition  of  this  equipment 
brings  computer  technology  to  the  NMA  and  extensive 
use  is  already  being  made  of  the  equipment.  Many  new 
projects  will  be  placed  in  the  computer  which  will  provide 
the  Association  with  considerable  capability  in  data 
processing.  We  see  many  advantages  in  improving  the 
quality  and  scope  of  services  to  the  membership. 

Income:  As  indicated  earlier  in  this  report,  a majority  of 
our  income  is  derived  from  dues.  In  1982,  dues  income 
represented  91%  of  total  receipts  of  the  Association. 

The  Board  is  working  on  programs  which  will  produce 
additional  income.  The  full  impact  of  these  activities  will 
not  be  known  until  the  close  of  the  current  year.  It  is 
hoped  that  a growth  in  this  category  of  income  will,  in 
future  years,  result  .in  a reduced  reliability  on  dues 
income. 

RECOMMENDATION: 

While  the  Board  is  pleased  with  the  progress  of 
Association  activities,  we  have  reached  a concensus  on  the 
need  to  insure  the  future  financial  stability  of  the 
organization.  All  current  programs  and  activity  in  our 
opinion  is  of  importance  to  overall  accomplishments  and 
goals  of  organized  medicine.  We  further  believe  the  House 
desires  continued  programming  and  development  of  new 
activity  areas  as  it  is  warranted.  From  our  analysis  of  the 
financial  status  plus  the  projected  needs  and  programs  of 
the  NMA,  it  is  our  recommendation  that  the  House  be 
asked  to  consider  approval  of  a dues  increase.  With  all 
factors  and  options  being  carefully  considered,  we 
respectfully  recommend  the  House  consider  a $20.00 
dues  increase  applicable  for  1984  and  1985. 

This  recommendation  is  in  keeping  with  the  directive  of 
the  House  that  periodic  dues  adjustments  be  made  to 
meet  the  financial  needs  of  the  NMA. 

It  is  the  opinion  of  the  Board  that  this  modest  increase, 
plus  increased  membership  and  non-dues  income  will 
meet  the  needs  for  1984. 

(6)  PEER  REVIEW  SYSTEM:  The  House  considered 
the  development  of  a peer  review  system  (F82)  in  the 
State  of  Nebraska  and  asked  that  the  matter  be  referred 
to  the  appropriate  Commission  of  the  Association  for 
further  study,  and  that  a report  be  prepared  for 
submission  to  the  1983  Annual  Session  of  the  House  of 
Delegates.  The  Board  referred  the  matter  to  the 
Commission  on  Association  Affairs  and  the  report  will  be 
submitted  for  consideration  by  the  House. 

(7)  BENEFIT  PROGRAMS:  The  Board  has  continued 
its  investigation  and  implementation  of  membership 
benefit  programs.  The  concept  of  a credit  union  has  been 
explored  and  is  under  study.  The  collection  system  (I.C. 
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Systems,  Inc.)  about  which  the  members  have  been 
informed,  is  functioning  successfully  and  expanding  its 
volume.  Several  other  insurance  mechanisms  are  being 
reviewed  at  the  present  time  and  further  information  on 
these  items  will  be  distributed  in  the  future.  One 
insurance  policy  being  reviewed  at  the  present  time  is  an 
inclusive  policy  covering  home-owners  insurance,  auto 
coverage,  liability,  etc.  A major  scientific  products  supply 
company  has  been  contacted  to  determine  interest  in  a 
group  purchase  arrangement  for  members  of  the  NMA. 

(8)  BY-LAWS  AMENDMENTS:  A resolution  from  the 
Fall  Session  (F82)  proposing  changes  in  the  councilor 
nominating  process  was  referred  to  the  Association’s 
Commission  on  Association  Affairs  for  its  review  and  the 
development  of  appropriate  By-Law  amendments.  These 
amendments  have  been  prepared  and  will  be  considered 
by  the  House  during  this  Annual  Session. 

(9)  TEFRA  REGULATIONS:  The  30-day  limitation  on 
responses  to  the  TEFRA  regulations  was  noted  by  the 
Board  and  a letter  was  forwarded  supporting  an  extension 
of  the  limit 

(10)  TUMOR  REGISTRY:  The  Board  has  closely  moni- 
tored the  implementation  of  the  voluntary  tumor  registry 
project  and  supports  its  progress.  The  various  documents 
involved  with  participation  in  the  registry  have  been 
reviewed  by  legal  counsel  and  approved  by  the  Board. 
There  are  currently  13  Nebraska  hospitals  participating  in 
the  Registry  and  we  are  optimistic  about  the  program’s 
success.  A more  detailed  reported  of  this  activity  is 
contained  in  the  Handbook. 

(11)  HEALTH  GALLERY:  The  Board  has  received 
input  from  the  Auxiliary  and  is  assisting  in  the  imple- 
mentation of  a fund-raising  effort  to  complete  the  funding 
for  the  Mobile  Health  Gallery  and  the  permanent  Gallery 
located  in  Morrill  Hall.  This  is  a one-year  activity  and  the 
Board  feels  the  project  will  be  successfully  completed. 


REPORT  OF  THE  DELEGATE  TO  THE  A.M.A., 
1982  INTERIM  SESSION 

The  American  Medical  Association  met  at  its  interim 
session  at  Miami  Beach,  Florida,  December  5-8,  1982. 
There  are  now  350  members  in  the  House  of  Delegates, 
236  of  them  representing  State  Medical  Associations,  61 
representing  National  Medical  Specialty  Societies,  and  8 
Section  and  Service  Delegates  representing  students, 
residents,  and  the  various  armed  services  and  govern- 
mental medical  facilities. 

The  Nebraska  delegation  consists  of  four  delegates,  two 
representing  the  State  Medical  Association,  one  repre- 
senting the  Association  of  Life  Insurance  Medical 
Directors  of  America,  and  the  Radiological  Society  of 
North  America.  We  have  three  alternate  delegates,  two 
representing  the  State  Medical  Association,  and  one 
representing  the  College  of  American  Pathologists. 

There  is  considerable  advantage  for  the  delegates  and 
the  alternates  from  Nebraska  to  have  the  opportunity  to 
confer  and  share  problems  and  ideas. 

The  House  of  Delegates  again  considered,  studied,  and 
took  actions  on  scores  of  reports  from  the  Board  of 
Trustees,  each  of  the  many  Council’s  submitted  reports, 
and  over  85  separate  resolutions. 

There  is  no  way  I can  effectively  report  the  action  of  all 
these  items.  I have  chosen  several  to  report  and  comment 
on  in  some  detail.  This  does  not  suggest  that  these  items 
are  any  more  or  less  important  than  those  not  mentioned. 
It  was  merely  an  editorial  judgment  on  my  part  and  I will 
be  pleased  to  provide  any  and  all  information  on  the  other 


actions  that  any  of  the  members  of  the  Nebraska  Medical 
Association  wishes. 

UQCPRO  - THE  NEW  PEER  REVIEW:  A very  real 
concern  was  a series  of  provisions  in  the  Tax  Equity  and 
Fiscal  Responsibility  Act  (TEFRA)  of  1982  (PL  97-248). 
One  of  these  was  the  provision  to  authorize  the 
establishment  of  the  Utilization  and  Quality  Control  Peer 
Review  Organization  (UQCPRO)  which  is  subtitled  the 
Peer  Review  Improvement  Act  of  1982.  This  has  been 
termed  the  “Durenberger  Amendment”  and  will  conduct 
the  same  functions  as  PSRO. 

The  passage  of  this  Act  repeals  the  existing  PSRO 
program  and  replaces  it  with  the  UQCPRO  program.  As 
previously,  it  is  defined  as  an  entity  composed  of  a 
substantial  number  of  licensed  doctors  of  medicine  and 
osteopathy  engaged  in  practice  in  these  specified  areas. 

The  law  presumes  that  each  state  will  be  designated  as 
a UQCPRO  geographic  area,  although  a local  regional 
area  with  over  60,000  hospital  admissions  a year  would 
qualify.  In  each  designated  area,  the  Secretary  of  HHW 
must  enter  into  a contract  with  a UQCPRO  to  continue 
review. 

Physician  groups  are  given  priority  in  contracting  for 
the  review,  but  the  law  does  not  preclude  the  medical 
society  from  contracting  as  a UQCPRO.  If  the  Secretary  is 
unable  to  conclude  a contract  after  one  year  with  a 
representative  group  of  physicians,  which  is  defined  as  the 
date  of  release,  then  he  may  contract  with  entities  that 
directly  or  indirectly  make  payments  to  any  practitioner  or 
provider  whose  health  care  services  are  being  reviewed. 
This,  of  course,  means  health  insurers.  These  initial 
contracts  will  be  for  two  years. 

The  function  of  this  UQCPRO  would  be  to  review 
virtually  any  or  all  services  covered  by  Medicare.  This  can 
be  preadmission,  concurrent,  or  retrospective.  They  are 
required  to  maintain  confidentiality,  and  they  are  em- 
powered to  levy  sanctions  for  gross  or  flagrant  violations. 

Under  the  new  law,  existing  PSRO’s  will  continue  to 
function  until  the  Secretary  makes  a contract  with  the 
UQCPRO.  At  the  present  time  there  are  150  PSRO’s 
functioning,  and  under  the  new  law  there  will  be  a 
minimum  of  50  UQCPRO’S. 

The  implications  for  organized  medicine  are  far 
reaching.  HCFA  anticipates  that  the  first  Proposal  for 
Contract  Bidding  will  be  released  by  mid-July,  1983. 
HCFA  expects  to  fully  implement  the  program  during  the 
fiscal  year  1984. 

As  enacted,  the  UQCPRO  legislation  contains  both 
elements  which  are  opposed  by  present  AMA  poUcy,  and 
elements  which  are  consistent  with  that  poUcy. 

Those  inconsistent  is  the  fact  the  Secretary  is  required 
to  form  contracts  with  the  UQCPRO  and  can  contract 
with  health  insurers  to  perform  such  review.  In  addition 
the  statute  authorizes  review  of  virtually  every  covered 
service  under  Medicare,  including  the  provision  of 
medical  care  in  physicians’  offices. 

Those  consistent  with  AMA  are  the  fact  that  the 
new  program  (in  contrast  to  PSRO)  allows  medical 
associations  to  contract  for  performing  the  peer  review 
function,  and  also  request  the  Secretary  to  give  priority  to 
physician  groups  in  contracting  for  UQCPRO.  This  would 
apparently  give  an  advantage  to  interested  medical 
associations.  It  also  provides  that  objectives  and  norms 
for  review  would  be  individually  specified  rather  than 
negotiated  nationally. 

It  also  exempts  UQCPRO  from  the  Freedom  of 
Information  Act  helping  to  maintain  the  confidentiality  of 
medical  information. 
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Based  on  all  this  information,  the  Council  of  Medical 
Services  felt  that  on  balance  physicians  would  gain  more 
from  efforts  to  improve  this  program  and  build  on 
physicians’  opportunity  for  physician  leadership  and 
direction. 

Hence  the  House  of  Delegates  adopted  the  report  and 
recommended  that  the  AMA  support  those  features  which 
were  consistent,  oppose  and  modify  those  which  were 
contrary.  Also,  to  depend  on  physicians  and  societies  help 
in  assuming  a leadership  role,  and  to  assist  in  negotiating 
contracts  under  UQCPRO  which  would  retain  profes- 
sional direction  and  control.  If  none  of  this  is  possible, 
then  we  should  work  to  repeal  the  Durenberger  bill. 

This  item  will  certainly  be  of  extreme  interest  to  the 
House  of  Delegates  of  the  Nebraska  Medical  Association 
in  view  of  our  historic  opposition  to  PSRO.  In  fact,  an  Ad- 
Hoc  report  from  this  state  association  will  direct  itself  to 
this  same  issue. 

TAX  EQUITY  AND  FISCAL  RESPONSIBILITY 
ACT  (TEFRA):  As  would  have  been  expected,  the  House 
opposed  the  TEFRA  regulations  as  proposed  by  Con- 
gress in  1982.  The  reference  committee  first  offered  a 
general  statement  registering  opposition  to  this  act,  but 
the  House  revised  and  strengthened  this  resolution. 

The  Oklahoma  delegation  felt  that  the  proposed 
regulations  under  HR  4961  were  a grave  and.  immediate 
threat  to  the  practice  of  medicine  in  that  they  define  the 
practice  of  medicine  through  changes  in  reimbursement 
under  Medicare  Part  B,  and  substituted  an  hourly  fixed 
rate  for  physicians’  services  with  an  annual  ceiling,  and 
established  the  definition  of  medical  consultation  and  how 
that  could  occur. 

Hence  they  asked  for  immediate  revision  of  the  final 
rule  to  remove  arbitrary  definitions  of  the  practice  of 
medicine,  limits  on  medical  consultation,  and  reasonable 
equivalent  limits  for  Part  B physicians’  services. 

They  also  asked  during  the  next  session  of  Congress  to 
remove  the  presumed  authority  of  the  United  States 
Health  and  Human  Services  Secretary  to  define  the 
practice  of  medicine,  interfere  with  medical  consultation, 
or  adopt  a method  of  reimbursement  which  does  not 
recognize  skill,  effort,  judgment,  and  market  factors. 

They  also  ask  for  immediate  judicial  relief  from  any  rule 
regarding  physician  reimbursement. 

This  resolution  stimulated  considerable  discussion  and 
the  reference  committee  heard  many  people  in  support. 
However,  the  AMA  had  already,  according  to  the 
testimony  of  the  members  of  the  Board,  submitted 
detailed  comments  in  opposition  to  these  proposals.  Also, 
the  AMA  had  addressed  a personal  letter  to  the  HHS 
Secretary  Schwieker,  expressing  the  AMA’s  serious 
concern  and  opposition. 

However,  the  reference  committee  felt  that  the  parts  of 
the  resolution  regarding  congressional  and  judicial  action 
failed  to  provide  the  Board  of  Trustees  with  adequate 
flexibility  to  deal  with  the  complex  and  evolving  situation. 

Hence,  the  reference  committee  proposed  a watered- 
down,  substitute  resolution  which  in  effect  said  only  for 
the  AMA  to  continue  its  vigorous  opposition  and  to  take 
whatever  action  was  appropriate. 

In  spite  of  the  reference  committee’s  recommendations 
of  the  substitute  resolution,  Oklahoma  prevailed,  and  as  a 
result  of  considerable  debate  on  the  floor  of  the  House, 
their  resolution  was  adopted. 

Thus  a somewhat  annotated,  but  as  strong  as  ever, 
resolution  was  passed  which  opposed  vigorously  regula- 
tions under  TEFRA  which  would: 


1.  Interfere  with  or  redefine  the  practice  of  medicine. 

2.  Substitute  hourly  wages  or  annual  salaries  for  present 
reimbursements. 

3.  Base  physician  reimbursement  on  any  system  which 
did  not  give  recognition  to  knowledge,  skill,  times,  and 
effort 

4.  Otherwise  impinge  on  the  practice  of  medicine. 

It  also  resolved  that  such  opposition  as  required  and 
appropriate  be  expressed  through  action  in  Congress, 
with  the  administration,  and  in  the  courts. 

DIAGNOSTIC  RELATED  GROUPINGS  - DRG: 
Another  resolution  offered  by  the  Oklahoma  delegation 
showed  great  concern  over  the  Diagnostic  Related 
Groupings. 

They  pointed  out  that  the  Secretary  of  HHS  has 
announced  plans  to  submit  a prospective  reimbursement 
proposal  using  diagnostic  related  groupings  as  the  basis  of 
reimbursement  of  hospitals.  They  suggested  that  while 
these  DRS’s  have  proved  to  be  a useful  tool  in  analyzing 
institutional  medical  treatment,  they  were  never  designed 
for  reimbursement  purposes. 

Indeed  they  may  very  well  adversely  affect  the  quality 
of  medical  care.  Hence  they  suggested  that  these 
proposals  for  DRG  prospective  reimbursement  system  be 
studied  by  an  appropriate  AMA  council. 

They  further  suggested  the  AMA  petition  the  Depart- 
ment of  HHS  to  broaden  its  experimental  reimbursement 
formula  beyond  the  DRG  concept  — and  that  imple- 
mentation be  done  only  on  an  experimental  basis,  and  be 
restricted  to  selective  areas  before  being  imposed 
nationally. 

Discussion  was  spirited,  and  it  was  pointed  out  that  in 
New  Jersey,  where  the  system  has  been  used,  the  number 
of  DRG’s  has  increased  from  383  to  467,  and  that  it 
appeared  that  30%  of  the  cost  of  the  entire  program  was 
going  for  administration. 

Worst  of  all,  some  physicians  are  bending  to  hopsital 
pressures  to  release  patients  within  DRG  limits;  and,  as  a 
result,  some  patients  are  leaving  the  hospital  before 
receiving  proper  care. 

HOSPITAL  MEDICAL  STAFF  SECTION:  In  1981,  at 
the  interim  meeting,  the  House  of  Delegates  adopted  a 
report  from  the  Board  of  Trustees  which  informed  the 
House  that  a study  of  the  current  relationships  of 
physicians,  individually  and  collectively,  was  being 
studied. 

Later,  during  the  1982  aimual  meeting,  the  Board 
introduced  a report  which  discussed  changes  in  medical 
care  environment,  transient  hospital  management,  and 
medical  staff  issues  and  problems.  Then  they  recom- 
mended a Hospital  Medical  Staff  Section  be  formed  in  the 
AMA. 

Following  the  discussion  and  the  meeting,  the  Board  of 
Trustees  appointed  a Study  Committee  on  Hospital 
Medical  Staffs.  That  committee  filed  a detailed  report  on 
their  deliberations. 

They  adopted  as  their  goals  the  primary  concept  that 
the  awareness  and  communications  of  issues  to  members 
of  hospital  staffs  was  paramount.  Also,  as  a goal,  they 
wanted  to  provide  an  avenue  for  direct  access  into  the 
policymaking  of  the  AMA. 

A goal  which  caught  my  attention  was  to  increase 
membership  in  the  AMA  federation  at  all  levels.  This  item 
could  have  been  originated  only  in  the  AMA  administra- 
tion. 
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The  committee  also  considered  alternative  approaches 
to  hospital  medical  staff  involvement  in  the  AMA.  Such 
things  as  a representational  system  at  a county  level,  use 
of  a new  or  existing  council,  development  of  an 
independent  medical  organization,  creation  of  a society 
similar  to  the  American  Hospital  Association,  or  creation 
of  a section  similar  to  the  American  Bar  Association. 

In  the  judgment  of  the  committee,  all  of  the  various 
alternatives  had  drawbacks  and  that  the  Hospital  Medical 
Staff  Section  proved  to  be  the  only  viable  alternative. 

There  was  a related  resolution  for  Alabama  which  was 
adopted  along  with  this  report  which  mandates  that  this 
Hospital  Medical  Staff  Section  be  monitored  by  an 
appropriate  committee  and  that  progress  and  changes  be 
reported  annually  to  the  House  of  Delegates. 

Although  there  was  no  overwhelming  opposition,  the 
speakers  at  the  reference  committee  were  concerned  that 
the  involvement  of  the  state  and  county  medical  societies 
would  be  further  diluted.  There  was  also  some  question 
whether  or  not  interests  of  medical  staffs  were  adequately 
attended  to  by  the  present  mechanism. 

However,  the  report  was  accepted  as  modified  and 
provides: 

1.  That  the  House  establish  a Hospital  Medical  Staff 
Section  of  the  AMA. 

2.  That  it  shall  have  a governing  council  including  one 
delegate  and  one  alternate  delegate  of  the  AMA. 

3.  That  representation  of  the  Hospital  Medical  Staff 
Section  shall  be  members  of  the  AMA.  Also,  that  they 
should  be  encouraged  to  be  members  of  their  state  and 
county  medical  association. 

a.  First  these  members  may  be  chosen  by  the  elected 
officers  of  the  medical  staff  - but  by  July,  1984,  they 
must  be  elected  by  the  membership  at  large. 

4.  Hospital  Medical  Staff  Section  should  be  organized  as 
an  open  assembly. 

5.  After  five  years,  each  hospital  in  order  to  continue 
eligibility  to  send  a representative,  must  demonstrate 
AMA  membership  of  at  least  the  same  percentage  as 
AMA  membership  nation  wide. 

6.  The  AMA  will  assist  and  support  state  and  county 
efforts  to  relate  to  their  hospital  medical  staff. 

SPECIALTY  SOCIETY  REPRESENTATION:  The 
subject  of  Specialty  Society  Representation  continues  to 
be  a topic  of  considerable  concern  and  debate,  as  it  has 
been  during  the  past  several  meetings  of  the  AMA. 

All  of  this  has  been  adequately  discussed  before,  but  we 
should  be  reminded  that  the  intention  in  providing  for 
organizational  representation  of  national  medical  societies 
in  the  House  of  Delegates  was  to  bring  such  societies 
under  the  AMA  umbrella.  Hence  it  was  felt  that  the  AMA 
should  seek  to  include  under  its  umbrella,  every  respon- 
sible national  medical  specialty  society  that  serves  a 
substantial  number  of  physicians  in  some  professional 
capacity. 

However,  it  has  been  concluded  each  time  the  subject  is 
broached,  that  there  is  a need  for  on-going  review  of  each 
specialty  society  continuing  compliance  with  the  guide- 
lines and  criteria  for  representation  in  the  House  of 
Delegates. 

The  fact  that  this  item  still  has  wide  interest  is  attested 
to  by  the  fact  that  it  was  dealt  with  in  a report  of  the  Board 
of  Trustees,  and  also  addressed  hy  six  separate  resolu- 
tions. 

The  Board  report  originally  suggested  that  each  state 
medical  society  be  granted  an  additional  delegate  who 


would  be  the  current  president.  Also  that  an  additional 
delegate  would  be  granted  if  75%  of  the  society  members 
belong  to  the  AMA.  They  also  suggested  that  the  larger 
specialty  societies  be  granted  additional  delegates  for 
each  7,500  society  members. 

However,  the  reference  committee  declined  to  adopt 
these  three  recommendations.  They  did  vote  to  invite  the 
American  Hospital  Association  and  the  American  Dental 
Association  to  send  official  observers  to  the  AMA 
meeting.  They  also  noted  it  would  be  impractical  to  allow 
dues  to  be  paid  on  an  installment  basis.  They  granted 
dues  exemptions  to  physicians  age  65,  if  they  are  retired, 
and  everyone  over  70,  whether  or  not  they  are  retired. 

All  of  the  above  actions  and  changes  came  about 
because  of  the  delegates’  concern  that  the  votes  of  state 
medical  societies  were  being  diluted.  Nebraska  certainly 
would  have  benefited  by  having  the  state  president  as  a 
delegate,  but  this  really  had  essentially  no  support 

LIABILITY  PROTECTION  FOR  VACCINE 
MAKERS:  Three  state  delegations  and  the  Academy  of 
Pediatrics  are  very  concerned  about  the  fact  that  a certain 
number  of  injuries,  and  even  deaths,  appear  to  be  related 
to  vaccinations  against  polio  and  other  childhood  diseases. 

Dr.  William  Montgomery  of  the  Academy  of  Pediatrics 
said  those  injuries  are  not  the  physicians’  or  the 
manfuacturers’  fault,  they  are  truly  accidents.  Separately, 
the  Academy  of  Pediatrics  intends  to  seek  national 
legislation  for  relief. 

While  this  concept  was  received  favorably,  the  sug- 
gestion that  a fund  be  established  to  compensate  vaccine- 
related  injured  patients  was  refused. 

After  considering  all  the  resolutions,  the  House  voted  to 
support  appropriate  state  and  federal  legislation  which 
would  hold  physicians  harmless  for  adverse  reactions  to 
immunizations  required  by  state  or  federal  law  for 
prevention  of  communicable  disease. 

SPECIAL  REPORT  TO  STUDY  ANNUAL  AND 
INTERIM  MEETINGS:  One  item  which  generated  a 
great  deal  of  interest  and  probably  was  of  lesser 
importance  than  it  was  given,  was  the  matter  of  meetings. 
Dr.  Henry  Twelmeier,  a member  of  our  North  Central 
Conference  from  Wisconsin,  chaired  this  committee,  and 
they  have  surveyed  the  delegates  and  the  staffs  of  all 
states  and  specialty  societies. 

After  all  this  data  had  been  obtained,  and  after  due 
consideration,  they  suggested  that  the  House  of  Delegates 
convene  on  late  Saturday  afternoon,  rather  than  on 
Sunday  as  is  now  the  case.  They  went  on  to  suggest  that 
the  annual  meetings  be  adjourned  on  Wednesday  rather 
than  Thursday,  and  the  interim  meeting  adjourn  on 
Tuesday  rather  than  Wednesday. 

There  were  innumerable  objections  to  this  from  many. 
Probably  the  greatest  objector  was  the  Student-Resident 
Section  who  hold  their  annual  separate  meeting  on  the 
Saturday  preceding  the  AMA. 

After  all  this  work  and  discussion,  nothing  really 
changed.  The  suggestion  was  made,  however,  that  the 
House  of  Delegates  formally  examine  its  format  and 
procedures  every  five  years. 

There  are  many  other  newsworthy  events  happening  at 
the  AMA  other  than  the  interim  actions  of  the  House  of 
Delegates. 

A pamphlet  has  been  published  on  “Future  Directions 
for  Medical  Education”  which  resulted  from  a three-day 
study  of  the  Council  on  Medical  Education. 

The  AMA,  in  conjunction  with  other  providers  in  the 
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private  and  public  sector,  are  developing  a set  of 
principles  for  a Health  Policy  Agenda  for  the  American 
People. 

The  AMA  continues  to  be  the  largest  publisher  of 
scientific  journals.  A new  departure  is  the  publishing  in 
eight  foreign  languages  in  their  representative  foreign 
countries. 

So  in  spite  of  all  the  socioeconomic  problems  and 
difficulties,  the  AMA  continues  to  provide  a vital  and 
important  part  in  health  care  delivery  to  the  nation. 
Respectfully  submitted, 

John  .D.  Coe,  M.D. 

Delegate  to  the  AMA 

REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

The  past  year  has  been  a stable  one  for  the  University 
of  Nebraska  College  of  Medicine.  It  has  seen  strong 
growth  in  scholarship  and  research,  particularly  in  the 
Basic  Sciences,  and  the  Clinical  Departments  of  Internal 
Medicine,  Psychiatry,  Pediatrics  and  Pathology.  Over  the 
past  four  years  the  grant  holdings  of  the  College  of 
Medicine  have  increased  by  84  percent.  As  a result  of  the 
greatly  increased  strength  in  Immunology,  resulting  in 
part  from  the  attraction  of  distinguished  immunologists  in 
a number  of  departments,  a bone  marrow  transplant 
program  has  been  established. 

All  chairs  in  the  College  are  now  filled.  The  Chair  of 
Anesthesiology  has  been  accepted  by  Dr.  Jan  Smith, 
currently  an  Associate  Professor  of  Anesthesiology  at  the 
University  of  Texas  at  San  Antonio.  I am  glad  to  report, 
also,  that  the  Directorship  of  the  Physical  Therapy  section 
for  the  School  of  Allied  Health  has  been  accepted  by  Mr. 
James  Martin,  from  the  University  of  Missouri. 

The  School  of  Allied  Health  is  undergoing  a self-study 
at  the  present  time.  This  self-study  is  intended  to  project 
long-term  demands  for  Allied  Health  personnel  in  the 
state  and  elsewhere.  It  will  also  include  recommendations 
about  any  adjustments  in  the  level  of  activity  in  the 
various  Allied  Health  professions  which  should  impact  on 
either  the  breadth  or  depth  of  our  training  programs. 

Under  the  new  Rules  and  Regulations,  the  College  of 
Medicine  established  a Council  for  Affiliated  Institutions, 
which  was  activated  during  this  past  year.  The  purpose  of 
the  Council  is  to  discuss  matters  of  common  interest  in 
relation  to  teaching  and  research.  Issues  such  as  patterns 
of  residency  rotation  and  the  changing  distribution  of 
residents  are  discussed  and  explored  at  this  council.  An 
exciting  development  has  been  the  establishment  of  a 
Research  Subcommittee  to  explore  and,  where  realistic, 
implement  research  projects  of  interest  to  the  staffs  of  the 
various  affiliated  institutions. 

On  the  Medical  Center  campus,  the  Swanson  Center 
(formerly  Children’s  Memorial  Hospital)  is  undergoing 
renovation  to  provide  much-needed  space.  The  Swanson 
Center  for  Nutrition  is  now  based  there.  The  Department 
of  Preventive  and  Stress  Medicine  and  the  Psychiatric 
Day  Clinic  have  moved  in,  and  an  Eating  Disorders  Clinic 
also  is  being  developed  in  the  building.  Other  areas  of  the 
building  are  being  developed  for  much  needed  additional 
laboratory  facilities. 

The  Junior  Class  is  the  first  to  have  been  evaluated  on 
the  grading  system,  rather  than  honors/pass/fail.  As  they 
approach  their  final  year,  the  merits  of  the  change  are 
being  assessed.  General  agreement  exists  that  grades 
allow  the  student  to  assess  his  performance  better.  The 
class  will  be  the  first  class  to  have  a final  comprehensive 
examination  which  will  be  given  in  December  of  1983. 


Of  special  significance  is  the  very  successful  Centennial 
Fund  Raising  Campaign.  Fund  raising  from  alumni  and 
others  for  the  endowed  chairs  proceeds  well.  Although 
progress  in  one  or  two  of  the  disciplines  is  slow,  overall  we 
are  four-fifths  of  our  way  towards  our  goal  of  five  million 
dollars.  The  College  is  grateful  to  members  of  the 
Nebraska  Medical  Association,  who  have  contributed  to 
this  fund  raising  campaign. 

Respectfully  submitted, 

ALASTAIR  M.  CONNELL,  M.D. 

Dean 

REPORT  OF  THE  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

L.  D,  Cherry,  M.D.,  Lincoln  ■ President;  Stanley  M.  Truhlsen,  M.D., 
Omaha;  Myron  E.  Samuelson,  M.D.,  Wymore;  L.  J.  Chadek.  M.D.,  West 
Point;  William  Chleborad,  M.D.,  Fremont;  Robert  Herpolsheimer,  M.D., 
Seward;  Robert  Quick.  M.D.,  Crete;  Thomas  Wallace,  M.D.,  Gordon; 
Warren  G.  Bosley.  M.D.,  Grand  Island;  Richard  Cottingham,  M.D.,  McCook; 
R.  E.  Donaldson,  M.D.,  North  Platte;  R.  G.  Heasty,  M.D.,  Scottsbluff;  Allan 
C.  Landers,  M.D.,  Scottsbluff;  Dwaine  J.  Peetz,  M.D.,  Neligh;  Russell  L. 
Gorthey,  M.D.,  Lincoln. 

The  activities  of  the  Nebraska  Medical  Foundation 
continue  to  move  at  a rapid  pace. 

Within  the  past  year,  the  Foundation  has  supported  and 
encouraged  the  growth  of  the  state-wide  voluntary  Tumor 
Registry  Program.  A number  of  hospitals  are  now 
participating  and  information  therefrom  has  been  placed 
into  the  computer.  Printout  of  this  information  and  that  of 
each  new  hospital  that  joins  the  program  move  the 
program  closer  to  a successful  activity. 

This  is  a new  and  bold  adventure  for  the  Foundation 
but  the  Board  has  every  confidence  of  its  success  and 
preference,  from  the  standpoint  of  a quality  program  over 
a mandated  activity. 

We  urge  all  members  of  the  NMA  to  support  this 
important  public  service  program  which  has  extensive 
value  to  the  profession  as  an  education  and  research  tool. 

As  is  customary,  we  wish  to  recognize  the  continued 
support  by  the  members  and  Auxiliary.  Your  interest  and 
efforts  through  contributions  are  essential  to  each  and 
every  program  of  the  Foundation.  In  the  past  year,  we 
have  received  $4,605  from  physicians,  $2,601  from  the 
Auxiliary.  Total  receipts  for  the  past  year  amount  to 
$7,206. 

In  this  report,  the  Foundation  wishes  to  give  special 
recognition  and  thanks  to  a contribution  in  the  amount  of 
$5,000  from  the  estate  of  Frank  Stone,  M.D.,  of  Lincoln,  a 
Past  President  of  the  NMA,  1972-1973.  Doctor  Stone  was 
a long-time  contributor  to  the  NMF  and  this  most 
generous  donation  is  most  gratefully  accepted.  Sincere 
gratitude  and  compassion  are  extended  to  his  wife  and 
family. 

Both  the  scholarship  and  student  loan  program  con- 
tinue to  create  activity  for  these  respective  programs.  In 
the  past  year,  $57,500  involving  23  loans  have  been  made 
to  students  at  the  two  medical  schools.  In  the  area  of 
scholarship  grants,  two  medical  students,  one  from  each 
school,  will  begin  reserach  on  approved  projects.  These 
students  will  be  recognized  at  the  third  session  of  the 
House  of  Delegates  and  will  receive  one-half  of  their  grant. 
Recipients  of  the  1982  grants  have  finished  their  projects 
and  received  their  concluding  portion  of  their  scholarship. 

The  Foundation  is  most  pleased  with  the  scholarship 
program  which  continued  to  create  interest  and  produce 
applications  from  the  medical  students. 

In  conclusion,  the  Board  of  Directors  once  again 
expresses  their  appreciation  for  the  interest  and  support 
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of  the  membership  and  Auxiliary.  Your  deductible 
contributions  permit  the  Foundation  to  continue  its 
educational  programs  and  activities.  We  look  forward  to 
your  continued  support. 


REPORT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION  MEDICAL  STUDENT  CHAPTER 

The  concept  of  a Nebraska  Medical  Association 
Medical  Student  Chapter,  hereafter  NMA-MSC,  was 
formulated  by  a small  group  of  students  just  over  one  year 
ago.  The  group  worked  toward  and  established  a Student 
Chapter  of  the  NMA,  following  preparation  and  approval 
of  a constitution  and  by-laws  by  the  House  of  Delegates  of 
the  Nebraska  Medical  Association  at  the  spring  session  of 
1982. 

The  NMA-MSC,  in  the  fall  of  1982,  elected  five  officers 
and  two  delegates  to  make  up  its  Executive  Council: 
President  - Robert  Bridge,  M3;  Vice  President  - Ann 
Meyer,  M2;  Secretary  - Peggy  Hickey,  M2;  Treasurer  - 
Nancy  Hicks,  M2;  Member-at-Large  - Beth  Babcock, 
Ml;  Delegate  - Edward  Raines,  M3;  and  Delegate  - Val 
Arkoosh,  Ml. 

The  NMA-MSC  has  a current  membership  of  116;  110 
NMA-MSC  and  NMA  members,  and  6 NMA-MSC 
members  only.  There  is  approximately  an  equal  repre- 
sentation from  each  of  the  four  class  levels  at  UNMC. 

The  NMA-MSC,  with  approval  from  Dr.  Allan  Landers, 
recommended  and  received  appointment  of  student 
members  to  each  of  the  NMA  Commissions.  Students 
with  NMA-MSC  and  NMA  membership  were  elected  to 
the  Commissions  by  the  Executive  Council  of  the  NMA- 
MSC  in  January,  1983.  Also,  in  January,  the  Chapter 
established  and  will  sponsor  a speaker  program  entitled, 
“My  Specialty.”  The  program  offers  the  entire  student 
body  a forum  to  absorb  and  interact  with  various 
specialists  and  practitioners. 

The  Metropolitan  Omaha  Medical  Society  offered  to 
sponsor  five  members  of  the  NMA-MSC  to  attend  each  of 
its  meetings.  Five  members  of  MOMS  host  the  NMA- 
MSC  members  on  a one-to-one  basis  at  each  meeting. 

The  Chapter  members  have  shown  active  participation 
at  the  bi-monthly  NMA-MSC  meetings.  Social  events 
organized  by  the  NMA-MSC  have  served  to  spread 
information  about  our  Chapter’s  function  to  members  and 
students  interested  in  membership. 

Future  goals  of  the  NMA-MSC  include: 

Establishment  of  standing  committees  including: 

a.  Publication 

b.  Membership 

c.  MOMS/NMA-MSC  Program 

Through  establishment  of  the  NMA-MSC,  it  is  hoped 
that  this  student  Chapter  will,  (1)  give  students  a better 
understanding  of  organized  medicine,  and  (2)  provide  a 
new  interaction  which  will  encourage  Nebraska  trained 
physicians  to  stay  or  return  to  practice  in  the  fine  State  of 
Nebraska. 

Respectfully  submitted, 

ROBERT  S.  BRIDGE 
President,  NMA-MSC 

REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Joel  Johnson,  M.D.,  Keamey  * Chairman;  John  D.  Coe,  M.D.,  Omaha;  Jon 
J.  Hinrichs,  M.D.,  Lincoln;  Edward  M.  Malashock,  M.D.,  Omaha;  Donald 
Prince,  M.D.,  Minden;  Joseph  C.  Scott,  M.D.,  Omaha;  R.  C.  Weldon,  M.D., 
Nebraska  City;  Patricia  Head-Williams,  Omaha. 


The  Commission  on  Association  Affairs  was  assigned 
two  topics  for  review  and  recommendation  by  the  House 
of  Delegates  at  the  Fall,  1982  session.  The  Commission 
has  reviewed  both  subjects  and  herewith  submits  its 
report. 

The  first  item  concerns  Resolution  #3  recommending 
consideration  of  a Councilor  District  nominating  commit- 
tee. The  Commission  has  reviewed  and  discussed  this 
issue  carefully  and  concurs  with  the  thrust  of  the 
resolution.  Accordingly  it  is  the  recommendation  that  the 
following  modification  be  made  in  the  By-Laws  of  the 
Nebraska  Medical  Assocation  in  regard  to  this  subject. 

CHAPTER  XI  — BOARD  OF  COUNCILORS 

Section  2.  In  cases  where  a Councilor  District  Society  is 
active  with  reference  to  a Councilor  District,  the  Councilor 
candidate  or  candidates  shall  be  nominated  by  the 
Councilor  District  Society.  In  other  Councilor  Districts, 
the  President  of  the  Nebraska  Medical  Association 
shall  appoint  a nominating  committee  for  each 
District  in  which  there  is  a need  to  elect  a Councilor. 
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te -ao^er -eueh-dietricfe- Said  nomination  shall  be  certified 
by  the  Chairman  eeerotoiy  of  the  District  Nominating 
Committee  eomponent-seeiety  and  filed  in  the  office  of 
the  Nebraska  Medical  Association  at  least  15  days  in 
advance  of  the  Annual  Session  of  the  Association. 
Election  shall  be  determined  by  a majority  vote  of  the 
members  of  the  House  of  Delegates  by  secret  ballot  held 
in  the  manner  provided  in  Chapter  VIII  of  these  By-Laws 
with  respect  to  election  of  officers. 

The  second  item  of  discussion  referred  to  the  Com- 
mission concerned  review  and  recommendations  for  the 
establishment  of  a peer  review  program  in  Nebraska.  Your 
Commission  herewith  submits  the  following  recommenda- 
tions on  this  subject. 

The  Nebraska  Medical  Association  has  considered  and 
debated  the  insitution  of  a Professional  Standards  Review 
Organization  as  mandated  by  the  federal  government  in 
1972.  Nebraska  chose  not  to  implement  this  program,  (the 
only  state  not  to  do  so),  as  it  was  the  opinion  of  the 
Association  that  the  government  was  interested  only  in 
cost  containment  and  not  peer  review. 

In  1982,  the  law  was  changed,  (TEFRA  Act),  establish- 
ing the  Professional  Review  Organization,  stating  that 
whereas  medical  associations,  etc.,  would  be  given 
preference  in  establishing  a PRO,  any  organization  could 
be  so  designated  for  a given  area.  There  is  a question  of 
implementation  and  funding  of  this  law,  particularly  as 
HHS  is  embarking  on  a program  called  Diagnosis  Related 
Group,  (DRG),  (a  hospital  reimbursement  plan). 

Regardless  of  the  federal  related  program,  the  basic 
question  is:  Should  the  Nebraska  Medical  Association 
sponsor  a peer  review  organization?  Hospital  level 
peer  review  and  utilization  committees  were  felt  to  be 
the  basic  building  blocks  of  peer  review,  but  that  there 
are  instances  where  local  groups  cannot  function  ade- 
quately without  assistance.  Furthermore,  third-party 
carriers  now  make  independent  decisions  without  guid- 
ance or  influence  of  medical  organization. 

Perhaps  the  most  compelling  reason  for  PRO  establish- 
ment is  that  the  citizen  who  pays  the  bill  has  at  present 
only  limited  access  to  a medical  forum  to  express  his 
grievances.  Establishment  of  a PRO  should  enhance  a 
better  public  image. 

If  a PRO  were  to  be  established  by  the  Nebraska 
Medical  Association  as  a voluntary  program,  the  Com- 
mission believes  the  physicians  should  be  paid  for  their 
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work  and  that  all  members  should  rotate  as  voluntary 
members,  thus  serving  as  an  educational  experience  and 
providing  a valuable  service,  both  to  the  reviewed  and  to 
the  reviewer. 

The  Commission  on  Association  Affairs  of  the  Ne- 
braska Medical  Association  therefore  recommends  to  the 
House  of  Delegates,  the  establishment  of  a peer  review 
committee,  not  because  the  law  dictates,  but  because  it  is 
needed  by  the  public  and  by  the  physicians. 

Report  G of  the  AMA  Council  on  Medical  Services 
adopted  by  the  AMA  House  of  Delegates  12/3/82,  was 
used  as  part  of  the  study  of  the  Commission  as  it 
deliberated  this  issue. 


REPORT  OF  THE  COMMISSION  ON 
CLINICAL  MEDICINE 

William  Rumbolz,  M.D.,  Omaha  - Chairman;  John  Bancroft,  M.D., 
Kearney;  Jackson  Bence,  M.D.,  Grand  Island;  James  Carson.  M.D., 
McCook;  Patrick  Clare,  M.D.,  Lincoln;  Robert  Osborne,  M.D.,  Lincoln; 
Francis  Donahue,  M.D.,  Omaha;  John  Peterson,  Omaha. 

The  Commission  on  Clinical  Medicine  has  several  Ad- 
Hoc  Committees.  The  Ad-Hoc  Committee  on  Maternal 
and  Child  Health  submits  the  following  report. 

Ad-Hoc  Committee  on  Maternal  and  Child  Health 

William  Rumbolz,  M.D.,  Omaha  ■ Chairman.  Section  on  Maternal 
Mortality  Review;  George  M.  Adam.  M.D.,  Hastings;  Charles  Field,  M.D., 
Omaha;  L.  Palmer  Johnson.  M.D.,  Lincoln;  Bruce  Taylor,  M.D.,  Lincoln; 
Larry  Wilson.  M.D.,  Gothenburg;  Beth  Babcock,  Omaha.  Section  on 
Perinatal  Mortality  Review:  Lawrence  Bausch.  M.D..  Lincoln;  Robert 
Grant,  M.D.,  Lincoln;  Robert  Nelson,  M.D.,  Omaha;  Kenton  Shaffer.  M.D., 
Kearney;  Michelle  Powell.  Omaha. 

The  Ad-Hoc  Committee  on  Maternal  and  Child  Health 
of  the  Nebraska  Medical  Association  met  on  Tuesday, 
February  15,  1983,  at  the  NMA  Headquarters  Office  in 
Lincoln,  Nebraska. 

The  meeting  was  called  to  order  by  Doctor  Rumbolz. 

ITEM  I:  A twenty  year  review  of  Maternal  Mortality 
was  presented  at  the  NOGS  meeting  in  December.  Since 
that  time  seven  additional  deaths,  all  of  a non-obstetric 
nature  were  identified  by  the  Health  Department,  through 
items  on  the  death  certificates.  These  have  been  added  to 
the  list,  and  the  paper  accepted  by  the  Nebraska 
Medical  Journal  for  future  publication. 

ITEM  II:  Perinatal-Neonatal  Death  Review  — Carol 
Hill  and  Doctor  Grant  presented  the  Committee  with  a list 
of  information  obtained  from  the  computer  on  fetal  deaths 
and  perinatal  deaths  for  the  year  1980.  In  total,  all  but 
about  30  of  these  were  reported  back  to  the  Health 
Department.  Of  interest,  half  of  the  cases  not  reported 
came  from  the  University  of  Nebraska  Neonatal  Intensive 
Care  Center.  Doctor  Nelson,  a member  of  the  Committee, 
will  be  contacted  regarding  how  this  could  be  effectively 
changed. 

A review  of  the  statistics  indicated  that  it  is  advisable  to 
continue  collecting  the  information  for  input  into  the 
computer  and  future  evaluation. 

Doctor  Shaffer  suggested  several  areas  where  the 
information  should  be  individually  reviewed  by  members 
of  the  Committee  to  clarify  what  the  actual  statistics  show. 
Six  items  were  selected  for  individual  review,  and 
members  of  the  Committee  were  assigned  to  this. 

1.  Deaths  in  primary  care  hospitals  to  be  reviewed  by 

Doctors  Bausch  and  Shaffer. 

2.  Deaths  occurring  due  to  respiratory  distress  of 

asphyxia,  as  evidenced  by  low  apgar  scores  will  be 


reviewed  by  Doctor  Grant  with  the  help  of  a 
statistician. 

3.  Deaths  occurring  in  relation  to  cesarean  sections  will 
be  reviewed  by  Doctors  Rumbolz  and  Grant 

4.  Deaths  occurring  in  patients  induced,  to  be  reviewed 
by  Doctor  Palmer  Johnson  and  Doctor  Bruce  Taylor. 

5.  Deaths  occurring  in  term  infants,  to  be  reviewed  by 
Doctor  Bausch. 

6.  Deaths  occurring  during  labor,  to  be  reviewed  by 
Doctor  Rumbolz. 

In  the  course  of  discussion.  Doctor  Field  stressed  the 
importance  of  educating  Nebraska  physicians  on  identify- 
ing an  accurate  cause  of  death  in  both  the  perinatal  and 
fetal  areas.  It  was  suggested  that  perhaps  an  article  regard- 
ing an  autopsy  of  a stillborn  would  be  in  order  for  the 
Nebraska  Medical  Journal.  Too  often  the  reason  for 
the  death  that  appears  on  the  death  certificate,  is  vague 
and  non- informative.  More  stress  will  be  directed  at  this 
category  in  reviewing  the  areas  listed  above. 

There  was  no  further  business,  and  the  meeting  was 
adjourned,  with  the  plan  of  having  an  update  of  informa- 
tion at  the  time  of  the  Nebraska  Medical  Association 
meeting,  April  29th,  at  the  close  of  the  Nebraska  Perinatal 
Section  meeting. 


REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 

Jerald  R.  Schenken,  M.D.,  Omaha  - Chairman;  Chris  Caudill,  M.D., 
Lincoln;  Monroe  Dowling,  M.D.,  Lincoln;  John  Fitzgibbons,  M.D.,  Omaha; 
Robert  Sidner,  M.D.,  Kearney;  Todd  Sorensen,  M.D.,  Scottsbiuff;  Herbert 
Reese,  M.D.,  Lincoln. 

The  Commission  on  Governmental  Affairs  met  twice 
since  the  last  House  of  Delegates  meeting,  both  by 
conference  calls.  The  following  items  were  discussed. 

1.  HR  4961:  The  regulations  implementing  Section 
108  of  the  TEFRA-82  will  present  problems  to  all 
hospital-based  physicians.  Your  Commission  is  concerned 
about  the  arbitrary  way  in  which  the  regulations  appear  to 
make  distinctions  between  services  of  physicians  and 
services  of  non-physicians.  Your  Commission  recom- 
mended to  the  Board  of  Directors  that  the  Nebraska 
Medical  Association  comment  on  these  regulations  and 
ask  them  to  be  withdrawn.  The  final  regulations  were 
published  on  Wednesday,  March  2,  1983.  Your  Com- 
mission will  review  the  final  regulations  and  make 
additional  recommendations  to  the  president  and  Board 
of  Directors  as  appropriate. 

2.  Conditions  for  participation  of  hospitals  in  Medi- 
care: On  January  6,  1983,  the  federal  government 
published  in  the  Federal  Register  proposals  to  modify 
the  conditions  for  participation  of  hospitals  in  Medicare. 
These  conditions  have  to  be  met  by  a hospital  if  it  is  to  be 
reimbursed  for  Medicare  patients.  Hospitals  which  are 
JCAH  accredited  are  deemed  to  meet  these  conditions 
without  actual  inspection  on  the  peut  of  the  government. 

The  new  proposals  recommend  the  extension  of  the  use 
of  the  term  “physician”  beyond  the  present  doctor  of 
medicine  and  osteopathy  to  include  optometrists,  po- 
diatrists, and  chiropractors.  Many  of  the  subsequent 
recommendations  to  which  we  have  considerable  concerns 
are  clouded  by  requirements  that  a “physician”  perform  a 
certain  service  utilizing  this  new  definition  of  a physician. 
In  addition,  many  of  the  previous  requirements  for 
committee  structures,  quality  assurance  programs,  etc. 
have  been  simplified  or  withdrawn.  For  example,  no 
requirement  for  autopsy  is  mentioned. 
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Your  Commission  has  recommended  that  the  Nebraska 
Medical  Association  submit  comments  opposing  these 
changes  and  recommends  that  these  proposals  be 
withdrawn.  We  will  continue  to  monitor  developments  in 
this  area. 

REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Omaha  - Chairman;  Edward  E.  Gatz,  M.D., 
Omaha;  Donald  T.  Glow,  M.D.,  Omaha;  John  J.  Hoesing,  M.D.,  Omaha; 
Donald  E.  Matthews,  M.D.,  Lincoln;  Craig  R.  Nolte,  M.D.,  Lincoln;  Joseph 
M.  Rapoport,  M.D.,  Omaha;  F.  Thomas  Waring,  M.D.,  Fremont;  John 
Beneke,  Omaha. 

During  the  past  year,  the  Commission  has  maintained  a 
multi-media  program  of  public  information  on  a broad 
range  of  health  care  topics.  Use  of  material  produced  by 
the  media  indicated  a continuing  interest  in  health  and 
health  care  news  of  a substantial  and  moderate  nature. 

The  several  projects  of  the  Commission  were: 

(1)  Continued  production  of  “Health  News  Update,”  a 
2:30  to  3:00  minute  taped  radio  program  of  interviews 
with  NMA  members  on  specific  areas  of  health  news 
interest.  The  completed  programs  include  an  announcer 
introduction,  announcer  questions  and  bridging  comment, 
with  answers  and  comments  by  the  physician  being 
interviewed.  Subjects  covered  in  interviews  have  in- 
cluded: clinical  death/resuscitation;  dehydration;  knee 
surgery;  poisons;  mental  health;  diabetes;  asthma;  whoop- 
ing cough;  breast  feeding;  leukemia;  chewing  tobacco; 
heart  attacks;  pain  control;  sudden  infant  death  syndrome; 
why  its  good  to  give  at  Christmas;  stress;  herpes; 
advances  in  pediatric  care;  coping  with  stress;  laser 
treatments  (eyes);  and  diarrhea. 

The  completed  program  is  approved  by  the  interviewee, 
and  a screening  committee  of  two  members  representing 
the  Commission.  The  program  is  then  called  to  the  news 
departments  of  a group  of  radio  stations  in  the  state  who 
have  agreed  to  accept  the  material  and  utilize  it  either  in 
its  entirety  or  takes  from  it.  A schedule  of  two  programs 
per  month  is  currently  being  maintained.  Response  from 
news  department  employees  taking  the  tapes  is  usually 
positive  and  appreciative.  Our  subject  matter  is  not 
always  of  the  “headline”  variety  some  news  people  prefer, 
but  is  basic  health  and  medical  news  on  the  forefront  of 
areas  of  great  interest.  Interview  topics  are  selected  by  the 
Commission  with  the  purpose  of  being  of  interest  to 
listeners  who  wish  to  hear  health  news  information  which 
is  current  and  objective.  Radio  stations  currently  re- 
ceiving the  program:  KFOR,  Lincoln;  KBHL,  Lincoln; 
KGMT,  Fairbury;  KMMJ,  Grand  Island;  KRVN,  Lexing- 
ton; KRGI,  Grand  Island;  WJAG,  Norfolk;  KERB, 
Ainsworth;  KFAB,  Omaha;  KYNN,  Omaha;  KCOW, 
Alliance;  KPNY,  Alliance;  KCSR,  Chadron;  KGFW, 
Kearney;  KRNY,  Kearney;  KHUB,  Fremont;  KNEN, 
Norfolk;  KMOR,  Scottsbluff;  KNEB,  Scottsbluff;  KOLT, 
Scottsbluff;  KODY,  North  Platte;  and  KSYZ,  Grand 
Island. 

The  total  cost  for  the  program  is  $150  each.  This 
amount  includes  the  work  of  planning,  interviewing,  script 
preparation,  announcer  voice,  studio  production  of  the 
completed  program  ready  for  airing,  securing  approval  of 
the  tapes  by  the  approval  team  of  physicians,  and  calling 
the  tapes  to  the  individual  stations  so  they  can  record  the 
tape  in  their  news  room.  The  program  is  currently  being 
carried  out  on  an  appropriation  of  $3,750  approved  by  the 
Board  of  Directors  to  cover  the  costs  for  a one  year  period. 
As  programs  are  called  out  the  evaluation  of  the  program 
is  solicited  and  recorded,  providing  the  Commission  with 
an  ongoing  assessment  of  radio  station  appraisal  of  the 
program. 


Subjects  to  be  covered  in  programs  planned  for  the 
future  include:  cancer;  lens  implants;  child  abuse;  child 
seat  belts;  chymopapain  injections;  joint  replacements; 
low  back  pain;  normal  delivery  following  c-sections; 
obstetrical  aspects  of  premature  labor;  fertility;  im- 
potency;  seizures;  headaches;  NMR;  contact  lenses; 
percutaneous  coronary  angioplasty;  pediatric  cardiology; 
diagnostic  amniocentesis;  poison  ivy;  smoking;  obesity; 
mega  vitamin  useage;  adolescent  drug  abuse;  physician 
supply;  gerontology;  farm  injuries;  neurosurgery/vascular 
by-pass. 

(2)  The  annual  “Report  of  the  State  of  Our  Health  in 
Nebraska”  was  prepared  and  distributed  to  news  media 
for  use  between  Christmas,  1982,  and  the  end  of  the  year. 
“Wellness’  was  the  theme  of  the  report,  with  a compilation 
of  the  age-at-death  gain  attained  by  the  Nebraskans 
during  the  past  forty  years.  The  report  was  used 
extensively  by  the  news  media.  This  was  the  third  such 
“State  of  the  Health”  report  by  the  Commission.  The 
report  is  issued  by  the  President  of  the  NMA  and  will  be 
repeated  at  the  end  of  1983. 

(3)  A packaged  series  of  30-second  public  service 
announcements  will  be  prepared  with  Doctor  Dwaine  J. 
Peetz  and  distributed  to  the  radio  stations  who  have 
indicated  they  will  use  them.  This  series  is  normally  used 
for  several  months  and  is  an  extremely  well-used  and  cost- 
effective  activity  for  getting  health  and  medical  news  to 
people  in  a manner  which  brings  credit  to  the  Nebraska 
Medical  Association. 

(4)  The  Commission  continues  to  distribute  a packet  of 
Health  Tips  to  more  than  200  newspapers  and  75  radio 
stations  each  month.  During  1982,  the  Commission 
surveyed  television  stations  regarding  their  appraisal  of 
the  TV  public  service  video  materials  we  had  been 
circulating  to  nine  TV  stations.  The  overwhelming 
response  from  the  program  people  at  the  TV  stations  was 
that  the  video  material  we  were  supplying  was  not  of  the 
quality  they  would  prefer.  The  suggestions  by  all  but  two 
of  the  stations  was  that  we  should  produce  video  tape 
material  rather  than  the  slide  materials  we  had  been  using 
for  several  years.  In  keeping  with  the  Commission’s  policy 
of  quality  for  our  communications  materials,  it  was 
decided  that  we  would  discontinue  the  TV  Health  Tips 
until  such  time  as  the  quality  product  public  service 
announcement  can  be  initiated  and  maintained.  We  are 
studying  the  various  options  and  costs  in  this  area  and  will 
during  1983,  develop  a plan  for  consideration  regarding 
TV  public  service  time.  Use  of  the  Health  Tips  by 
newspapers  is  growing  at  about  25%  for  1983  over  1982, 
according  to  intial  returns.  In  1982,  an  average  of  41 
newspapers  per  month  published  94  Health  Tips  per 
month.  In  1983,  the  useage  is  up  to  an  average  of  51 
newspapers  per  month.  They  use  an  average  of  114 
Health  Tips  per  month. 


REPORT  OF  THE  STUDY  COMMITTEE 
ON  COST  AWARENESS 

C.  A.  McWhorter,  M.D.,  Omaha  ■ Chairman;  Stanley  L.  Davi.s,  M.D., 
Omaha;  H.  Jeoffrey  Deeth.s,  M.D.,  Omaha;  Allen  D.  Dvorak.  M.D.,  Omaha; 
William  T.  Griffin,  M.D.,  Lincoln;  Robert  Haag.  M.D..  Lincoln;  Theo.  J, 
Lemke,  Jr.,  M.D.,  Columbus;  Robert  E.  Lovgren,  M.D.,  Omaha;  Harold  G. 
Smith,  M.D.,  Fremont;  Chris  Olson,  Omaha. 

The  Committee  met  on  February  23,  1983,  at  the 
Headquarters  Office  of  the  Metropolitan  Omaha  Medical 
Society.  Members  present  were:  Drs.  C.  A.  McWhorter; 
Stanley  Davis;  H.  -Joeffrey  Deeths;  Robert  Lovgren;  Theo. 
J.  Lemke;  Dwaine  Peetz,  President-Elect;  and  Mr.  Ken 
Neff,  Executive  Director,  Nebraska  Medical  Association. 
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The  Committee  reviewed  its  past  actions  and  recom- 
mendations to  the  House  of  Delegates  and  to  the  Board  of 
Directors.  The  Committee  approved  of  the  Newsletter  to 
be  developed  by  the  staff  and  Doctor  McWhorter  for 
approval  and  publication.  This  has  been  completed  and 
the  Newsletter  to  go  to  the  membership  of  the  Nebraska 
Medical  Association  was  mailed  April  6th. 

The  Committee  recommended  that  a news  release  on 
the  subject  of  Cost  Awareness  and  Cost  Containment  be 
considered  by  the  NMA  and  this  should  come  from  the 
President  of  the  Association.  It  was  suggested  that  the 
Public  Affairs  Commission  develop  information  on  this 
subject  for  distribution  through  various  media  sources  as 
a public  relations  responsibility. 

The  members  of  the  Committee  present  urged  the 
several  subcommittees  of  the  Study  Committee  be 
activated  to  make  contacts  with  the  various  groups  such 
as  the  Nebraska  Hospital  Association,  Labor,  Business 
and  Industry,  and  Health  Care  Insurance.  The  Nebraska 
Medical  Association  staff  will  help  develop  these  meet- 
ings at  their  earliest  convenience  of  the  members  and  the 
staff. 

The  Committee  informed  Doctor  Peetz  that  they  were 
willing  to  accept  any  specific  requests  from  the  NMA 
Board  of  Directors  for  future  development  of  material  on 
this  subject. 

REORT  OF  THE  COMMITTEE 
ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr..  M.D.,  Sidney  - Chairman;  Gordon  Adams,  M.D., 
Norfolk;  Lewiston  W.  Birkmann.  M.D.,  Lincoln;  James  Carson.  M.D., 
McCook;  Allen  Dvorak,  M.D..  Omaha;  Dale  Ebers,  M.D.,  Lincoln;  Louis  J. 
Gogela,  Jr.,  M.D.,  Beatrice;  Roger  Jacobs,  M.D.,  Seward;  Duane  Krause. 
M.D.,  Fremont;  Morton  H.  Kulesh,  M.D.,  Omaha;  Roger  D.  Mason.  M.D., 
Omaha;  Donald  Prince,  M.D.,  Minden;  C.  Lee  Retelsdorf,  M.D..  Omaha; 
Eugene  Sucha,  M.D..  West  Point;  Craig  Urbauer.  M.D.,  Lincoln;  Thomas  H. 
Wallace.  M.D.,  Gordon 

The  Committee  on  Health  Planning  met  on  September 
10,  1982.  Subjects  discussed  included  the  following: 

(1)  Development  of  an  NMA  position  on  future  directions 
of  Medical  Education  and  the  relationship  between  the 
NMA  and  Nebraska’s  Medical  Schools.  This  is  a very 
complex  subject  which  has  been  considered  at  length  by 
the  AMA’s  Council  on  Medical  Education  whose  report 
was  adopted  by  the  AMA  House  of  Delegates  in  1982.  A 
position  paper  in  this  regard  has  not  been  finalized  to 
date. 

(2)  NMA’s  future  position  on  Physician  Assistants  and 
Nurse  Practitioners.  This  subject  also  continues  under 
study. 

(3)  NMA’s  position  on  Chiropractic  and  Podiatry.  It  was 
the  concensus  that  no  specific  statements  regarding  these 
licensed  limited  practitioners  be  developed  at  this  time. 

(4)  The  EMS  Plan  presented  to  the  Association  by  the 
Nebraska  Chapter  of  the  American  College  of  Surgeons 
was  reviewed  and  found  to  be  in  conflict  with  NMA  policy 
in  several  respects.  It  is  recommended  that  the  NMA  not 
endorse  this  preliminary  plan  but  work  with  the  interested 
parties  to  develop  a working  document  which  more  nearly 
meets  the  needs  of  Nebraskans  and  utilize  the  EMS 
services  and  Nebraska’s  hospital  facilities  in  a more 
appropriate  manner. 

(5)  The  4th  Edition  of  the  State  Health  Plan  was  also 
considered.  Since  the  September  meeting  of  the  Com- 
mittee, this  4th  Edition  of  the  State  Health  Plan  has  been 
reviewed  and  comments  of  the  NMA  are  appended.  This 
plan  was  improved  as  a result  of  the  public  hearing  and 
review  process  and  was  adopted  by  the  State  Health 
Coordinating  Council  in  November,  1982. 


The  State  Health  Coordinating  Council  has  been 
restructured  in  1983,  and  now  consists  of  two  committees, 
the  Plan  Development  and  Plan  Implementation  Com- 
mittees, plus  an  Executive  Committee.  Both  of  the  new 
committees  are  chaired  by  NMA  members  and  as 
chairmen  they  also  serve  on  the  Executive  Committee  of 
the  SHCC.  In  the  opinion  of  your  Chairman,  the  NMA  has 
been  and  will  continue  to  be  well  represented  by  the  four 
physicians  who  serve  on  the  SHCC. 

Currently,  a Technical  Advisory  Committee  is  being 
formed  by  the  SHCC  to  study  and  evaluate  Nuclear 
Magnetic  Resonance  and  other  new  imaging  technology. 

A joint  meeting  of  the  Area  Health  Advisory  Committees 
and  the  SHCC  is  scheduled  for  May  20,  1983.  These 
Health  Advisory  Committees  were  formed  to  provide 
regional  input  into  the  Health  Planning  Process  of  the 
state  when  health  planning  was  consolidated  into  a single 
agency  for  the  state  at  the  request  of  former  Governor 
Charles  Thone  in  1982,  and  provide  a means  through 
which  local  issues  may  be  brought  to  the  State  Agency 
(SHCC).  These  AHAC’s  meet  quarterly  and  may  be 
convened  more  frequently  if  the  need  arises. 

Your  Committee  on  Health  Planning  will  continue  to 
monitor  the  Health  Planning  Process  in  Nebraska  and 
recommend  actions  by  the  NMA  as  appropriate.  Your 
comments  and  input  are  solicited. 


COMMENTS  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION 
on  the 

DRAFT  OF  SHP  IV 

The  Nebraska  Medical  Association  continues  to  be 
actively  interested  and  involved  in  health  planning. 
Physicians  are  encouraged  by  the  interest  inspired  and 
fostered  by  the  health  planning  program. 

It  has  become  increasingly  evident  to  the  physician 
community  that  major  reductions  in  the  needs  for  and  the 
cost  of  medical  care  lie  in  the  encouragement  of  more 
healthy  life  styles.  The  President  of  the  AMA,  Dr.  Dan 
Cloud,  pointed  out  in  his  1982  address  that  nearly  50%  of 
the  resources  expended  for  medical  care  (approximately 
125  billion  dollars)  could  be  saved  if  those  diseases  and 
injuries  related  to  the  use  of  tobacco  and  alcohol  could  be 
prevented.  The  task  of  promoting  a more  healthy  life  style 
requires  a total  community  effort  including  the  home,  the 
school,  the  work  place,  the  church,  governmental  sub- 
divisions, legislative  activity,  and  the  health  and  medical 
care  components.  It  appears  obvious  that  the  medical 
practitioners  and  health  care  institutions  must  care  for 
those  persons  who  became  ill  or  injured  but  prevention  of 
these  conditions  requires  changes  on  the  part  of  the 
public. 

A change  in  public  attitude  can  also  result  in  major 
savings.  Currently  many  persons  who  are  covered  by 
health  insurance  consider  the  use  of  same  as  an  earned 
benefit  and  make  little  attempt  to  seek  care  in  the  most 
cost  effective  setting.  More  commonly,  personal  con- 
venience is  the  motivating  force  which  sends  persons  to 
outpatient  departments  for  dispensary  care  rather  than 
for  true  emergencies.  This  “convenience  care”  may  be  2-5 
times  as  expensive  as  comparable  care  in  a physician’s 
office  and  all  insureds  share  in  the  expense  of  such  care. 
The  use  of  deductibles,  surcharges,  copayments,  or  other 
similar  mechanisms  may  have  some  beneficial  impact,  but 
a change  in  basic  motivation  is  necessary  so  that  persons 
seeking  medical  care  will  exercise  good  economic  judg- 
ment in  the  purchase  of  this  care. 

Physicians  and  hospitals  are  dedicated  to  relieving  pain 
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and  suffering  and  to  the  restoration  of  patients  to  the  best 
state  of  health  possible.  They  are  constantly  developing 
new  methods  of  treatment  for  the  complex  diseases  and 
injuries  encountered.  Many  of  these  treatments  involve 
sophisticated  and  expensive  technology.  The  public  has 
come  to  expect  such  care  and  we  must  be  very  careful  that 
in  our  evaluation  of  such  technologies  we  do  not  deny  the 
benefits  to  persons  whose  lives  might  depend  on  them.  It 
has  become  evident  that  the  benefits  of  computerized 
axial  tomography  far  outweigh  the  cost  incurred  because 
of  the  non  invasive  nature  of  this  diagnostic  instrument. 
The  technological  explosion  is  continuing  and  unneces- 
sary or  time  consuming  regulations  ought  not  be  used  to 
deny  the  benefits  of  same  to  persons  whose  lives  may 
depend  upon  the  availability  of  such  technology. 

If  we  are  significantly  successful  in  changing  the  life 
styles  of  enough  persons  that  it  impacts  the  cost  of 
medical  care,  one  of  the  results  could  be  increased  cost 
per  patient  in  hospitals  even  though  the  overall  cost  of 
care  would  be  reduced.  Simplistic  answers,  such  as  “a 
reduction  in  the  number  of  hospital  beds  will  result  in 
reduced  cost  of  medical  care”,  contribute  little  to  the 
solution  of  the  overall  problems.  There  needs  to  be  on- 
going studies  of  the  efficiency  of  hospital  care  in  various 
diseases  and  continuing  development  of  new  treatment 
strategies  for  dealing  with  those  problems  for  which  we 
have  inadequate  or  ineffective  treatment.  HI  and  injured 
patients  will  continue  to  need  medical  care  and  treatment, 
but  Lii  increasingly  healthy  population  should  require  less 
care  in  the  future. 

More  specific  comments  are  as  follows: 

Long  range  recommended  action  #3  calls  for  enforce- 
ment of  state  statute  with  regard  to  immunizations.  A 
review  of  the  immunization  levels  currently  obtained 
suggests  that  a good  level  has  already  been  achieved  and 
should  be  maintained.  However,  in  light  of  recent 
publicity  regarding  pertussis  vaccine  reactions  and  the 
ever  increasing  litigation  arising  in  the  product  liability 
area,  it  would  appear  to  be  most  appropriate  to  consider 
some  type  of  indemnity  statute  which  would  protect  both 
the  manufacturer  and  the  administering  organization 
(physician,  clinic,  state  immunization  specialist,  etc.)  from 
unwarranted  court  awards  in  the  event  of  an  immunization 
reaction.  Without  such  protection,  it  is  possible  that 
pharmaceutical  companies  may  discontinue  the  manu- 
facture of  certain  vaccines  or  that  physicians  may 
discontinue  giving  some  or  all  immunizations  because  of 
the  possible  liability  involved.  Very  few  persons  and  a 
limited  number  of  physicians  remember  the  ravages  of 
whooping  cough,  or  even  of  polio  for  that  matter,  and  are 
more  easily  influenced  by  inaccurate  and  misleading 
media  presentations  which  tend  to  sensationalize  the  rare 
and  uncommon  occurrence.  Indeminification  is  probably 
more  important  to  maintain  high  levels  of  immunity  than 
any  other  activity  in  this  regard. 

Long  range  recommended  action  #4  emphasizes  the 
use  of  state  and  volunteer  organizations  in  screening. 
Perhaps  some  thought  should  be  given  to  the  develop- 
ment of  a cooperative  effort  with  the  Nebraska  Medical 
Association,  the  Nebraska  Hospital  Association,  and  the 
Nebraska  Nurses  Association  in  the  establishment  of  a 
“blood  pressure  week”  or  a health  screening  week  during 
which  these  groups  would  provide  blood  pressure 
screening,  urine  testing  for  glycosuria,  and  (on  a demon- 
stration project  basis  first)  hemocult  testing  for  occult 
blood  in  the  stool.  This  program  could  utilize  the 
assistance  of  the  State  Health  Department  and  the 
volunteer  organizations. 

Long  range  recommended  action  #6  does  not  appear  to 
be  an  appropriate  action  for  a health  planning  organiza- 
tion. Tax  increases  are  not  the  answer  to  reducing  the  use 


of  alcohol  and  tobacco  no  matter  how  desirable  the 
programs  that  could  be  financed  through  such  revenues 
might  be,  and  higher  prices  have  not  been  demonstrated 
to  reduce  the  consumption  of  either  of  these  substances. 

Long  range  recommended  action  #10  is  very  appropri- 
ate and  timely  and  its  implementation  should  be 
expedited.  Many  regulations  which  have  some  limited 
merit  in  certain  circumstances  when  implemented  on  a 
broad  scale  become  “cost  ineffective”.  Cost  effectiveness 
should  be  an  integral  part  of  all  regulations  and  in  the 
activities  of  all  persons  who  are  hired  to  see  that  they  are 
carried  out.  Too  many  of  the  inspectors  candidly  report 
that  “the  cost  of  implementing  a certain  regulation  is  not  a 
part  of  their  concern”. 

Long  range  recommended  action  #14  calls  on  the 
providers  and  insurers  (should  be  all  third  party  carriers 
and  payors)  to  develop  plans  for  reducing  inpatient 
hospital  utilization.  This  action  relates  to  the  opening 
remarks  of  these  comments,  namely  that  the  real  ball 
game  in  cost  containment  and  reduced  hospital  inpatient 
utilization  lies  in  the  promotion  of  healthier  life  styles  and 
changed  public  perception  regarding  the  use  of  their 
health  insurance  benefits.  It  would  appear  to  be  more 
appropriate  for  such  an  effort  to  be  headed  by  the  State 
Health  Department,  business  organizations,  volunteer 
organizations,  and  third  party  payors  with  input  from 
provider  organizations  and  institutions.  If  50%  of  health 
care  costs  can  be  avoided,  the  emphasis  should  be  placed 
in  the  effort. 

The  Nebraska  Medical  Association  appreciates  the 
opportunity  to  comment  on  this  edition  of  the  State 
Health  Plan. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Grand  Island  - Chairman;  S.  I.  Fuenning,  M.D., 
Lincoln;  Eileen  Vautravers,  M.D.,  Lincoln;  Mark  Jones,  M.D.,  Lexington; 
Barbara  Heywood,  M.D.,  Papillion;  John  C.  Goldner,  M.D.,  Omaha;  Paul 
Phillips,  M.D.,  Scottsbluff;  Jean  Ogbom  Prettyman,  Omaha. 

Since  its  last  report  to  the  House  of  Delegates,  this 
Committee  has  participated  in  two  one- day  conferences 
on  health  education,  the  first  in  Kearney  on  March  1 and 
the  second  in  Lincoln  on  March  2.  The  Chairman  of  the 
Committee  was  a member  of  the  planning  committee  for 
this  conference,  which  involved  the  State  Department  of 
Education,  the  State  Health  Department,  several  volun- 
teer agencies  and  the  Nebraska  Medical  Association.  The 
conference  was  intended  to  reach  an  audience  of 
educators  and  to  discuss  issues  involved  in  health 
education  and  health  supervision  in  schools.  An  audience 
of  nearly  200  attended  each  of  the  conferences.  There 
were  discussions  on  teaching  techniques,  health  education 
curriculum,  the  role  of  the  school  in  health  care,  and 
related  subjects.  The  faculty  was  drawn  from  resources 
both  inside  and  outside  Nebraska.  It  was  the  general 
opinion  of  participants  and  organizers  that  these  con- 
ferences were  successful  in  increasing  an  awareness  of 
health  education  needs  throughout  Nebraska.  The  Com- 
mittee believes  that  through  its  efforts,  NMA  was 
represented  effectively  and  contributed  to  a responsible 
and  professional  emphasis  throughout  the  program. 

The  Committee  believes  that  through  participation 
such  as  this,  the  NMA  is  able  to  take  an  effective  role  in 
helping  to  develop  standards  of  health  education  in 
Nebraska  schools  and  is  contributing  to  effective  curricu- 
lums  in  this  area.  The  Committee  hopes  to  continue  to  be 
involved  with  other  organizations  in  activities  of  this  sort. 
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REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HOSPITADBASED  MEDICAL  CARE 

Warren  G.  Bosley,  M.D.,  Grand  Island  • Chairman;  C.  A.  McWhorter. 
M.D.,  Omaha;  Orin  R.  Hayes,  M.D.,  Lincoln;  John  D.  Coe,  M.D.,  Omaha;  W. 
W.  Waddell,  M.D..  Beatrice;  Edward  Langdon,  M.D..  Omaha. 

For  a number  of  years,  we  have  seen  an  increase  in  the 
number  of  hospitals  which  provide  emergency  room 
services,  either  full-time  or  part-time,  and  an  ever- 
expanding  scope  of  services  provided  by  these  facilities. 
Many  of  them  now  are  essentially  out-patient  depart- 
ments, providing  a full  range  of  primary  care.  In  addition, 
an  increasing  number  of  patients  are  being  seen  by  their 
own  physicians  in  a hospital  outpatient  setting  (see  report 
of  this  Committee  for  Fall  Session,  1982).  In  addition,  the 
apparent  need  for  competitive  and  alternative  forms  of 
health  care  delivery  has  resulted  in  the  organization  and 
rapid  proliferation  of  free-standing  emergency  centers 
(“emergi-centers”).  This  may  be  a satellite  of  a hospital,  or 
it  may  be  an  independent  entity  controlled  by  an 
individual  or  a group  of  physicians.  These  centers  declare 
that  they  are  able  to  provide  primary  health  care  at 
convenient  times  when  medical  services  may  not  be 
available  from  a physician’s  office.  And  they  also  provide 
care  at  less  cost  than  the  hospital  emergency  department. 
Since  60  to  80  percent  of  emergency  room  visits  are  not 
for  emergencies,  the  emergency  center  also  competes  for 
population.  It  is  estimated  that  more  than  half  of  the  650 
minor  emergency  centers  in  the  United  States  have 
opened  in  the  last  year.  One  administrator  of  such  a center 
has  stated  that  “this  new  center  will  make  getting  five  or 
six  stitches  as  easy  as  going  out  for  a cup  of  coffee.” 

The  ever-increasing  use  of  the  hospital  “emergency 
room”  certainly  has  an  impact  on  the  number  of  visits  to  a 
physician’s  office.  To  respond  to  this  new  development 
and  to  emergency  centers,  physicians  must  develop 
aggressive  marketing  techniques.  It  may  be  necessary  to 
extend  office  hours  to  include  evenings  and  weekends. 
Physicians  must  ensure  their  availability  at  other  times 
through  appropriate  answering  services,  including  tape 
recorded  messages  when  an  answering  service  is  not 
available.  It  is  important  that  patients  discover  that  their 
physician  can  be  reached  whenever  necessary.  In  addition, 
patients  should  be  educated  regarding  the  appropriate 
location  for  obtaining  emergency  services  and  the  value  of 
contacting  a physician  before  seeking  such  services.  The 
patient  should  know  that  the  physician  is  available  to 
assist  in  making  tbe  proper  decision  about  where  care  is 
best  given. 

These  outpatient  departments  and  emergency  centers 
will  not  go  away  for  our  wishing  them  to  do  so. 
Entrepreneurs  will  still  establish  emergency  centers,  and 
hospitals  will  continue  to  compete  for  the  patient  by 
enhancing,  emphasizing,  and  advertising  their  outpatient 
facilities.  The  physician’s  task  is  to  compete  for  this 
market,  for  such  it  is,  by  doing  best  what  we  can  do  best  — 
giving  continuous,  considerate,  patient-oriented  care. 
This  will  require  that  we  be  available,  perhaps  more  than 
we  have  ever  thought  we  had  to  be.  It  will  require  that  we 
constantly  emphasize  our  availability,  our  skill,  our 
concern  for  the  economical  fashion  in  which  we  can  deliver 
care  to  our  patients,  when  compared  to  these  other 
facOities  which  concern  us.  We  must  remember  also  that 
our  patients  may  no  longer  feel  the  kind  of  loyalty  we  have 
become  used  to.  Consequently  “my  patient”  and  “my 
doctor”  seem  to  be  disappearing  rapidly.  We  must 
recognize  and  respond  to  the  fact  that  many  of  our 
patients  are  at  work  all  day,  and  can  only  come  to  a 
physician’s  office  after  their  workday  ends.  This  applies 
particularly  to  mothers,  over  half  of  whom  are  now 
working  regularly.  We  must  be  available  when  our  patients 
need  us.  Unfortunately,  some  of  our  fellow  practitioners 


will  still  use  the  emergency  room  or  emergency  center  as  a 
means  to  avoid  seeing  patients  after  hours  or  at 
inconvenient  times.  We  believe  this  is  shortsighted,  and 
we  must  recognize  that  those  in  office  practice  are  indeed 
engaged  in  serious  competition  with  hospitals  and  free- 
standing centers  for  patients  who  may  no  longer  be 
concerned  about  continuity  of  care,  a personal  physician, 
and  a lasting  doctor-patient  relationship. 

There  is  increasing  concern  among  third-party  payors, 
both  government  and  private,  about  the  high  cost  of 
outpatient  care  delivered  in  emergency  room  settings. 
Some  of  these  are  beginning  advertising  campaigns  to 
inform  people  of  this  fact.  Businesses  and  corpora- 
tions, too,  have  indicated  deep  concern  about  the 
cost  of  medical  care  programs  for  their  employees,  and  are 
looking  for  ways  to  contain  these  costs.  The  Committee 
believes  that  physicians  should  take  advantage  of  and 
support  these  activities  and  try  to  inform  their  patients  of 
the  cost  advantage  of  avoiding  emergency  rooms  for  non- 
emergency situations.  Again,  this  requires  that  we 
physicians  support  our  patients  in  their  efforts  and  realize 
the  proper  setting  for  most  patient  care  is  the  physician’s 
office. 

We  must  realize  and  continue  to  remind  ourselves  that 
we  do  not  do  the  patient  a favor  in  being  available  to  care 
for  him,  but  he  does  us  a favor  in  calling  upon  us  for  that 
care.  “In  the  long  run,  in  medical  care  as  well  as  in  all  other 
areas  of  human  endeavor  in  a free  society,  whoever  is 
available  at  the  right  time  to  do  a necessary  job  best, 
fastest,  and  cheapest  will  get  and  keep  that  job.” 
(Lundberg,  G.  D.,  JAMA,  249:1193). 


REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

Herbert  E.  Reese.  M.D.,  Lincoln  ■ Chairman;  Jehangir  B.  Bastani,  M.D., 
Lincoln:  Michael  Breiner,  M.D.,  Lincoln:  James  H.  Dunlap.  M.D.,  Norfolk: 
Darroll  Loschen,  M.D..  York;  Richard  Meissner,  M.D.,  Omaha;  John  T. 
McGreer,  III,  M.D..  Lincoln:  Vernon  F.  Garwood,  M.D.,  Lincoln;  Charles  S. 
Wilson.  M.D.,  Lincoln;  Bruce  Miller,  M.D.,  Lincoln;  C.  Lee  Retelsdorf, 
M.D.,  Omaha;  Blaine  Y,  Roffman,  M.D.,  Omaha;  Robert  Shapiro,  M.D., 
Lincoln;  Craig  Urbauer,  M.D.,  Lincoln;  Jerald  R.  Schenken,  M.D.,  Omaha; 
Miles  Tommeraasen,  Omaha;  Kim  Meyer,  Omaha. 

The  conclusion  of  the  first  session  of  the  1983 
Legislature  is  scheduled  for  May  25,  1983,  and  therefore, 
this  report  will  contain  actions  on  legislation  of  interest 
through  April  25th. 

On  April  21  the  top  priority  bill  of  the  NMA  this 
session,  LB  142  providing  for  expansion  of  chiropractic, 
was  considered  on  Final  Reading.  At  that  time  the  NMA 
supported  a motion  to  return  this  bill  back  to  Select  File 
for  a specific  amendment  to  limit  chiropractic  use  of  x-ray 
to  the  axial  skeletal  system  excluding  the  skull.  After 
considerable  debate,  the  bill  was  returned  to  Select  File 
with  26  votes.  After  further  debate,  the  bill  was  amended 
as  proposed  by  the  NMA. 

The  successful  conclusion  of  this  most  difficult  legis- 
lation is  due  to  the  response  and  participation  by  the 
membership  in  contacting  Senators  at  the  grass  roots 
level.  Without  this  support  and  contact  amendment  of  this 
bill  would  have  been  in  serious  question.  In  extending  a 
sincere  thanks  to  all  physicians  who  expressed  their  views 
on  this  bill  to  their  Senator  we  also  wish  to  give  special 
thanks  to  a number  of  members  who  made  special  trips  to 
the  state  capital  to  talk  individually  with  the  Senators  on 
this  issue.  This  effort  was  an  example  of  grass  roots 
activity  which  will  need  to  be  applied  with  ever  increasing 
frequency  in  the  years  ahead. 

Other  bills  of  interest  to  the  NMA  are  listed  below  with 
their  current  status  as  of  this  report. 
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LB  51  — License  Athletic  Trainers  — held  for  interim 
study 

LB  93  — Allow  ambulance  attendants  to  do  electrical 
shock  — Indefinitely  postponed 
LB  200  — Inter-state  low-level  radioactive  waste  compact 
— Final  Reading 

LB  254  — Continuing  education  for  EMT’s  — General 
FUe 

LB  306  — Seat  restraints  for  children  — General  File 
LB  389  — Psychiatric  hospitahzation  of  minors  — 
Indefinitely  postponed 

LB  418  — License  dispensing  opticians  — Referred  to 
Task  Force 

LB  486  — Reduce  CON  to  $100,000  — Indefinitely 
postponed 

LB  541  — Modify  podiatry  act.  Amended  in  acceptable 
language  — Final  Reading 

LB  561  — Permit  optometrists  to  use  drugs  and  treat  the 
eye  — Referred  to  Task  Force 
LB  563  — Prohibit  wrongful  life  claims  — Indefinitely 
postponed 

A deficit  appropriation  for  the  Medicaid  program  is  still 
under  study  by  the  Legislature.  The  deficit  at  this  time  is 
set  at  1.5  million  to  complete  the  current  fiscal  year. 
There  appears  to  be  growing  support  for  an  interim  study 
on  this  important  subject. 

The  Commission  anticipates  considerable  activity  dur- 
ing the  interim  by  the  Public  Health  and  Welfare 
Committee  who  will  conduct  studies  on  a number  of 
health  care  issues.  Also  the  Legislature  Task  Force  on 
Quality  and  Affordable  Health  Care  will  be  looking  into 
issues  regarding  costs.  These  activities  will  involve  both 
the  attention  and  active  participation  by  the  NMA. 


NEBRASKA  TUMOR  REGISTRY  COMMITTEE 

F.  William  Karrer,  M.D.,  Omaha  - Chairman;  John  B.  Davis,  M.D., 
Omaha;  John  Casey,  M.D.,  Lincoln;  Daniel  S.  Durrie,  M.D.,  Omaha;  Elvin 
Brown,  M.D.,  Hastings;  C.  Lee  Retelsdorf,  M.D.,  Omaha. 

The  Ad  Hoc  Committee  on  Tumor  Registry  has  met  on 
multiple  occasions  in  the  past  2 years  attempting  to 
organize  the  Nebraska  Tumor  Registry.  This  has  been 
accomplished  under  the  auspices  of  the  Nebraska  Medical 
Foundation.  Members  of  the  Committee  have  appeared 
before  the  Public  Health  Committee  in  opposition  of  LB 
212  establishing  a tumor  registry  under  the  State  Health 
Department  and  in  support  of  LB  517  which  would  repeal 
LB  212. 

The  Nebraska  Medical  Foundation  has  developed  the 
Nebraska  Tumor  Registry  with  the  cooperation  of 
Nebraska  hospitals  as  a voluntary  statewide  tumor 
registry  program.  The  statistical  data  with  trends  in 
cancer  incidence  and  mortality  provided  by  this  program 
can  be  used  by  physicians,  hospitals  and  health  agencies 
for  evaluation  of  cancer  incidence  and  other  related 
studies. 

The  Nebraska  Tumor  Registry  program  is  evolving  in 
three  stages.  As  the  first  stage,  Nebraska  hospitals  with 
computerized  tumor  registries  have  compiled  tapes  to 
comply  with  a set  of  criteria  developed  by  the  Nebraska 
Medical  Foundation  to  be  submitted  to  the  central 
computer.  In  the  second  stage,  hospitals  with  functioning 
manual  tumor  registries  will  be  encouraged  to  join  existing 


computerized  programs  or  submit  a coded  abstract  of  the 
same  criteria  to  the  central  computer  for  data  entry.  The 
third  stage  will  be  to  encourage  hospitals  without  tumor 
registries  to  start  a hospital  cancer  program  and  submit 
the  patient  criteria  to  the  central  computer  by  either 
joining  a computerized  program  or  manually  submitting 
the  coded  criteria. 

The  Standard  Data  Set  developed  by  the  American 
College  of  Surgeons  as  described  in  the  Cancer  Program 
Manual  Tumor  Registry  Supplement  and  computerized 
programs  of  area  hospitals  were  used  as  a guideline  to  set 
the  criteria  for  the  Nebraska  Tumor  Registry. 

The  computer  file  consists  of  Nebraska  patients  only 
who  were  diagnosed  since  January  1, 1981.  Information  is 
submitted  by  calendar  year.  The  first  group  of  patients 
will  be  those  diagnosed  from  January  1,  1981  to 
December  31,  1981.  The  next  year  the  group  of  patients 
will  include  all  patients  diagnosed  from  January  1, 1981  to 
December  31,  1982,  with  followup  being  included  for 
those  patients  diagnosed  in  1981. 

Standard  reports  each  year  by  state  and  by  county  will 
be  the  Master  Index  List  (alphabetical  and  numerical),  the 
Primary  Site  List  and  Annual  Report  to  include  number  of 
cases  by  year,  extent  of  disease  (stage),  age  at  diagnosis, 
number  of  patients  by  sex,  lymph  node  involvement  (for 
selected  sites),  patient  totals,  survival  [total  survival, 
survival  by  treatment,  survival  by  age,  survival  by  positive 
nodes  (for  selected  sites),  survival  by  histology],  a list  of 
the  10  most  common  sites  by  sex  and  a state  distribution 
map.  The  central  computer  will  maintain  a manual  file  of 
all  patient  information.  The  Annual  Report  will  be 
available  each  year  to  all  participating  hospitals.  Other 
health  care  organizations,  physicians  and  other  interested 
persons  may  request  copies  of  the  Annual  Report. 

Requests  for  special  studies  may  be  submitted  in 
writing  by  qualified  persons  to  the  Governing  Board. 
Requests  will  be  reviewed  and  either  approved  or 
disapproved.  When  a request  is  approved,  the  cost  for 
programming  and  computer  time  will  be  determined  and 
the  researcher  will  be  responsible  for  all  costs  related  to 
the  study. 

The  American  Cancer  Society  estimated  5500  new 
cancer  patients  in  Nebraska  in  1981.  We  have  so  far 
combined  2,648  cases  from  the  following  hopsitals: 

Bryan  Memorial  Hospital,  Lincoln;  Childrens  Memorial 
Hospital.  Omaha;  Immanuel  Medical  Center,  Omaha; 
Lincoln  General  Hospital,  Lincoln;  Mary  Lanning  Mem- 
orial Hospital,  Hastings;  Methodist  Hospital,  Omaha;  St. 
Elizabeth’s  Hospital,  Lincoln;  West  Nebraska  General 
Hospital,  Scottsbluff. 

Other  hospitals  contracting  to  participate,  but  not 
included  here  are: 

Bishop  Clarkson  Memorial  Hospital,  Omaha;  Good 
Samaritan  Hospital,  Kearney;  Lutheran  Memorial  Hos- 
pital, Grand  Island;  St.  Francis  Medical  Center,  Grand 
Island. 

Other  hospitals  expressing  interest  in  participating  are: 

Butler  County  Hospital,  David  City;  Cherry  County 
Hospital,  Valentine;  Great  Plains  Medical  Center,  North 
Platte;  Gordon  Memorial  Hospital,  Gordon;  Garden 
County  Hospital,  Oshkosh;  Morrill  County  Hospital, 
Bridgeport;  Tri-County  Hospital,  Lexington;  Cambridge 
Memorial  Hospital,  Cambridge;  Sidney  Memorial  Hospi- 
tal, Sidney;  Dodge  County  Hospital,  Fremont;  Lutheran 
Hospital,  Beatrice;  York  General  Hospital,  York;  Mem- 
orial Hospital,  Aurora;  Lutheran  Community  Hospital, 
Norfolk;  Our  Lady  of  Lourdes  Hospital,  Norfolk;  Antelope 
Memorial  Hospital,  Neligh. 
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Board  of  Councilors 


printed  in  the  December  issue  of  the  Nebraska  Medical 
Journal. 


The  Annual  Session  meeting  of  the  Board  of  Councilors 
was  held  on  April  29,  1983,  at  the  Hilton  Hotel,  Lincoln, 
Nebraska. 

The  meeting  was  called  to  order  by  the  Chairman,  Dr. 
Stanley  Truhlsen.  The  following  members  were  present: 
Drs.  Stanley  Truhlsen,  Myron  Samuelson,  L.  J.  Chadek, 
William  Chleborad,  Robert  Herpolsheimer,  Robert  Quick, 
Thomas  Wallace,  Warren  Bosley,  R.  E.  Donaldson,  Allan 
C.  Landers,  Dwaine  Peetz  and  Russell  Gorthey. 

Dr.  Truhlsen  called  for  approval  of  the  minutes  of  the 
Fall  Session  as  printed  in  the  December  issue  of  the 
Nebraska  Medical  Journal,  and  these  were  approved  as 
published. 

The  reports  and  resolutions  contained  in  the  Handbook 
were  reviewed. 

The  requests  for  Life  Membership  were  reviewed  by 
the  Board  of  Councilors  and  were  accepted  for  referral  to 
the  House  of  Delegates. 

Following  a review  of  cases  since  the  Fall  Session 
meeting,  the  meeting  was  adjourned. 


House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  was  held  on 
April  29,  1983,  at  the  Hilton  Hotel,  Lincoln,  Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
Harry  McFadden.  Roll  call  showed  77  delegates  present, 
and  the  meeting  was  declared  in  session. 

The  following  Fifty-Year  Practitioners  were  recognized 
by  the  House  of  Delegates: 

Dr.  Raymond  R.  Andersen,  Nehawka 
Dr.  Hans  S.  Frenkel,  Omaha 
Dr.  John  W.  Gatewood,  Omaha 
Dr.  Walter  J.  Holden,  Omaha 
Dr.  Samuel  Miller,  Lincoln 
Dr.  Thomas  T.  Smith,  Omaha 
Dr.  Erwin  D.  Zeman,  Lincoln 

Those  Fifty-Year  Practitioners  unable  to  attend  were: 

Dr.  Paul  Q.  Baker,  Scottsbluff 

Dr.  A.  C.  Fellman,  San  Diego,  California 

Dr.  C.  Fred  Ferciot,  Bonsall,  California 

Dr.  Arthur  M.  Greene,  Omaha 

Dr.  Harry  A.  Jakeman,  Fremont 

Dr.  M.  A.  Kadel,  Tucson,  Arizona 

Dr.  Gerald  C.  O’Neill,  Omaha 

The  Necrology  was  read  by  Dr.  Russell  L.  Gorthey. 

The  following  oral  reports  were  presented  to  the  House: 
Mrs.  Bryce  Shopp,  President,  NMA  Auxiliary 
Mrs.  Torrence  Payne,  President  of  the  AM  A Auxiliary 
Dr.  Richard  L.  O’Brien,  Dean,  Creighton  University 
School  of  Medicine 

Dr.  Alastair  Connell,  Dean,  University  of  Nebraska 
College  of  Medicine 

Dr.  William  Hotchkiss,  Secretary  of  the  Board  of  Trustees 
of  the  AMA 

Dr.  Alan  Forker,  Editor  of  the  Nebraska  Medical  Journal 
Dr.  F.  Wm.  Karrer,  Chairman  of  the  Tumor  Registry 
Committee 

Dr.  Allan  C.  Landers,  President  of  the  NMA 

Dr.  McFadden  called  for  approval  of  the  minutes  of  the 
1982  Fall  Session  meeting,  and  these  were  approved  as 


The  following  Reference  Committee  assignments  were 
made  and  approved  by  the  House: 

REFERENCE  COMMITTEE  #1 
Annual  Audit 

Board  of  Directors  — Items  #5  and  #7 
Resolution  #6  — Buffalo  County  — Blue  Cross-Blue 
Shield  Health  Questionnaire 

REFERENCE  COMMITTEE  #2 
Commission  on  Clinical  Medicine 
Commission  on  Public  Affairs 
Commission  on  Legislation  and  Legal  Affairs 
Resolution  #1  — Metropolitan  Omaha  — Tax  Status  of 
Medical  Expenditures 

REFERENCE  COMMITTEE  #3 
University  of  Nebraska  Medical  Center 
Board  of  Directors  — Items  #1  and  #3 
NMA  Medical  Student  Chapter 
Committee  on  Health  Planning 
Ad-Hoc  Committee  on  Health  Education 
Resolution  #4  — Metropolitan  Omaha  — University 
of  Nebraska  College  of  Medicine 

REFERENCE  COMMITTEE  #4 
Delegate  to  the  AMA 
Life  Membership  Requests 
Commission  on  Governmental  Affairs 
Board  of  Directors  — Item  #9 

Resolution  #2  — Metropolitan  Omaha  — Nebraska 
MED  PAC 

Resolution  #3  — Metropolitan  Omaha  — JCAH 

REFERENCE  COMMITTEE  #5 
Nebraska  Medical  Foundation 

Board  of  Directors  — Items  #2,  #4,  #10,  emd  #11 
Study  Committee  on  Cost  Awareness 
Ad-Hoc  Committee  on  Hospital-Based  Medical  Care 
Ad-Hoc  Committee  on  Tumor  Registry 
Resolution  #5  — C.  J.  Cornelius,  Jr.,  M.D.,  Delegate  — 
Rationing  of  Medical  Care 

REFERENCE  COMMITTEE  #6 
Commission  on  Association  Affairs 
Board  of  Directors  — Items  #6  and  #8 


The  following  Nominating  Committee  was  selected  by 


the  House: 

1st  District  — 

Dr. 

2nd  District  — 

Dr. 

3rd  District  — 

Dr. 

4th  District  — 

Dr. 

5th  District  — 

Dr. 

6th  District  — 

Dr. 

7 th  District  — 

Dr. 

8th  District  — 

Dr. 

9th  District  — 

Dr. 

10  th  District  — 

Dr. 

11th  District  — 

Dr. 

12  th  District  — 

Dr. 

Dr.  McFadden  called  for  resolutions  from  the  floor,  and 
the  following  were  presented: 

Resolution  #8  — Metropolitan  Omaha  — Physician 
Legislator  Contact.  This  resolution  was  referred  to 
Reference  Committee  #2. 

Resolution  #9  — Metropolitan  Omaha  — Professional 
Liability  for  Psychaitrists.  This  resolution  was  referred  to 
Reference  Committee  #1. 


There  being  no  further  business,  the  House  was 
recessed  until  Sunday  morning.  May  1. 
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SECOND  SESSION 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  the  Vice  Speaker,  Dr.  Alvin  Armstrong. 
Roll  call  showed  66  delegates  present,  and  the  meeting 
was  declared  in  session. 

Dr.  Armstrong  called  for  approval  of  the  minutes  of  the 
first  session  and  those  of  the  Board  of  Councilors.  These 
were  approved  as  printed. 

Dr.  Armstrong  called  on  Mrs.  Glen  Lau,  President  of 
the  NMA  Auxiliary  for  presentation  of  the  AMA-ERF 
checks  to  Dr.  Alastair  Connell,  Dean,  University  of 
Nebraska  Medical  Center,  and  Dr.  Arnold  Lempka,  a 
representative  for  the  Creighton  University  School  of 
Medicine. 

Dr.  Stanley  Truhlsen,  Vice  President  of  the  Nebraska 
Medical  Foundation,  presented  the  Nebraska  Medical 
Foundation  Student  Research  Scholarship  Program  checks 
to  one  student  from  the  University  of  Nebraska  Medical 
Center  and  one  student  from  the  Creighton  University 
School  of  Medicine. 

Mrs.  Duane  Krause  was  recognized  by  the  House  of 
Delegates  for  the  funds  raised  for  the  Nebraska  Medical 
Foundation. 

Dr.  Armstrong  caUed  for  reports  from  the  Reference 
Committees,  and  the  following  were  presented. 

Reference  Committee  #1 

Reference  Committee  #1  considered  the  Annual  Audit 
Report  and  Items  #5  and  #7  of  the  Board  of  Directors 
Report,  along  with  two  resolutions  #9  and  #6. 

(1)  ANNUAL  AUDIT  REPORT 

The  Armual  Audit  Report  was  reviewed  with  input  from 
Doctors  Landers,  President,  Doctor  Hayes,  Secretary- 
Treasurer,  as  well  as  Mr.  Neff.  All  questions  about  the 
report  were  answered  and  financial  statements  explained. 
An  additional  letter  from  the  auditors,  Dana  F.  Cole  & Co., 
was  supplied  to  the  Reference  Committee  pointing  out  the 
advisability  of  maintaining  a cash  balance  at  the  beginning 
of  each  year  rather  than  borrowing  from  the  reserve  fund. 
Special  note  should  be  made  of  the  excellent  report  from 
the  Nebraska  Medical  Journal  showing  the  financial 
statement  in  the  black  for  the  first  time  in  a number  of 
years.  The  Journal  is  to  be  complimented  on  its  present 
operation  and  format. 

MR.  SPEAKER,  I MOVE  ACCEPTANCE  OF  THE 
ANNUAL  AUDIT  REPORT  AND  THE  AUDITOR’S 
REPORT.  This  was  approved  by  the  House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  #5 

The  Financial  Report  with  the  proposed  dues  increase 
of  $20  and  the  1983  budget  were  reviewed.  The  proposed 
dues  increase  will  primarily  go  to  establish  the  recom- 
mended cash  balance  approved  in  the  above  section  of 
this  report.  The  1983  budget  is  a conservative  budget  at 
best  and  hopefully  will  handle  the  affairs  of  the 
Association. 

MR.  SPEAKER,  I RECOMMEND  THE  APPROVAL 
OF  THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  #7,  BENEFIT  PROGRAMS 

This  was  discussed  with  input  from  Doctor  Landers  and 
Mr.  Neff  and  particular  explanation  was  made  regarding 
the  I.C.  collecting  system  and  other  proposed  methods  by 
which  additional  funds  might  be  generated  by  the 
Association.  Your  Reference  Committee  was  particularly 


anxious  to  stress  that  any  money-making  proposition  that 
the  Society  entered  into  should  undergo  full  scrutiny  by 
the  Board  of  Directors  and  be  duly  considered  by  the 
House. 

MR.  SPEAKER,  I RECOMMEND  ACCEPTANCE 
OF  THIS  SECTION  OF  OUR  REPORT.  This  was 
seconded.  Dr.  Landers  asked  if  it  was  the  intent  that  aU 
programs  be  approved  by  the  House  of  Delegates.  Dr. 
Rumbolz  said  the  committee  thought  any  agreement 
should  be  approved  by  the  House  before  entering  into 
such  an  agreement.  This  section  of  the  report  was 
approved  by  the  House. 

(4)  RESOLUTION  #9  - METROPOLITAN  OMAHA 
- PROFESSIONAL  LIABILITY  FOR 
PSYCHIATRISTS 
This  resolution  read  as  follows: 

WHEREAS,  the  provision  of  medical  benefits  to 
patients  with  suspected  psychiatric  disorders  requires 
the  utmost  trust  between  physician  and  patient,  and 

WHEREAS,  the  scope  of  psychiatric  disorders  is 
quite  broad  and  extends  from  those  disorders  con- 
sidered neurosis  to  the  most  serious  ones  considered 
psychosis,  and 

WHEREAS,  despite  the  myriads  of  advances  in  the 
field  ranging  from  psychopharmacology  to  psycho- 
therapy, the  field  is  not  an  exact  science  but  an  ever 
developing  medical  field  with  considerable  uncertainty 
related  to  both  diagnosis  and  treatment,  and 

WHEREAS,  studies  have  shown  that  psychiatrists 
are  unable  to  predict  violence  with  any  greater  degree 
of  accuracy  than  other  physicians,  and 

WHEREAS,  the  notification  of  authorities  or  po- 
tential victims  when  a patient  in  a trusting  relationship 
with  his  psychiatrist  voices  violent  thoughts  would 
result  in  the  apprehension  of  individuals  who  in  reality 
are  not  violent  and  destroy  the  doctor/patient  relation- 
ship, and 

WHEREAS,  following  the  attempted  assassination 
of  President  Reagan,  the  assassins  psychiatrist  is  being 
sued  for  failing  to  predict  the  activities  that  his  patient 
was  planning  to  embark  on  and  notify  the  proper 
authorities; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  adopt  as  policy:  The 
professional  liability  of  psychiatrists  should  be  deter- 
mined using  the  same  standards  of  liability  as  any  other 
physician  and  that  it  be  acknowledged  that  no  physician 
can  accurately  predict  violence. 

Considerable  discussion  occurred  between  the  Ref- 
erence Committee,  Dr.  Bruns  and  Dr.  Kelley  as  well  as 
other  society  members.  The  urgency  of  the  resolution  was 
stressed  by  Dr.  Bruns.  It  was  felt  that  a change  should  be 
made  in  the  wording  of  this  resolution  from  “professional 
liability”  to  “professional  responsibility  for  psychiatrists.” 
This  would  come  under  the  second  line  of  the  subject 
reading  “Professional  Responsibility  for  Psychiatrists.”  It 
would  again  enter  into  the  RESOLVED  stating,  “There- 
fore, be  it  resolved,  that  the  Nebraska  Medical  Associa- 
tion adopt  this  policy  that  the  professional  responsibility 
of  psychiatrists  should  be  determined  using  the  same 
standards  as  any  other  physician  and  that  it  be 
acknowledged  that  no  physician  can  accurately  predict 
violence.” 

MR.  SPEAKER.  I RECOMMEND  ACCEPTANCE 
OF  THIS  RESOLUTION  AS  AMENDED.  This  was 
approved  by  the  House. 
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(5)  RESOLUTION  #6  — BUFFALO  COUNTY  — 

NEBRASKA  BLUE  CROSS-BLUE  SHIELD 

HEALTH  QUESTIONNAIRE 
This  resolution  read  as  follows: 

WHEREAS,  Nebraska  Blue  Cross  and  Blue  Shield 
has  been  sending  lengthy  quesionnaires  to  members  of 
the  Nebraska  Medical  Association  regarding  health 
histories  of  their  patients,  and 

WHEREAS,  these  questionnaires  are  very  detailed 
and  require  extensive  scrutiny  of  patient’s  charts  to 
answer  all  the  questions,  and 

WHEREAS,  all  other  health  insurance  carriers 
reimburse  the  physician  for  the  time  and  cost  required 
to  fill  out  similar  forms,  and 

WHEREAS,  Nebraska  Blue  Cross  and  Blue  Shield 
state  they  will  not  reimburse  the  physician  for  the  cost 
of  completing  the  questionnaire;  therefore  be  it 

RESOLVED,  that  the  Nebraska  Medical  Association 
recommend  to  their  members  to  refuse  to  complete 
these  questionnaires  until  such  time  as  Nebraska  Blue 
Cross  and  Blue  Shield  is  willing  to  make  proper 
reimbursement  for  the  procedure. 

Testimony  was  heard  from  representatives  of  the 
Buffalo  County  Medical  Society,  Dr.  Mason  representing 
Blue  Cross-Blue  Shield,  and  from  others  attending  this 
Reference  Committee.  There  was  considerable  objection 
expressed  about  the  way  in  which  the  Blue  Cross  health 
questionnaire  was  sent  out  with  little  or  no  explanation.  It 
was  further  mentioned  that  many  times  when  a patient 
was  rated  on  the  Blue  Cross  policy  the  explanation  fell 
back  to  the  doctor  filling  out  the  health  questionnaire.  It 
was  felt  this  should  have  been  handled  by  the  insurance 
company.  Dr.  Mason  explained  that  the  underwriting 
requirements  for  Blue  Cross-Blue  Shield  are  different 
than  the  underwriting  requirements  for  any  other  in- 
surance company.  There  was  no  rating  change  for  the 
person  taking  the  standard  coverages  unless  the  coverage 
was  increased  or  changed.  Further,  there  was  no  provision 
in  the  underwriting  provisions  of  Blue  Cross  where 
payment  could  be  made  to  the  physician.  The  bill  would 
have  to  made  to  the  patient  directly  and  not  be  altered.  It 
was  the  feeling  of  the  Reference  Committee,  after  hearing 
testimony,  that  while  both  sides  of  the  issue  had  valid 
points,  there  was  no  reasonable  way  this  problem  could  be 
resolved  and  therefore,  the  resolution  should  not  be 
accepted,  but  we  would  welcome  discussion  from  the 
floor. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  seconded. 
Dr.  Shaffer  proposed  the  following  alternate  resolution: 

WHEREAS,  Nebraska  Blue  Cross  and  Blue  Shield 
has  been  sending  lengthy  questionnaires  to  members  of 
the  NMA  regarding  he^th  histories  of  their  patients, 
and 

WHEREAS,  these  questionnaires  are  very  detailed 
and  require  extensive  scrutiny  of  patient’s  charts  to 
answer  all  the  questions,  and 

WHEREAS,  Nebraska  Blue  Cross  and  Blue  Shield 
state  they  will  not  reimburse  the  physician  for  the  cost 
of  completing  the  questionnaire,  and 

WHEREAS,  Nebraska  Blue  Cross  and  Blue  Shield 
did  an  extremely  poor  job  of  informing  physicians  of 
these  questionnaires  prior  to  their  arrival  in  our  office, 
and 

WHEREAS,  Nebraska  Blue  Cross  and  Blue  Shield 
did  8m  extremely  poor  job  of  clearly  informing  patients 


of  their  responsibility  to  pay  for  these  questionnaires, 
and 

WHEREAS,  on  many  occasions  it  fell  back  to  the 
patient’s  physician  to  explain  why  certain  insurance 
ratings  occurred;  therefore  be  it 

RESOLVED,  that  the  NMA  Board  of  Directors 
inform  Nebraska  Blue  Cross  and  Blue  Shield  of  the 
injustice  to  Nebraska  physicians  and  patients  created 
by  these  health  questionnaires  and  the  confusion  they 
created. 

Following  discussion,  this  substitute  resolution  was 
approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
YOUR  REFERENCE  COMMITTEE  #1  AS  A WHOLE, 
AS  AMENDED.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Wm.  Rumbolz,  M.D.,  Chairman 
Donald  F.  Prince,  M.D. 

Roger  Massie,  M.D. 


Reference  Committee  #2 

Reference  Committee  #2  considered  three  reports  and 
two  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  COMMISSION  ON 
CLINICAL  MEDICINE 

Interest  was  expressed  in  publication  of  the  statistics 
derived  from  the  Perinatal/Neonatal  Death  Review, 
perhaps  in  the  Nebraska  Medical  Journal. 

Your  Reference  Committee  recommends  acceptance  of 
the  Report  of  the  Commission  on  Clinical  Medicine. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

No  testimony  was  heard  regarding  this  report.  It  was  the 
opinion  of  the  Committee  that  this  was  a worthwhile 
project  and  should  be  continued  and  expanded  as 
recommended  in  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

Extensive  testimony  was  heard  regarding  LB  142 
providing  for  the  expansion  of  chiropractic.  The  outstand- 
ing effort  of  Mr.  Neff  and  Mr.  Rasmussen  is  to  be 
commended  by  this  body  as  well  as  the  assistance 
rendered  by  Mr.  Humpal  and  Mr.  Lynch  of  Blue  Cross- 
Blue  Shield.  Considerable  testimony  was  heard  indicating 
the  need  for  the  membership  of  the  Nebraska  Medical 
Associaton  to  become  more  involved  on  an  individual 
basis  with  their  Senators  and  with  legislative  matters  that 
are  of  interest  to  medicine.  Further  testimony  was  heard 
urging  greater  financial  support  of  the  Nebraska  Medical 
Political  Action  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  LEGAL  AFFAIRS.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #1  - METROPOLITAN  OMAHA 
— TAX  STATUS  OF  MEDICAL  EXPENDITURES 

This  resolution  read  as  follows: 
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WHEREAS,  there  is  an  increasing  tendency  to 
stimulate  more  responsible  utilization  of  resources 
available  for  medical  care,  and 

WHEREAS,  the  American  Medical  Association  sup- 
ports the  utilization  of  deductibles  and  copayment 
provisions,  and 

WHEREAS,  payment  by  patients  of  these  de- 
ductible/copayment charges  is  generally  made  by  out- 
of-pocket  aJfter-tax  dollars,  and 

WHEREAS,  HMO’s  presently  have  a significant  tax 
advantage  over  standard  medical  insurance  programs 
because  they  tend  more  to  provide  for  payment  for  care 
in  physicians’  offices  by  insured  (pre-tax)  dollars,  and 

WHEREAS,  the  American  Medical  Association  had 
adopted  a policy  that  medical  expenses  should  be 
treated  uniformly  for  tax  purposed  (1-78,  Resolution 
#5)  and  has  recommended  that  employees  receive  a 
nontaxable  rebate  for  opting  for  a less  expensive 
insurance  program;  therefore  be  it  ^ 

RESOLVED,  that  the  American  Medical  Association 
recommend  that  payments  used  to  satisfy  requirements 
for  deductibles  and/or  copayments  be  a tax  deductible 
expense  to  the  patient. 

Little  testimony  was  heard  supporting  this  resolution, 
however,  the  testimony  that  was  heard  favored  the 
resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  RESOLUTION  #8  — METROPOLITAN  OMAHA 
- PHYSICIAN  LEGISLATOR  CONTACT 
This  resolution  read  as  follows: 

WHEREAS,  legislative  decisions  are  having  a greater 
impact  on  the  medical  care  of  the  citizens  of  Nebraska, 
and 

WHEREAS,  personal  contact  between  constituents 
and  their  legislators  is  gaining  greater  importance; 
therefore  be  it 

RESOLVED,  that  the  Legislative  Commission  of  the 
Nebraska  Medical  Association  greatly  expand  the 
physician  to  legislator  contact  program. 

Testimony  was  heard  supporting  this  resolution  along 
with  considerable  discussion  of  various  political  activities 
and  physician  involvement  by  the  membership  of  the 
Association. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
REFERENCE  COMMITTEE  #2  AS  A WHOLE.  This 
was  approved  by  the  House. 

Respectfully  submitted, 

Robert  J.  Buchman,  M.D.,  Chairman 
Robert  C.  Anderson,  M.D. 

Kenneth  C.  Bagby,  M.D. 


Reference  Committee  #3 
Reference  Committee  #3  considered  five  reports  and 
one  resolution.  Your  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  UNIVERSITY  OF  NEBRASKA  MEDICAL 
CENTER  REPORT 

The  report  of  Dean  Connell  was  reviewed  and  accepted 


as  written.  We  wish  to  commend  Dr.  Connell  on  his 
continued  efforts  to  provide  quality  medical  education  to 
students  of  the  State  of  Nebraska. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEMS  #1  and  #3 

Item  #1  was  discussed  and  it  was  concluded  that  it  had 
been  resolved. 

Item  #3  was  related  to  the  University  of  Nebraska 
College  of  Medicine  and  the  Coordinating  Committee  of 
the  Nebraska  Medical  Association.  The  discussion  which 
ensued  revealed  this  Committee  to  be  a very  valuable 
asset  between  the  Nebraska  Medical  Association  and  the 
University  of  Nebraska  College  of  Medicine.  It  was  felt 
that  the  general  members  of  the  NMA  should  contact  this 
committee  if  they  have  any  questions  or  problems 
concerning  the  University  Medical  Center. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION  MEDICAL  STUDENT  CHAPTER 

The  report  of  the  Medical  Student  Chapter  was 
reviewed  and  was  accepted  as  written.  The  Committee 
wishes  to  commend  Dr.  Paustian,  Dr.  McFadden  and  Dr. 
Jerry  Schenken  for  their  excellent  leadership  and  guidance 
to  this  group.  It  was  also  the  feeling  of  this  Committee  that 
all  students  be  encouraged  to  participate,  and  to  also 
encourage  a chapter  to  be  formed  at  Creighton  University 
School  of  Medicine. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  REPORT  OF  THE  COMMITTEE  ON 
HEALTH  PLANNING 

This  report  was  reviewed  and  accepted  with  the 
additional  comment  that  the  cost  awareness  of  medical 
care  be  directed  to  the  medical  students  and  residents 
also. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  It  was 
moved  to  amend  the  Report  of  the  Committee  on  Health 
Planning  in  Item  #4,  by  deleting  “Nebraska  Chapter  of 
the  American  College  of  Surgeons”,  and  inserting  “Ne- 
braska Committee  on  Trauma  of  the  American  College 
of  Surgeons.”  This  amendment  was  approved,  and  this 
section  as  amended  was  approved  by  the  House. 

(5)  REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 

The  report  was  reviewed  and  accepted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(6)  RESOLUTION  #4  — METROPOLITAN  OMAHA 
— UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE 

This  resolution  read  as  follows: 

WHEREAS,  medical  students  at  the  University  of 
Nebraska  College  of  Medicine  have  always  been 
considered  to  be  fulltime  students  in  good  standing,  and 

WHEREAS,  these  students  have  traditionally  been 
permitted  to  obtain  tickets  to  home  football  games  of 
the  UNL  football  team,  and 
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WHEREAS,  these  students  were  notified  that  they 
will  no  longer  be  permitted  to  obtain  such  tickets  in  the 
future;  therefore  be  it 

RESOLVED,  that  the  Nebraska  Medical  Association 
support  the  efforts  of  the  medical  students  of  the 
University  of  Nebraska  College  of  Medicine  in  their 
efforts  to  have  their  rights  to  football  tickets  be 
reinstated. 

During  the  study  of  this  resolution,  there  was  con- 
siderable discussion  concerning  all  aspects  of  the  Univer- 
sity plus  the  fact  concerning  the  tickets  for  the  students. 
Also  during  the  discussion,  there  appeared  to  be  an 
element  of  divisiveness  in  the  University  of  Nebraska  as  a 
whole.  The  football  ticket  situation  is  merely  a tip  of  the 
iceberg.  Discrimination  was  shown  to  be  present  between 
the  medical  students  and  other  graduate  schools  such  as 
the  dental  and  law  colleges.  It  was  wholeheartedly  felt  by 
the  Committee  and  those  discussing  the  resolution  that 
the  Reference  Committee  recommend  the  resolution  be 
adopted  and  the  Reference  Committee  does  recommend 
adoption  of  Resolution  #4. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Following  discussion.  Dr.  Paustian  moved  to  amend  this 
resolution  by  sending  a letter  from  the  Association  to  the 
Chancellor  of  the  University  of  Nebraska  Lincoln.  This 
was  approved,  and  this  section  of  the  report  was  approved 
as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #3 
AS  A WHOLE  AS  AMENDED.  This  was  approved  by 
the  House. 

Respectfully  submitted, 

Wm.  Doering,  M.D.,  Chairman 
Roger  Dilley,  M.D. 

Richard  Svehla,  M.D. 


Reference  Committee  #4 

Reference  Committee  #4  considered  four  reports  and 
two  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  DELEGATE  TO  AMA, 

1982  INTERIM  SESSION 

Your  Committee  heard  considerable  discussion  of  this 
report.  A new  review  organization,  UQCPRO,  was 
discussed  in  considerable  detail  by  Dr.  Coe,  author  of  the 
report,  and  others  in  attendance  at  the  Reference 
Committee  hearing.  It  appears  that  this  new  organization 
may  pay  somewhat  more  respect  to  medical  associations, 
and  that  physicians  would  be  given  priority  in  contracting 
for  review.  It  appears  to  the  Reference  Committee  that 
many  features  of  this  new  procuedure  are  little  different 
from  PSRO.  The  Committee  notes  that  the  AMA  House 
of  Delegates  has  recommended  that  AMA  support  those 
features  of  this  new  review  procedure  which  are  consistent 
with  AMA  policy  and  should  oppose  those  which  are 
contrary,  assisting  in  negotiating  contracts  under 
UQCPRO  which  will  retain  professional  direction  and 
control.  In  view  of  the  fact  that  Nebraska  has  operated 
successfully  as  the  only  state  without  a PSRO,  the 
Committee  believes  that  the  Association  should  be 
cautious  in  responding  to  and  becoming  involved  in  this 
new  review  procedure. 

Your  Committee  reviewed  that  portion  of  the  Dele- 
gate’s report  which  described  the  action  of  the  House  of 
Delegates  of  the  American  Medical  Association  in  regard 
to  the  Tax  Equity  and  Fiscal  Responsibility  Act.  Your 


Committee  believes  that  the  action  of  the  AMA  House  of 
Delegates  should  be  endorsed  as  it  is  described  by  our 
Delegate. 

Your  Committee  notes  that  the  House  of  Delegates  of 
the  American  Medical  Association  has  voted  to  establish  a 
hospital  medical  staff  section,  and  that  it  again  discussed 
at  considerable  length  the  matter  of  specialty  society 
representation  to  the  AMA  House  of  Delegates. 

Your  Committee  notes  that  the  AMA  House  of 
Delegates  supports  appropriate  legislation  to  provide 
liability  protection  for  physicians  when  adverse  reactions 
to  immunizations  occur. 

RECOMMENDATIONS; 

(1)  Your  Committee  recommends  that  the  Nebraska 
Medical  Association  continue  to  study  the  need  and 
advisability  of  its  involvement  in  UQCPRO  and  that  this 
study  and  any  necessary  planning  be  delegated  to  an 
appropriate  committee  of  this  Association. 

(2)  Your  Committee  recommends  that  the  Nebraska 
Medical  Association  support  legislation  providing  liability 
protection  for  adverse  reactions  to  immunizations  and 
communicate  this  support  to  our  representatives  in  the 
Federal  Congress. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  COMMISSION  ON 

GOVERNMENTAL  AFFAIRS 

Your  Reference  Committee  considered  the  Report  of 
the  Commission  on  Governmental  Affairs  and  Item  #9  of 
the  Report  of  the  Board  of  Directors,  both  of  which 
appear  to  deal  with  the  same  subject,  regulations 
implementing  TEFRA  legislation.  We  recommend  adop- 
tion of  the  Report  of  the  Commission  on  Governmental 
Affairs  and  approve  the  correspondence  directed  to  the 
Health  Care  Financing  Administration  relative  to  this 
subject. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  RESOLUTION  #3  — METROPOLITAN  OMAHA 

— JOINT  COMMISSION  ON  ACCREDITATION 

OF  HOSPITALS  (JCAH) 

This  resolution  read  as  follows: 

WHEREAS,  some  of  the  proposals  for  revising  the 
standards  of  the  JCAH  would  eliminate  the  concept  of  a 
medical  staff  consisting  of  MD’s  and  DO’s,  and 

WHEREAS,  the  proposed  conditions  for  participa- 
tion of  hospitals  in  Medicare  and  Medicaid  would 
expand  the  definition  of  “physician”  to  include 
podiatrists,  optometrists,  and  chiropractors,  and 

WHEREAS,  functionally  (if  not  legally)  the  “condi- 
tions” and  the  “Standards”  are  operationally  inter- 
related; therefore  be  it 

RESOLVED,  that  the  Nebraska  Medical  Association 
urge  the  American  Medical  Association  to  support  the 
current  standards  as  they  define  “the  medical  staff’  and 
define  “a  physician.” 

Your  Reference  Committee  recommends  adoption  of 
this  resolution  which  addresses  items  previously  con- 
sidered in  the  Report  of  the  Commission  on  Govern- 
mental Affairs. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 
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(4)  RESOLUTION  #2  — METROPOLITAN  OMAHA 

— NEBRASKA  MED  PAG 

This  resolution  read  as  follows: 

WHEREAS,  constructive  participation  in  the  elec- 
toral process  is  a privilege  not  available  to  citizens  of 
many  of  the  countries  of  the  world,  and 

WHEREAS,  it  is  important  to  provide  political 
support  to  candidates  for  office  who  share  your 
philosophies  about  government  and  about  medical  care, 
and 

WHEREAS,  participation  in  a Political  Action 
Committee  is  a bipartisan  way  for  physicians  to 
participate  in  the  electoral  process,  and 

WHEREAS,  only  18%  of  the  Nebraska  physicians 
and  their  spouses  are  currently  participating  in  the 
Nebraska  MED  PAG  and  AMP  AC;  therefore  be  it 

RESOLVED,  that  the  staff  of  the  Nebraska  Medical 
PAG  embark  on  a program  to  contact  those  physicians 
who  are  not  currently  members  and  encourage  them  to 
join. 

Your  Reference  Committee  recommends  adoption  of 
this  resolution. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  REQUESTS  FOR  LIFE  MEMBERSHIP 

Your  Reference  Committee  considered  requests  for 
Life  Membership.  We  found  no  irregularities  and  found 
that  all  members  qualify,  and  recommend  that  the 
following  requests  be  granted: 

Adams  County 
Dr.  Robert  Mclntire,  Hastings 
Dr.  Warren  E.  Richard,  Hastings 
Lancaster  County 
Dr.  J.  W.  Ballew,  Lincoln 
Dr.  L.  J.  Ekeler,  Lincoln 
Dr.  A.  L.  Smith,  Jr.,  Lincoln 
Dr.  0.  S.  Troester,  Lincoln 
Metropolitan  Omaha 
Dr.  Alister  I.  Finlayson,  Omaha 
Dr.  Ralph  C.  Moore,  Omaha 
Dr.  Thomas  T.  Smith,  Omaha 
Dr.  Carl  P.  Tranisi,  Omaha 
Dr.  Otto  A.  Wurl,  Omaha 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #4 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Warren  G.  Bosley,  M.D.,  Chairman 
Richard  Meissner,  M.D. 

Craig  Urbauer,  M.D. 


Reference  Committee  #5 
Reference  Committee  #5  considered  five  reports  and 
one  resolution.  Your  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

The  Reference  Committee  found  this  report  informa- 
tive and  self-explanatory.  Discussion  disclosed  that  the 
student  loan  program  is  ongoing  and  doing  well.  There  is 


an  excellent  record  of  repayment  by  the  recipients  of  the 
loan  program. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  #2,  EMS  RESOLUTION,  F82 

Discussion  on  this  item  was  limited  to  the  statement 
that  the  resolution  was  in  a holding  pattern  without  much 
action  being  taken.  The  Committee  recommends  the  item 
be  accepted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  #4,  COST  AWARENESS  AND  THE 
THE  REPORT  OF  THE  COMMITTEE  ON 
COST  AWARENESS 

This  item  and  this  report  were  considered  together. 
Both  were  well  received  with  emphasis  being  placed  on 
the  importance  of  the  newsletter  to  the  membership.  It 
was  felt  that  there  should  be  public  awareness  of 
medicine’s  efforts  in  this  area.  The  Committee  recom- 
mends that  in  addition  to  the  report  to  the  membership  of 
the  Nebraska  Medical  Association  that  this  information 
be  shared  with  the  public  via  the  news  media. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 


(4)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HOSPITAL-BASED  MEDICAL  CARE 

Discussion  of  this  report  centered  on  the  mushrooming 
of  outpatient  departments  and  emergency  centers  and  the 
fact  that  the  practitioner  is  in  a very  real  competition 
with  them.  It  was  felt  that  the  best  way  for  physicians  to 
compete  is  by  doing  what  they  do  best,  by  giving 
considerate,  continuous,  patient-oriented  care  and  by 
being  readily  available  to  care  for  the  patient’s  needs.  The 
Committee  recommends  that  (1)  the  Ad-Hoc  Committee 
continue  to  monitor  this  area  of  care;  and  (2)  the  Ad-Hoc 
Committee  write  a more  detailed  report  of  this  area  of 
care  for  publication  in  the  Nebraska  Medical  Journal. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  REPORT  OF  THE  NEBRASKA  TUMOR 
REGISTRY  AND  BOARD  OF  DIRECTORS, 
ITEM  #10 

This  report  and  this  item  were  considered  together.  It 
was  brought  out  in  the  discussion  that  although  LB  212 
was  passed,  it  has  not  been  funded.  The  Nebraska  Tumor 
Registry  through  aid  from  the  Nebraska  Medical  Founda- 
tion and  volunteer  help,  has  held  its  cost  to  $5,000  per 
year.  A state-controlled  registry  in  a neighboring  state  has 
cost  in  excess  of  $1,000,000  a year  for  a similar  project  It 
was  emphasized  that  the  data  of  the  registry  is  avialable  to 
all  physicians  for  research  projects  but  on  a strict  protocol 
basis  with  confidentiality  preserved.  The  Committee 
recommends  the  reaffirmation  of  the  support  of  the  House 
of  Delegates  for  the  efforts  of  the  Nebraska  Tumor 
Registry. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(6)  BOARD  OF  DIRECTORS,  ITEM  #11,  HEALTH 
GALLERY 
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The  Committee  accepted  this  item  as  written  and 
commends  the  Auxiliary  for  their  excellent  work  and 
extends  our  continued  support  of  their  efforts. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(7)  RESOLUTION  #5  - C.  J.  CORNELIUS,  M.D.  - 

RATIONING  OF  MEDICAL  CARE 
The  Committee  heard  discussion  emphasizing  the 
importance  of  medicine’s  involvement  in  the  area  of 
allocation  of  medical  care  rather  than  leaving  the  decision 
to  be  made  by  default  by  those  without  medical  expertise. 
The  resolution  read  as  follows: 

WHEREAS,  the  USA  appears  to  be  approaching  the 
Hnite  limit  that  it  is  willing  to  expend  for  health  and 
medical  care,  and 

WHEREAS,  government  at  many  levels  finds  it  has 
promised  more  medical  services  than  it  is  willing  to 
appropriate  funds  to  purchase,  and 

WHEREAS,  plans  are  currently  being  made  and/or 
carried  out  which  limit  the  funds  available  for  govern- 
mental purchases  of  medical  care,  and 

WHEREAS,  other  third-party  payors  are  seeking 
ways  to  control  the  ever  increasing  cost  of  medical  care, 
and 

WHEREAS,  physicians  must  be  involved  in  the 
formulation  of  plans  for  the  limiting  of  health  care 
expenditures  (medical  care  expenditures  in  particular), 
or  such  plans  will  be  formulated  by  politicians  and 
governmental  agencies;  therefore  be  it 

RESOLVED,  that  the  AM  A be  requested  to  develop 
guidelines  for  dealing  with  the  rationing  of  medical  care 
which  appears  to  be  developing  in  this  country. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

John  F.  Fitzgibbons,  M.D,  Chairman 
Stanley  Nabity,  M.D. 

James  G.  Carlson,  M.D. 

Reference  Committee  #6 

Reference  Committee  #6  considered  two  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  RESOLUTION  #7  — SEWARD  COUNTY  — TAX 

EQUITY  AND  EQUAL  RESPONSIBILITY  ACT  OF 

1982 

Discussion  on  this  resolution  revolved  around  the 
question  as  to  whether  or  not  community  hospitals  that 
were  small  would  be  involved  in  the  Tax  Equity  and  Equal 
Responsibility  Act  of  1982.  Hearing  no  word  to  the 
contrary,  the  recommendation  is  to  allow  the  Resolution 
#7  stand  as  printed.  This  resolution  read  as  follows: 

WHEREAS,  the  Tax  Equity  and  Equal  Respon- 
sibility Act  of  1982  has  made  changes  in  the  reimburse- 
ment method  to  hospitals  for  its  care  of  Medicare 
patients,  and 

WHEREAS,  be  it  recognized  the  reimbursement  for 
the  care  of  Medicare  patients  has  been  historically  less 
than  the  “cost”  incurred  for  their  care,  and 

WHEREAS,  the  new  regulation  states  that  the 


primary  hospital  will  not  be  paid  for  its  services  when 
the  patients  are  transferred  to  a secondary  hospital  for 
care  unless  the  patient  is  returned  to  the  primary  care 
hospital;  in  such  case  the  secondary  hospital  would  be 
left  without  reimbursement,  and 

WHEREAS,  the  last  hospital  receiving  the  patient 
will  be  the  hospital  receiving  the  total  reimbursement 
for  the  combined  services  of  both  hospital’s  care,  and 

WHEREAS,  the  rules  promulgate  that  primtuy 
hospitals  must  negotiate  with  the  secondary  hospital  to 
recover  “costs”  or  whatever  might  be  negotiated  by  a 
position  of  strength  or  weakness,  and 

WHEREAS,  be  it  recognized  the  smaller  rural 
hospital  could  become  bankrupt,  as  many  special 
services  are  not  provided  in  their  facility  and  patients 
must  be  transferred; 

THEREFORE  BE  IT  RESOLVED,  the  Nebraska 
Medical  Association  recognized  that  the  negotiated 
method  of  reimbursement  between  primary  and 
secondary  hospital  would  be  inequitable  and  could 
leave  the  primary  hospital  financially  destitute,  leaving 
small  communities  without  local  hospital  care,  and 

BE  IT  FURTHER  RESOLVED,  the  Nebraska 
Medical  Association,  by  this  action  communicate  this 
resolution  to  the  Department  of  Health  and  Human 
Services. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Following  discussion.  Dr.  Schenken  moved  to  amend  this 
by  referring  this  resolution  to  the  Board  of  Directors  for 
further  study  and  response  when  the  regulations  do  come 
out.  This  was  approved,  and  this  section  of  the  report  as 
amended  was  approved  by  the  House. 

(2)  COUNCILOR  NOMINATING  PROCESS 

The  Committee  heard  discussion  all  in  favor  of  the 
change  in  councilor  nominating  process. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  PEER  REVIEW  ORGANIZATION  AS  PROPOSED 

BY  THE  NEW  TEFRA  REGULATIONS 

Much  discussion  was  heard  in  regard  to  this  proposal. 
The  discussion  emphasized  that  the  Nebraska  Medical 
Association  was  indeed  interested  in  the  concept  of 
quality  peer  review.  However,  because  at  the  present  time 
the  rules  and  regulations  regarding  PRO  have  not  been 
published  and  are  not  available  at  this  time,  an  ongoing 
study  be  made  and  keep  the  House  informed  as  to 
progress  in  PRO.  It  is  the  recommendation  that  no 
commitment  be  made  at  this  time  except  to  support  the 
idea  of  quality  peer  review  and  to  monitor  the  activities  in 
regard  to  PRO  so  that  the  House  of  Delegates  can  take 
action  in  the  future  appropriate  with  development  in  this 
legislation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #6  AS  A 
WHOLE  AS  AMENDED.  This  was  approved  by  the 
House. 

Respectfully  submitted, 

Arnold  W.  Lempka,  M.D.,  Chairman 
Herbert  D.  Feidler,  M.D. 

Chris  C.  Caudill,  M.D. 
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Dr.  Coe,  as  well  as  other  delegates,  indicated  they 
would  like  to  have  the  appropriate  body  of  the  Association 
consider  a change  in  the  format  of  the  Annual  Session. 

Following  an  Executive  Session  of  the  House,  the 
meeting  was  recessed  until  4:00  p.m. 


THIRD  SESSION 

The  third  session  of  the  House  of  Delegates  was  called 
to  order  by  the  Speaker,  Dr.  McFadden.  Roll  call  showed 
49  delegates  present,  and  the  meeting  was  declared  in 
session. 

Dr.  McFadden  called  for  approval  of  the  minutes  of  the 
second  session,  and  these  were  approved. 

The  following  report  was  presented  by  Dr.  C.  A. 
McWhorter,  Chairman  of  the  Nominating  Committee: 
President-Elect: 

Herbert  E.  Reese,  M.D.,  Lincoln 


WashingtoNotes 

(Continued  from  page  224) 

October  1,  1986.  After  that,  hospital  capital 
costs  will  be  included  in  the  new  DRG  rates  and 
states  will  be  required  through  Medicare’s 
Section  1122  process  to  review  the  need  for 
these  expenditures. 

Waxman  wanted  to  delay  repeal  from  the 
December  agreement’s  March  1985  date  to 
the  October  1986  date  when  capital  costs  are 
to  fall  under  DRGs.  But  Senate  Republicans 
reportedly  would  not  buy  that  and  negotiations 
broke  down  entirely. 

On  May  9,  Waxman  introduced  his  measure 
which  resembled  the  December  compromise  in 
all  respects  except  that  it  keeps  planning  intact 
until  October  1986.  On  the  same  day,  Madigan 
and  Rep.  James  Broyhill  (R-NC),  co-spon- 
sored  with  Rep.  Richard  Shelby  (D-AL)  a bill 
that  is  nearly  identical  to  the  September 
approach. 

In  Waxman’s  subcommittee,  there  was  some 
good-natured  debate  about  the  relative  merits 
of  the  two  bills,  both  of  which  had  at  one  time 
or  another  been  supported  by  all  the  sponsors 
of  the  new  bills.  Discussion  was  minimal, 
however,  and  the  subcommittee  approved 
Waxman’s  proposal  on  an  11  to  7 vote. 

One  week  later  Waxman’s  proposal  was 


Board  of  Directors,  Member  at-Large: 

Donald  Pavelka,  M.D.,  Omaha 
Delegate  to  the  AMA 
C.  J.  Cornelius,  M.D.,  Sidney 
Alternate  Delegate  to  the  AMA: 

Louis  J.  Gogela,  M.D.,  Lincoln 
Speaker,  House  of  Delegates: 

Harry  W.  McFadden,  M.D.,  Omaha 
Vice  Speaker,  House  of  Delegates: 

Alvin  Armstrong,  M.D.,  Scottsbluff 
Councilors: 

9th  District  - Warren  Bosley,  M.D.,  Grand  Island 
10th  District  - Richard  Cottingham,  M.D.,  McCook 
11th  District  - R.  F.  Donaldson,  M.D.,  North  Platte 
12th  District  - R.  G.  Heasty,  M.D.,  Scottsbluff 
Council  on  Professional  Ethics: 

C.  N.  Sorensen,  M.D.,  Scottsbluff 

There  were  no  nominations  from  the  floor,  and  the  slate 
of  officers  presented  was  approved  unanimously. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


endorsed  by  the  full  Commerce  Committee  by 
a 26  to  15  margin.  There  are  indications  that 
Madigan  and  Shelby  may  try  to  construct 
another  alternative  to  offer  when  the  measure 
goes  to  the  House  floor.  That  could  happen 
before  the  July  4 congressional  recess. 

* * * 

Congress  Acts  Swiftly  on 

Health  Insurance  for  the  Unemployed 

Proposals  to  aid  11  million  Americans  who 
lost  their  health  insurance  when  they  or  a 
family  member  lost  their  jobs  passed  a major 
congressional  mile  post  in  late  May  as  the 
House  Commerce  Committee  endorsed  a plan 
that  will  cost  about  $2.6  billion  in  1984. 

Despite  the  objections  of  the  Reagan 
Administration  and  the  nation’s  governors,  the 
Commerce  Committee  approved  the  measure 
by  a convincing  34  to  8 vote.  Crafted  by  Rep. 
Henry  Waxman  (D-CA)  and  Rep.  Edward 
Madigan  (R-IL),  the  plan  is  a compromise  that 
would  terminate  after  three  years.  It  would 
base  federal  funding  on  the  level  of  unemploy- 
ment in  the  state.  It  would  require  employers 
to  provide  laid-off  workers  health  coverage  for 
90  days  and  to  permit  open  enrollment  of 
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workers  or  dependents  previously  covered 
under  a laid-off  spouse’s  plan. 

States  would  be  required  to  cover  at  least 
nine  days  of  hospital  care  and  ten  physician 
visits  and  to  charge  the  worker  a premium  of  at 
least  2%  of  his  unemployment  benefits.  The 
state  could  employ  a variety  of  administrative 
mechanisms,  including  Medicaid,  insurers  or 
providers. 

The  bill  originally  would  have  denied  federal 
funds  to  states  with  less  than  6%  unemploy- 
ment. To  accommodate  members  in  states 
where  overall  unemployment  is  low  but  pockets 
of  high  unemployment  exist,  Waxman  and 
Madigan  modified  the  proposal  to  provide 
federal  matching  funds  for  programs  directed 
to  the  areas  with  high  unemployment  within 
states  with  less  than  6%  unemployment. 

The  other  principle  change  made  in  the 
measure  came  after  a heated  debate  and  a 
cliff- hanging  21  to  18  vote.  It  prohibits  funds  in 
the  bill  from  being  used  for  abortions  except 
when  the  life  of  the  mother  is  in  danger. 

The  major  threat  to  approval  of  the 
Waxman-Madigan  compromise  came  from 
Rep.  Thomas  Tauke  (R-IO),  who  offered  a 
substitute  that  reportedly  had  White  House 
input.  It  would  have  included  requirements  for 
employers  similar  to  those  in  the  subcommit- 
tee bill  but  would  have  provided  funds  to  all 
states  under  a block  grant  approach.  Matching 
funds  would  not  have  been  required  of  states. 

Tauke  and  Broyhill  produced  letters  of 
support  from  the  National  Governors  Associa- 
tion and  drew  a caustic  reply  from  Madigan 
who  pointed  to  the  “inconsistency  of  the 
governors’  railing  against  the  size  of  the  federal 
deficit”  last  month  and  now  rushing  to 
embrace  aid  to  the  unemployed  “as  long  as  it’s 
federally-funded.” 

Despite  the  governors’  support,  the  Tauke 
measure  failed  by  27  to  15.  Following  the 
defeat,  about  half  of  its  15  supporters  turned 
to  the  Waxman-Madigan  proposal  which  was 
endorsed  34  to  8. 

Waxman  and  Madigan  say  the  size  of  the 
final  vote  is  an  indication  that  should  it  gain 
final  congressional  approval,  President  Reagan 
will  have  no  choice  but  to  sign  their  bill.  At  the 
same  time,  they  concede  that  the  bill’s 
eventual  enactment  by  the  House  is  anything 


but  certain  and  Senate  agreement  is  even  less 
likely. 

Even  the  House’s  timetable  for  further 
deliberations  on  the  issue  is  still  in  doubt  as 
the  concerned  parties  wait  for  a signal  from  the 
House  leadership  on  how  to  proceed. 

Still  to  be  resolved,  for  instance,  are  the 
questions  of  whether  the  bill  will  be  referred  to 
the  House  Ways  and  Means  Committee  where 
it  could  become  bogged  down  or  significantly 
altered  and  whether  action,  as  seems  likely, 
will  be  put  off  until  after  a House  and  Senate 
budget  conference  resolves  differences  in  the 
funding  the  two  bodies  have  provided  for 
health  insurance  for  the  unemployed. 

The  House  has  provided  $2.7  billion  in  1984 
and  the  Senate  only  $900  million.  A con- 
ference on  the  measure  will  probably  not  take 
place  until  after  the  first  week  in  June.  But  if 
funding  is  significantly  reduced,  Waxman  and 
Madigan  will  have  to  make  major  revisions 
since  Waxman  made  a commitment  to  Madi- 
gan to  stay  within  whatever  budget  is  eventual- 
ly settled  on. 

Meanwhile,  Senate  action  appears  to  have 
stalled.  At  the  moment.  Sen.  Robert  Dole’s  (R- 
KS)  $1.8  billion,  two-year  block  grant  plan  is 
seen  as  the  major  contender  there.  However, 
no  further  action  in  either  body  seems  likely 
until  middle  or  late  June. 

* * * 

Kidney  Dialysis  Rules  Reissued; 
Opponents  Still  Find  Fault 

In  February  of  1982,  the  federal  government 
proposed  new  rules  for  paying  kidney  dialysis 
facilities  and  physicians.  More  than  a year  and 
4,000  comments  later,  the  final  rules  have 
been  issued  in  much  the  same  form  as  they 
were  originally  proposed. 

The  rules,  published  in  the  May  11  Federal 
Register,  are  intended  to  implement  an 
incentive  payment  system  that  Congress  first 
proposed  in  1978  and  that  was  to  have  gone 
into  effect  in  July  of  1979.  The  Department  of 
Health  and  Human  Services  failed  to  fully 
implement  the  new  system  and  Congress 
amended  the  proposal  in  1981. 

Controversy  has  surrounded  the  plan  from 
the  beginning.  The  new  rules,  which  would 
take  effect  August  1,  1983,  appear  to  do  little 
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to  abate  the  criticisms  made  of  the  earlier 
proposal,  only  slightly  modified  in  the  final 
rules. 

Under  the  new  rules,  both  physicians  and 
facilities  will  receive  the  same  amount  for 
treating  patients  dialyzing  in  the  facility  as  for 
those  dialyzing  at  home.  Hospital-based  dialy- 
sis facilities  will  be  reimbursed  at  slightly 
higher  levels.  Payment  rates  will  vary  ac- 
cording to  regional  wage  indexes.  Physicians 
and  facilities  will  continue  to  receive  80%  of 
the  allowable  payment  from  Medicare  and 
20%  from  the  patient.  An  exception  which  has 
permitted  100%  Medicare  reimbursement  of 
the  cost  of  home  dialysis  equipment  has  been 
eliminated. 

Both  hospital  and  independent  centers  now 
are  reimbursed  for  dialysis  according  to  a 
single  $138  per  treatment  national  screen. 
However,  based  on  contentions  that  they  treat 
sicker  patients  and  have  higher  costs  than 
independent  facilities,  more  than  half  of  the 
about  700  hospital  dialysis  centers  have 
received  exceptions  resulting  in  payments  of 
more  than  $138.  Only  about  6%  of  the 
independent  centers  received  exceptions. 

Under  the  new  rules,  hospital  payments 
would  average  about  $131  per  treatment  and 
in  the  first  two  years  payments  would  range 
from  a minimum  of  $122  to  a maximum  of 
$138.  After  that,  the  range  could  be  greater, 
depending  on  whether  or  not  the  Health  Care 
Financing  Administration  decides  to  modify 
the  wage  index  it  is  using  to  calculate 
payments.  For  independent  facilities,  average 
payment  will  be  $127,  with  a range  in  the  first 
two  years  of  $118  to  $138. 

HCFA  acknowledges  that  the  new  plan  will 
pay  hospital  facilities  an  average  of  $8  less 
than  the  median  of  the  group’s  cost  per 
treatment  and  independents  an  average  of  $14 
more  than  their  median  cost.  It  claims  this  will 
even  out  because  facilities  are  expected  to 
make  money  on  home  dialysis  patients,  which 
HCFA  calculates  cost  the  facilities  only  about 
$97  per  treatment.  Hospitals  have  about  24% 
of  these  dialysis  patients  on  home  dialysis 
compared  to  11%  of  the  independent  center’s 
patients. 

Physicians  now  can  be  paid  for  treatment  of 
dialysis  patients  in  one  of  two  ways.  About 
23%  choose  the  initial  method  (IM)  in  which 


Medicare  pays  the  facility  an  extra  $12  per 
treatment  for  physician  services  and  the 
physician  bills  the  facility.  Payments  under 
this  method  have  averaged  about  $210  per 
month  for  patients  dialyzing  in  the  facility  and 
$25  for  those  at  home. 

About  73%  of  physicians  have  chosen  an 
“alternative  reimbursement  method”  (ARM) 
which  paid  them  a monthly  capitated  stipend 
that  averaged  $220  for  patients  in  the  facility 
and  $124  for  home  patients. 

Under  the  new  rules,  the  IM  payment  option 
will  be  eliminated  and  a single  new  rate  will  be 
established  for  home  and  in-facility  patients.  It 
will  average  about  $184  a month  and  will  range 
from  a minimum  of  $144  to  a maximum  of 
$220. 

Reimbursement  rates  for  physicians  and 
facilities  will  be  updated  only  at  NCFA’s 
discretion.  The  current  screens  have  not  been 
updated  since  they  were  put  in  place  in  1974. 

The  regulations  are  so  little  changed  from 
the  original  proposed  regs  that  most  of  the 
groups  that  criticized  them  in  the  first  place 
say  they  are  far  from  satisfied  with  the  final 
product.  Both  the  National  Association  of 
Patients  on  Hemodialysis  and  Transplant  and 
the  Renal  Physicians  Association  are  con- 
sidering lawsuits  to  prevent  implementation  of 
the  new  rules  and  several  congressional 
committees  say  they  are  still  not  satisfied  with 
the  regulations  which  resulted  in  three  con- 
gressional hearings  when  they  were  first 
proposed. 

Complaints  include  fears  that  the  facilities 
will  be  forced  to  cut  staff  to  keep  costs  below 
the  payment  levels,  concerns  that  facilities  will 
encourage  home  dialysis  for  patients  who  are 
good  candidates  for  transplants,  the  belief  that 
the  data  used  to  develop  the  rates  is  old  and 
inadequate,  and  charges  that  the  payments  for 
hospitals  are  inadequate  and  so  similar  to 
those  for  independent  facilities  that  the 
regulations  in  effect  flaunt  the  law’s  mandate 
for  a two-rate  structure. 

* * * 

FTC  Authority  Clarified 
in  House  Bill 

An  amendment  that  clarified  Federal  Trade 
Commission  (FTC)  authority  over  profes- 
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sionals  and  state  licensing  boards  was  ap- 
proved by  the  House  Energy  and  Commerce 
Committee  in  May. 

The  proposed  legislation  says  that  the  FTC 
cannot  override  state  laws  that  regulate  the 
training,  education  and  licensing  requirements 
of  professionals.  For  the  first  time,  however, 
FTC’s  authority  over  professionals’  commer- 
cial and  business  practices  has  been  recog- 
nized. 

Where  state  laws  properly  regulate  certain 
anticompetitive  business  practices,  the  FTC 
could  not  interfere,  under  the  new  language. 
But  the  FTC  could  intervene  when  state 
regulatory  agencies  improperly  or  insufficient- 
ly regulate  business  practices.  The  FTC  also 
would  be  permitted  to  challenge  state  laws 
that  relate  to  education,  training  and  ex- 
perience but  appear  to  restrict  business  or 
commercial  activities.  A 16-page  report  re- 
leased by  the  Energy  and  Commerce  Com- 
mittee says  that  under  the  proposed  amend- 
ment, professionals  or  state  licensing  boards 
cannot: 

*unjustifiably  deny  hospital  admitting  privi- 
leges: 

*impose  restrictive  apprenticeship  require- 
ments that  discourage  the  development  of 
effective  alternative  forms  of  health  care; 
*restrict  the  scope  of  non-MD  practices  which 
have  been  performed  successfully  for  years; 
*restrict  tasks  or  duties  of  other  professional 
groups,  which  are  qualified  by  training  and 
education  to  perform; 

*promulgate  regulations,  of  any  kind,  outside 
their  authority. 

“This  amendment  will  provide  appropriate 
guidance  and  clarification  for  the  FTC  and 
courts  on  points  of  major  controversy,”  the 
report  says. 

* ♦ ♦ 

Congress  Moves  Toward  Budget 
Resolution 

The  Senate  approved  a 1984  budget  resolu- 
tion May  19.  The  health  portion  of  the 
resolution,  adopted  50  to  49,  is  very  similar  to 
one  proposed  by  the  Senate  Budget  Committee 
and  modified  by  the  Senate  in  earlier  budget 
debate.  It  would  provide  $900  million  in  1984 
and  $1.8  billion  over  the  next  2.5  years  for 
health  insurance  for  the  unemployed. 


Medicare  cuts  in  the  resolution  total  $824 
million  in  1984  and  $9.5  billion  over  the  next 
five  years.  This  would  be  in  addition  to  some 
$10.5  billion  in  savings  projected  from  the 
diagnosis-related  groups  payment  plan  en- 
acted earlier  this  year.  Medicaid  would  be  cut 
by  $53  million  in  1984  and  by  a little  more  than 
$3  billion  over  five  years. 

Both  the  Medicare  and  Medicaid  funding 
reductions  are  only  about  half  what  President 
Reagan  had  requested.  In  addition,  in  debating 
the  Budget  Committee’s  recommendation  the 
Senate  added  $49  million  in  each  of  the  next 
three  years  for  providing  health  care  to 
pregnant  women.  Attempts  by  Senate  Re- 
publicans to  increase  Medicare  cuts  were 
soundly  defeated  and  a proposal  by  Democrats 
to  add  back  $400  million  in  Medicare  funds 
was  only  narrowly  turned  aside. 

The  Senate  action  contrasts  with  a House 
budget  resolution  that  limits  Medicare  savings 
to  those  anticipated  from  DRGs,  provides  $2.7 
billion  for  health  insurance  for  the  unemployed 
in  1984,  and  adds  $350  million  in  Medicaid 
funding  for  a child  health  assurance  program. 

A House  Senate  Conference  to  resolve  the 
differences  in  the  two  bodies’  budget  plans  was 
delayed  until  June. 

Major  differences  between  the  plans  center 
on  the  Medicaid  and  Medicare  budgets  and  on 
the  funding  for  the  health  plan  for  the 
unemployed.  Debate  on  the  health  insurance 
for  the  unemployed  is  expected  to  concentrate 
only  on  funding,  leaving  the  design  of  the 
program  to  the  authorizing  committees  with 
jurisdiction  over  the  issue. 

The  Senate  Budget  Committee  has  recom- 
mended that  Medicare  savings  be  achieved  by 
increasing  and  means-testing  Part  B premiums 
and  by  freezing  allowable  fee  levels  for 
physicians  who  don’t  accept  the  Medicare 
assignment.  Though  the  recommendations  are 
not  binding  on  the  committees  charged  with 
enacting  changes  to  meet  the  budget  man- 
dates, they  may  be  debated  by  budget 
conferees. 

* * * 

Reagan  Administration  Persists 
On  “Squeal  Rule” 

Early  this  year,  judges  in  both  Washington 
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and  New  York  blocked  the  controversial 
“squeal  rule”  which  requires  federally-funded 
family  planning  clinics  to  notify  parents  when 
their  teenagers  receive  prescription  contra- 
ceptives. 

But,  in  May  the  Reagan  Administration 
went  back  to  the  Washington,  D.C.,  Appeals 
Court  to  urge  reinstatement  of  the  rule. 

Government  appeal  of  the  second  suit,  filed 
by  New  York  State’s  Attorney  General,  was  set 
to  be  heard  in  New  York  on  June  20. 

In  West  Virginia,  an  Appeals  Court  post- 
poned action  on  a third  suit  after  the 
Washington  and  New  York  rulings. 

In  Utah,  a federal  judge  has  blocked  a state 
“squeal  rule”  until  a full  hearing  on  the  rule  on 
August  5.  This  law,  originally  scheduled  to 
take  effect  early  in  May,  requires  that  retailers 
or  physicians  ask  for  identification  and  notify 
parents  before  dispensing  either  prescription 
or  non-prescription  birth  control  products  to 
teenagers. 

Attorneys  for  the  Administration  say  that  a 
1981  amendment  passed  by  Congress  was 
designed  to  make  parents  more  involved  in 
their  children’s  sexual  decision-making.  Simply 
encouraging  teenagers  to  talk  to  their  parents 
has  not  helped  reduce  the  number  of  teenage 
pregnancies,  they  say. 

“It  is  absolutely  clear  that  the  Secretary  of 
Health  and  Human  Services  had  the  authority 
to  issue  the  regulations  challenged  in  this 
case,”  argued  Justice  Department  lawyer 
Carolyn  B.  Kuhl  before  the  Washington,  D.C. 
judge.  “The  family  cannot  participate  in  an 
activity  that  it  does  not  know  is  taking  place 
. . . It  is  entirely  legitimate  for  a parent  to  be 
involved  in  family  planning  decisions  of  an 
adolescent  child.” 

But  family  planning  groups  charge  that  the 
“squeal  rule”  invades  a teenager’s  right  to 
privacy  and  violates  patient-physician  con- 
fidentiality. Furthermore,  there  is  little  basis 
for  the  government’s  contention  that  notifica- 
tion would  protect  the  health  of  teenagers; 
prescription  contraceptives  pose  few  problems 
to  women  under  age  18,  they  say. 

The  American  Medical  Association  and  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, siding  with  the  family  planning 


gorups,  content  that  a notification  rule  will 
scare  teenagers  away  from  family  planning 
clinics  and  lead  to  an  upsurge  in  adolescent 
pregnancies.  “Teens  are  five  times  more  likely 
to  die  from  pregnancy  and  childbirth  than  from 
the  use  of  oral  contraceptives,”  Dr.  Luella 
Klein,  ACOG’s  Vice  President,  said  at  a press 
conference  earlier  this  year. 

!|i  3|(  4: 

Government  Keeps  ‘Baby  Doe’ 

Concept  Alive 

Stung  by  a recent  defeat  in  court,  the 
Department  of  Health  and  Human  Services 
(HHS)  has  set  out  to  revise  the  controversial 
“Baby  Doe”  regulation.  Predictions  are  that  it 
will  be  the  procedure  rather  than  the  sub- 
stance of  the  rule  that  is  changed. 

The  rule  required  hospitals  to  post  notices 
in  delivery  wards  and  nurseries  publicizing  a 
24-hour  “hotline”  to  be  used  in  cases  of 
suspected  neglect.  It  was  rushed  into  effect  in 
only  15  days. 

This  was  a “hasty  and  ill-considered” 
response  to  one  of  the  “most  difficult  medical 
and  ethical  problems  facing  our  society,”  U.S. 
District  Court  Judge  Gerhard  A.  Gesell  ruled 
in  April. 

“We  are  now  in  the  process  of  reviewing  the 
regulations  in  light  of  the  Judge’s  decision,” 
explained  an  HHS  spokesman.  The  govern- 
ment has  not  yet  appealed  the  case.  It  is 
suspected  that  HHS  will  abandon  the  court 
room  battle  once  the  regulation  is  rewritten. 
The  revision,  a joint  effort  of  the  White  House 
and  the  Departments  of  Justice  and  HHS,  is 
believed  to  contain  a section  that  explains  the 
standards  the  government  wants  applied  in  the 
treatment  of  Down’s  Syndrome,  spina  bifida 
and  anencephala. 

Meanwhile,  committees  in  the  House  and 
Senate  approved  “Baby  Doe”  legislative  strat- 
egies designed  to  protect  handicapped  new- 
borns. For  both  states  and  hospitals,  the 
penalty  of  noncompliance  is  severe:  loss  of 
federal  funding  assistance. 

House  bill  H.R.  1904  calls  for  infant  care 
guidelines  and  requires  that  states  set  up  a 
hotline  system  to  report  cases  of  suspected 
neglect.  States  that  choose  not  to  comply 
would  lose  all  funding  for  child  abuse  programs. 
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The  Senate  bill  S.  1003  would  establish  a 
government  advisory  committee  to  study  the 
treatment  of  ill  newborns  and  recommend 
standards  of  “appropriate”  care.  Based  on  the 
findings  of  this  advisory  committee,  the  Health 
and  Human  Services  Secretary  would  propose 
regulations  to  establish  “decision-making  pro- 
cedures” within  every  hospital.  Hospitals  that 
do  not  comply  would  lose  all  Medicare  and 
Medicaid  funding. 

A vaguely-worded  amendment  to  the  Senate 
bill  offered  by  Sen.  Thomas  F.  Eagleton  (D- 
MO),  reads: 

“(The  regulations)  shall  at  a minimum 
require  that  all  severely-ill  newborns  be 
provided  relief  from  suffering  including  feed- 
ing, and  medication  for  pain  and  sedation  as 
appropriate.” 

According  to  Eagleton  staffers,  this  means 
that  feeding  is  required  but  medication  is 
optional. 

No  cases  of  infant  mistreatment  have  been 
uncovered  by  the  government’s  Baby  Doe 
activities.  Of  822  calls  received  on  the  HHS 
Baby  Doe  hotline,  21  involved  complaints  of 
infant  care  and  seven  prompted  federal  in- 
vestigation. However,  according  to  Patricia 
Mackey  of  the  HHS  Office  of  Civil  Rights,  the 
government  has  not  recommended  treatment, 
feeding  or  relocation  of  any  infant  referred  on 
the  Baby  Doe  hotline. 

The  AMA  told  Congress  that  it  supports 
reauthorization  of  the  Child  Abuse  Act  to 
which  these  amendments  are  tagged,  but 
opposes  Congressional  decision-making  in  the 
nursery.  “The  AMA  believes  governmental 
intervention  intrudes  on  the  rights  and  respon- 
sibilities of  parents,  family,  physicians,  and 
institutions.  Imposition  of  procedures  would 
create  an  atmosphere  of  unwarranted  mistrust 
and  create  legal  pitfalls  of  enormous  propor- 
tions,” says  AMA  Executive  Vice  President 
James  H.  Sammons,  M.D. 

♦ ♦ * 

AIDS  Number  One  Health  Problem, 

Dr.  Brandt  Says 

Assistant  Secretary  for  Health  Edward  N. 
Brandt,  Jr.,  M.D.,  has  urged  all  physicians  and 
health  care  institutions  to  report  cases  of 
Acquired  Immune  Deficiency  Syndrome 
(AIDS)  to  state  health  departments,  assisting 


the  government  in  the  investigation  of  what  he 
calls  “the  nation’s  number  one  health  prob- 
lem.” 

Meanwhile,  AIDS  patients  have  been 
granted  almost  automatic  eligibility  for  dis- 
ability benefits  under  Social  Security.  SSA 
made  the  decision  in  May  to  provide  coverage 
after  the  Center  for  Disease  Control  (CDC) 
and  scientists  at  Johns  Hopkins  University 
advised  that  the  disease  has  identifiable 
symptoms  and  has  “an  exceedingly  high 
mortality  rate.” 

In  his  first  news  conference  on  AIDS,  Dr. 
Brandt  announced  that  CDC  is  expected  to 
make  AIDS  “a  notifiable  disease  in  all  states, 
improving  the  reporting  and  surveillance  pro- 
cedures for  the  disease  around  the  country. 
Until  now,  reporting  procedures  varied  from 
state  to  state  and  the  CDC  was  not  always 
routinely  notified  of  cases. 

The  CDC  also  plans  to  assign  public  health 
advisors  to  San  Francisco,  Los  Angeles  and 
Miami.  Because  most  cases  of  AIDS  appear  in 
urban  areas,  city  health  officials  have  an 
especially  important  role  to  play  in  the  AIDS 
investigation.  Dr.  Brandt  stressed. 

“Every  physician  should  be  aware  of  the 
possibility  of  AIDS  when  patients  with  malaise, 
weight  loss,  lymphadenopathy,  and  light  fever 
are  diagnosed,”  Dr.  Brandt  said.  “Cases  of 
AIDS  should  be  reported  immediately  to  state 
and  local  health  officials.  These  officials  and 
the  Public  Health  Service  can  provide  con- 
sultation to  physicians.  While  the  exact  as- 
sociation between  blood  and  blood  products 
and  the  development  of  AIDS  is  unknown, 
physicians  should  adhere  strictly  to  medical 
indications  for  transfusions.  Autologous  blood 
transfusions  should  be  encouraged.” 

Dr.  Brandt  pledged  that  $14.3  million  will  be 
spent  on  AIDS  research  in  fiscal  1983,  nearly 
three  times  last  year’s  AIDS  expenditure.  He 
announced  four  of  the  new  AIDS  research 
grants  awarded  by  the  National  Cancer  In- 
stitute to  R.  Gordon  Douglas,  M.D.,  of  Cornell 
Medical  Center,  New  York;  James  Mullins, 
PhD.,  of  Harvard  University,  Boston;  Fred- 
erick Siegel,  M.D.,  of  Mt.  Sinai  Medical 
Center,  New  York;  and  Paul  Volberding,  M.D., 
of  the  University  of  California  at  Los  Angeles. 
Two  new  AIDS  grants  from  the  National 
Institute  of  Allergy  and  Infectious  Diseases 
will  go  to  Arye  Rubenstein,  M.D.,  of  Yeshiva 
University,  New  York;  and  John  Fahey,  M.D., 
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University  of  California,  San  Francisco.  More 
grants  will  be  awrded  soon. 

Dr.  Brandt  reminded  the  public  that: 
*Sexual  contact  should  be  avoided  with 
persons  known  or  suspected  of  having  AIDS; 
♦Members  of  groups  at  increased  risk  for 
AIDS  should  refrain  from  donating  plasma  or 
blood  products; 

♦Researchers  should  evaluate  the  effective- 
ness of  screening  procedures  in  identifying 
and  excluding  blood  with  a high  probability  of 
transmitting  AIDS; 

♦Work  should  continue  towards  the  develop 
ment  of  safer  blood  products  for  use  by 
hemophilia  patients. 

AIDS  is  not  a threat  to  the  general  public, 
Dr.  Brandt  added.  “We  have  seen  no  evidence 
that  it  is  breaking  out  from  the  originally 
defined  high  risk  groups.  I personally  do  not 
think  there  is  any  reason  for  panic  among  the 
general  population.” 

In  San  Francisco,  some  landlords  have 
evicted  tenants  who  contracted  the  disease. 
The  city  has  since  established  counseling 
groups  to  provide  housing  for  victims,  and  has 
offered  space  in  a special  ward  at  the  San 
Francisco  General  Hospital. 

The  San  Francisco  Police  Department  has 
dispensed  special  gloves  and  masks  for  police 
officers  handling  “a  suspected  AIDS  patient.” 
The  officers  fear  they  could  catch  the  disease 
by  administered  mouth-to-mouth  resuscitation 
to  patients. 

Los  Angeles  medical  personnel  have  refused 
to  care  for  AIDS  patients  or  handle  blood 
samples  and  transfusions.  AIDS  hotlines  have 
received  calls  asking  if  the  disease  can  be 
picked  up  from  toilet  seats  or  subway  straps. 

In  New  York,  inmates  of  the  state  prison  in 
Auburn  refused  to  eat  meals  or  use  utensils 
from  the  prison’s  mess  hall,  fearing  that  food 
prepared  by  the  prison  might  be  contaminated 
by  other  inmates  with  the  disease.  Thirty-five 
inmates  in  New  York  prisons  have  been 
confirmed  as  having  AIDS. 

“There  is  no  evidence  to  date  that  indicates 
AIDS  is  spread  by  casual  contact.  On  the 
contrary,  our  findings  indicate  that  AIDS  is 
spread  almost  entirely  through  sexual  contact, 
through  the  sharing  of  needles  by  drug 
abusers,  and  less  commonly,  through  blood  or 
blood  products.  For  these  reasons,  there  is  no 
cause  for  fear  among  the  general  public  that 
individuals  may  develop  AIDS  through  casual 
contact  with  an  AIDS  patient,”  Dr.  Brandt 
said. 


ORGANIZATIONS,  STATE 


American  Cancer  Society.  Nebraska  Division.  Inc. 

Don  W.  McClure.  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  6812-* 

American  Diabetes  Association  ~ Nebraska  AfTiliate,  Inc. 

Ron  Van  Ryswyk.  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter.  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  "E'*  St.  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter.  Inc. 

Mrs.  Ellen  Wright.  Exec.  Director 
120  N.  69th  St..  Rm.  202.  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248.  Main  Station.  Omaha  68180 
Creighton  University  School  of  Medicine 
Dr.  Richard  O’Brien,  Dean 
California  at  24th  Street,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  ('hapter 
Charles  R.  Bercaw.  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States.  Inc. 

Ste.  13.  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Director 
1047  South  Street.  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 
Mr.  Joe  Wilson.  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service.  State  of  Nebraska 
6th  Floor.  State  Capitol  Bldg.,  Lincoln  68509 
Kenneth  P.  Wall,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs.  Inc. 

Room  212,  215  Centennial  Mall.  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Bldg..  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
8707  West  Center  Road.  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-lowa  Midlands  Chapter 
3624  Leavenworth.  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  V'alley  Road.  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton.  M.D..  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse.  M.D..  Dept,  of  Neurology 
601  North  30th  Street,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
John  D.  Griffiths,  M.D..  President 
• 8601  W.  Dodge  Rd.,  #210,  Omaha  68114 

Nebraska  Academy  of  Otolaryngology 
Barbara  Heywood,  M.D.,  President 
401  E.  Gold  Coast  Rd.,  Papillion  68128 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke.  President 

Craft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 

Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Gerald  N.  Siedband.  M.D.,  President 

Bryan  Memorial  Hospital,  4848  Sumner,  Lincoln  68506 

Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street.  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd..  Ste.  5,  Omaha  68154 
Nebraska  Chapter  — American  Academy  of  Physician  Assistants 
Bonnie  Shearer,  PA-C,  President 
706  Sherman  Dr.,  Bellevue  68005 
Nebraska  Chapter  — American  College  of  Pediatrics 
Dale  Ebers,  M.D.,  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 
Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 


Nebraska  Chapter  — American  College  of  Surgeons 
John  W’.  Smith,  M.D.,  President 

8300  Dodge  St.  #124,  Omaha  68114 

Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita.  M.D.,  Medical  Advisor 
105  South  49th  St.  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Henneman,  President 
3608  Worthington,  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  "0”  St,  Suite  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount.  President 
Box  94833,  1335  "L”  St,  Lincoln  68509 
Nebraska  League  for  Nursing 
Ellen  McGovern,  President 

Methodist  Hospital,  8300  Dodge  St,  Omaha  68114 
NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff.  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording.  Executive  Director 
Suite  26,  10730  Pacific  St,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza.  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Ave.,  Fremont  68025 

Nebraska  Pharmacists  Association 

Robert  P.  Marshall,  Pharm.D.,  R.P.,  Executive  Director 
600  S.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Association.  District  Branch  of  the 
American  Psychiatric  Association 
T.  Bulent  Tunakan.  M.D.,  President 
8504  Cass  Street,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St,  Omaha  68106 
Nebraska  Public  Health  Association 
John  Miner.  R.S.,  President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

John  A.  Haggstrom,  M.D.,  President 

Children’s  Memorial  Hospital,  8303  Dodge  St.,  Omaha.  NE  68114 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
John  J.  McCarthy,  M.D.,  President 
9936  Harney  Parkway  South,  Omaha  68114 
Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott,  M.D.,  President 
120  Wedgewood  Dr.,  Ste.  A,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper.  RRT,  President 

Southeast  Community  College,  8800  “0”  Street  Lincoln  68520 
Nebraska  State  Department  of  Health 

Heniy  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  North  87th  St.,  Omaha  68114 
Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 
Chris  Graff,  LPN 
5608  S.  38th  St.,  Lincoln  68516 
Nebraska  Urological  Association 
Charles  F.  Damico.  M.D.,  President 
604  W.  6lh,  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mr:>.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D.  Lincoln  68510 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews.  M.D..  Chancellor 
42nd  & Dewey  Ave..  Omaha  68105 
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Physicians'  Classified  - 

AdvertiMments  in  this  oflomn  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimnm  of  $10.00  per  insertion.  Copy  most  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be^nddressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

FAMILY  PRACTITIONER  NEEDED:  Two 
Boarded  Family  Physicians  with  full  time  residency 
teaching  experience  seek  a third  associate.  Pro- 
gressive West  Central  Nebraska  community  of 
3,500.  Modem  superiorly  equipped  clinic  and 
hospital.  Please  contact  Joe  Davis,  M.D.  or  Larry 
Wilson,  M.D.,  902-20th  Street,  Gothenburg,  NE 
69138.  (308)  537-7131. 

OFFICE  SPACE:  For  lease  in  Fremont,  NE. 
Approximately  1,400  square  feet  unfinished  space 
available  in  attractive  new  professional  building 
located  close  to  the  hospital  and  Fremont  mall. 
Basement  storage  space  and  ample  off-street 
parking.  Terms  negotiable.  (402)  721-1666. 


WANTED:  Family  Practitioner,  Board-certified, 
experienced  in  Obstetrics,  to  join  prepaid  and  fee- 
for-service  group  of  six  physicians.  Salary  and 
fringes  to  $70,000.  Send  resume  to:  Dr.  John 
Campbell,  Health  Central,  17th  & “N”  St.,  Lincoln, 
NE  68508;  Phone:  (402)  475-7000. 
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DISCONTINUATION  excellent  solo  practice  of 
33  years  due  to  health  reasons.  Building,  office 
equipment,  established  patient  load.  Private  cor- 
poration ten  years.  County  seat.  Southcentral 
Nebraska  — 40  bed  hospital,  full  lab,  x-ray, 
pathology  coverage.  Will  introduce.  Full  financial 
reports  available.  Contact  Nebraska  Medical 
Journal,  (Box  003),  1512  First  National  Bank 
Bldg.,  Lincoln,  NE  68508. 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8V4  X 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicqs),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8H  X 11  in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the- Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalniancc 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17:201- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
«:18-22,  Jan  1971.  4.  Kales  A et  al:  JAMA  24/:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
201:1039-1041,  Sep  15.  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  10:576-583 , May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27:541-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  II.  Karacan  1,  Williams  RL,  Smith  JR:  The 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.'^ 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  P.sychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971  12.  Poliak  CP.  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ 

Dalmane’^  (S 

(flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupa'ions  requiring  complete  men- 
tal alertness  (e.g..  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 
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Contemporary  HypnoticTherapy  \ 


^ ^5^Dalniane  ® [flurazepam  HCl/Roche]  Staiicls  Apart 


0^ 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 


m^ortant 
criteria: 


•Rapid  onset  of  sleep.^ 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.^ 

•More  total  sleep  time  on  nights 
12tol4of  therapy.' 

•Continued  efficacy  for  at  least  28  nights : 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.'"''^ 


15-mg/30-mg  capsules 
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An  added  complication... 
in  the  treatment  of  bacteriai  bronchitis'^ 


Brief  Summary.  Consul!  the  package  literature  tor  prescribing 
information. 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  prieumoniae  fD/p/ococcus  pneumorjiae) . Haemophilus 
influeniae,  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Wamingi:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  ot  antibiotics  Such  colitis  may  range  in  seventy  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
ol  the  colon  and  may  permit  overorowlh  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  diHiale  is  one  primary 
cause  ol  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacterioiogic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  lor  antibiotic 
associated  pseudomembranous  colitis  produced  by  C dilticile  Other 
causes  of  colitis  should  be  ruled  out 
Precautions;  General  Precautions^^  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  withappropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  ol 
nonsusceptible  organisms  Careful  observation  ol  the  patient  is 
essential  If  superinteclion  occurs  during  therapy,  appropriate 
measures  should  betaken 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  ol  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  tost  may 
be  due  lo  the  drug 

Ceclor  should  bo  administorod  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommendad 
As  a result  ol  administration  of  Ceclor.  a lalse-positivo  reaction  for 

Siucose  in  the  urine  may  occur  This  has  been  observed  with 
enedicl  s and  Fohling  t solutions  and  also  with  Ctimtest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Tost  Strip,  USP,  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  ol  gaslrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  Pregnancy  Category  B - Reproduction 
studios  have  boon  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertilily  or  harm  lo 
the  fetus  due  lo  Ceclor  There  are.  however  no  adequate  and 
well  controlled  studies  m pregnant  women  Because  animal 
reproduction  itudiits  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers- -Small  amounts  of  Ceclor  have  been  delected  in 
mother  s rnitk  tnilowing  administration  of  single  500  mg  doses 
Average  levels  wervO  Ifl,  0 20  0 21  and  0 16  mcg  mlal  two  three 
four,  and  live  hours  resi^e^ively  Trace  amounts  were  delected  at  one 


or 

teioclor 


Pulvules*'.  250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’  * 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.^ 


hour  The  eflect  on  nursing  infants  IS  not  known  Caution  should  be 
exercised  when  Ceclor*  (cefaclor,  Lilly)  is  administered  to  a nursing 
woman 

Usage  m Children — Safety  and  effectiveness  ot  this  product  for  use 
in  infants  less  than  one  month  ot  age  have  not  been  established 
Adverse  Reactions:  Adverse  efiects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  ot  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  ot  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  repoMid 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
ot  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  i in  200 
patients  Cases  ot  serum-sickness-like  reactions  (erythema 
multitorme  or  the  above  skin  manifestations  accompanied  by 
arthritis  arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Cktor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a lew  days  after  initiation 
ot  therapy  and  subside  within  a few  days  after  cessation  ot  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  ot  the  syndrome 

Cases  ol  anaphylaxis  have  been  reported,  hall  ol  which  have 
occurred  in  patients  with  a history  ol  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophitu 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  l m 100 
patients) 

Causal  Relationship  Uncertain— yiansiXoiy  abnormalities  m clinical 
laboratory  test  results  have  been  reported  Although  they  were  ot 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  ol  SCOT,  SGPT.  or  alkaline  phosphatase 
values  |1  m 40) 

Hematoporetrc— Transient  fluctuations  m leukocyte  count, 
predominantly  lymphocytosis  occurring  in  intanls  and  young  children 
II  in  40] 

Rena/— Slight  elevations  m BUN  or  serum  creatinine  (less  than  1 m 
500)  or  abnormal  urinalysis  Hess  than  1 in  200) 

(061762R) 


* Many  aulhorilies  attribute  acute  infectious  exacerbation  ot  chiorvc 
bronchitis  lo  either  5 pneumoniae  or  H inliuentae  * 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  peniciiitn-aiiergic 
patients 

Penicillin  is  the  usual  drug  ot  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  ot 
rheumatic  lever  See  prescribing  tnlormalion 
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(I©  Immanuel  Medical  Center 


Announcing  . . . 

ONCOLOGY  FELLOWSHIP  PROGRAM  SEPTEMBER  8-9,  1983 


A two-day  continuing  education  program  in  Oncology  for  primary  care  physicians  will  be  held  at  Moiling 
Education  Center,  Immanuel  Medical  Center,  September  8-9, 1 983.  This  program  is  designed  to  enhance 
physicians’  diagnosis,  treatment  and  follow-up  skills  in  dealing  with  the  most  prevalent  oncology 
diagnoses.  Continuing  Medical  Education  (CME)  credits  are  offered  for  participation  in  the  program. 

Spouses  are  invited  to  participate  in  special  activities;  participants  and  faculty  will  enjoy  an  evening  of 
Dinner  Theater  together  on  Thursday,  September  8.  Participants  are  housed  at  the  beautiful  new 
Immanuel  Plaza  Motel  on  the  Medical  Center  campus. 


An  agenda  for  the  two-day  program  is  as  follows: 

First  Day 

Introduction  to  Cancer 
John  B.  Davis,  M.D. 

Principles  and  Treatment  of  Cancer: 

Radiation  Oncology 
Chemotherapy 
David  J.  Harter,  M.D. 

Herbert  A.  Hartman,  Jr.,  M.D. 

Imaging  Modalities 
Paul  Bender,  M.D.* 

W.  Benton  Copple,  M.D.* 

Primary  Oncologic  Emergencies 
John  Hoesing,  M.D. 

Colon  Cancer  Update 

Mark  Christensen,  M.D. 

Skin  Tumor,  Diagnosis  and  Treatment 
John  F.  Latenser,  M.D. 

Lung  Cancer  Update 
Leonard  Moss,  M.D. 

David  J.  Harter,  M.D. 

The  Role  of  the  Family  Physician  in 
the  Treatment  of  Cancer 
Ronald  C.  Bell,  M.D. 

Tour  of  Radiation  Oncology 

•Session  presenter  rotates  (or  each  Fellowship  Program. 

For  more  information  on  this  or  future  Fellow- 
ships, contact  Marion  Kaple,  Moiling  Education 

Center,  Immanuel  Medical  Center,  6901  North 

72nd  Street,  Omaha,  Nebraska  68122,  (402) 

572-2340. 
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Second  Day 

Tumor  Conference 
John  B.  Davis,  M.D.,  Moderator 
Panel  — Medical  Staff  representing  Hematology, 
Medical  Oncology,  Pathology,  Gynecology, 
Surgery,  Radiology,  Urology,  General  Family 
Practice,  Internal  Medicine 

Gynecologic  Tumor 

Leon  S.  McGoogan,  M.D.* 

Terrence  J.  Kolbeck,  M.D.* 

Chronic  Lymphatic  Leukemia 
John  R.  Feagler,  M.D. 

Multiple  Myeloma 

John  R.  Feagler,  M.D. 

Control  of  Pain  in  the  Cancer  Patient 
David  J.  Harter,  M.D. 

Rehabilitation  of  the  Cancer  Patient 
Stuart  G.  Oxford,  M.D. 

Breast  Cancer  Update 
John  B.  Davis,  M.D. 

Cancer  Screening  in  the  Physician's  Office 
William  A.  Shiffermiller,  M.D. 

Prostatic  Carcinoma 

Stewart  E.  Sloan,  M.D.* 

Gerald  C.  Felt,  M.D.* 

Management  of  Therapy  Complications 
John  R.  Feagler,  M.D. 

David  J.  Harter,  M.D. 

Follow-Up  of  Cancer  Patients 
John  B.  Davis,  M.D. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  P'amily  Physicians 
Mr.  Roger  A.  Tusken,  Kxec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  04114 
.American  Academy  of  Pediatrics 

M.  Harry  Jennison.  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
,\merican  Academy  of  Physician  Assistants 
Peter  D.  Rosenstein.  Executive  Director 
1117  N.  19th  St..  3rd  Floor.  Rosslyn,  VA  22209 
American  Academy  of  Ophthalmology 
Stanley  M.  Truhlsen.  M.D.,  President 
1833  Fillmore,  P.O.  Box  7424,  San  Francisco,  CA  94120 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Flxec.  Director 
P.O.  Box  61911,  Dallas,  TX  7.5261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St..  Philadelphia,  PA  19104 
American  College  of  Radiology 

Rue  VV.  Harris.  Ed.D.,  Executive  Director 
20  North  VVacker  Drive.  Chicago.  IL  60606 
.American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St..  Chicago.  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue  SW,  Ste.  300  E, 

Washington.  D.C.  20024 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  V’ice  President 
2 Park  Avenue,  New  York,  NY  10016 
.American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  .Avenue,  Dallas,  TX  75231 

WashingtoNotes 

Support  Mounts  for  President’s 
Insurance  Tax  Cap 

Since  “controls  on  physicians  and  hospitals 
cannot  by  themselves  halt  health  care  infla- 
tion,” the  U.S.  should  “change  the  economic 
incentives  facing  all  the  key  participants  in  the 
health  care  system”  by  adopting  the  Reagan 
Administration’s  proposed  tax  on  employer- 
paid  health  insurance  benefits  above  a certain 
ceiling,  Robert  Rubin,  M.D.,  told  a Senate 
panel  in  June. 

Rubin,  Assistant  Secretary  for  Planning  and 
Evaluation  with  the  Department  of  Health  and 
Human  Services,  testified  before  the  Senate 
Finance  Committee  which  is  considering  S.640, 
a tax  cap  proposal  introduced  by  Committee 
Chairman  Robert  Dole  (R-KS)  at  the  Adminis- 
tration’s request.  The  measure  would,  as  of 
January  1,  1984,  tax  as  income  to  the 
employee  any  premium  contributions  by  his 
employer  in  excess  of  $175  a month  per  family 
or  $70  per  month  per  individual. 


American  Hospital  Association 

Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr,  Chicago,  IL  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  ■].  W.  Andes,  Flxecutive  Secretary 
515  Busse  Hwfy,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Interim  Chief  Administrative 
Officer.  2100  W.  Harrison  St.,  Chicago,  IL  60612 
.American  Society  of  Internal  Medicine 
.Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1 101  V'ermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

.Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons 
Luis  Grana,  .M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leaveowforth,  Omaha,  NE  68105 
National  Rehabilitation  Association 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Richard  G.  Lester,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  Past  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 


Rubin  reported  that  HHS  estimates  the 
proposal  would  generate  $2.1  billion  in  tax 
revenues  in  1984  and  $27.4  billion  over  the 
next  five  years.  The  30  million  workers 
affected  in  the  first  year  would  have  a tax 
increase  of  $228. 

The  tax  cap  is  favored  by  Dole,  who  has 
suggested  that  revenue  from  it  might  be  used 
to  finance  a health  insurance  program  for  the 
unemployed,  a tactic  the  Administration  favors 
only  if  the  cap  is  lowered  to  generate  new 
revenues  on  top  of  those  anticipated  from 
S.640. 

Nevertheless,  the  tax  cap  does  not  appear  to 
have  an  avid  constituency  in  Congress  and  an 
informal  poll  of  Finance  Committee  members 
is  said  to  have  turned  up  only  a few  who  favor 
it.  Though  support  was  slightly  stronger  for  a 
cap  used  to  finance  health  insurance  for  the 
unemployed,  a majority  of  Finance  members 
opposed  that  approach. 

Rubin  said  the  cap  is  necessary  because  the 
“major  threat  to  quality  medical  care  in  the 
(Continued  on  page  lOA) 
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ORGANIZATIONS,  STATE__ 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Rd,,  Omaha  68124 
American  Diabetes  Association  — Nebraska  AfTiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St..  Oak  Park  Plaza.  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen.  Acting  Executive  Director 
3624  Farnam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr..  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  "E"  St..  Lincoln  68501 
Arthritis  Foundation.  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St..  Rm.  202.  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P 0.  Box  3248.  Main  Station.  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O'Brien.  M.D..  Dean 
California  at  24th  St..  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St..  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Suite  103.  Hillcrest  Bldg. 

76th  & Mam.  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebra.ska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D..  Director 
1047  South  St..  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson.  Executive  Director 
12177  Pacific  St..  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P Wall.  Director 
6th  Floor,  State  Capitol  Bldg..  Lincoln  68509 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212.  215  Centennial  Mall.  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  .M.D.,  Secretary' 

634  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St..  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman.  Executive  Director 
2217  No.  91st  Plaza,  Omaha  68134 
National  Multiple  Sclerosis  Society  • Nebraska-Iowa  Midlands 
Chapter 

3624  Leavenworth.  Omaha  68105 
National  Society  to  Prevent  Blindness.  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J Lytton.  M.D  . President 
Regional  Center.  Hastings  68901 
Nebraska  Academy  of  Ophthalmology 
John  D Griffiths,  M.D.,  President 
8601  W,  Dodge  Rd..  #210,  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
Barbara  Heywood.  M I)  . President 
401  E.  Gold  Coast  Rd  . Papillion  68128 
Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Gerald  N.  Siedband.  M I)..  Pre.sident 
Bryan  Memorial  Hospital.  4848  Sumner.  Lincoln  68506 
Nebraska  (’hapter  — American  Academy  of  Family  Physicians 
K Don  Arrasmith.  M I)..  Secretary  Treasurer 
Mrs.  Phvllis  G Hansen.  Executive  Secretary 
10840  ()ld  Mill  Rd..  Ste.  5.  Omaha  68154  ' 

Nebraska  ('hapter  — American  Academy  of  Physician  Assistants 
Bonnie  .Shearer.  PA-(\  President 
706  Sherman  Dr.,  Bellevue  68005 
Nebraska  (’hapter  — American  ('ollege  of  Pediatrics 
Dale  Fibers,  M I),.  ('hairman 
1701  Normal  Blvd..  Lincoln  68506 


Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D..  President 
8300  Dodge  St..  #124.  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D..  Medical  Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards.  D.D.S.,  Secretary’ 

1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Henneman,  President 
3608  Worthington.  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  "O"  St..  Ste.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833.  1335  “L"  St..  Lincoln  68509 
Nebraska  League  for  Nursing 

Patricia  B.  Perr>',  R.N..  Ph.D..  President 
333  So.  44th  St.,  Omaha  68131. 

Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff.  Executive  Secretary 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak,  Executive  Director 
Suite  26.  10730  Pacific  St,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D..  Secretary 

Embassy  Plaza.  #290.  90th  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N..  Secretary-Treasurer 
645  So.  20th.  #E-15,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Robert  P.  Marshall.  Pharm.D..  R.P.,  Exec.  Director 
600  So.  12th.  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
David  K.  Kentsmith,  M.D..  President 
2821  South  87th  Ave.,  Omaha  68124 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr.  M.D..  Director 
602  So.  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

John  A.  Haggstrom,  M.D.,  President 

Children's  Memorial  Hospital.  8303  Dodge  St..  Omaha  68114 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D.,  President 
2121  South  56th  St..  Lincoln  68506 
Nebraska  Society  of  Internal  Medicine 
Monte  M,  Scott,  M.D..  President 
120  W'edgewood  Dr..  Ste.  A.  Lincoln  68510 
Nebraska  Society  for  Respiratory  Therapy 
Steve  Lupes.  RRT.  President 

Bergan  .Mercy  Hospital.  75th  & Mercy  Rd..  Omaha  68124 
Nebraska  State  Department  of  Health 

Henry  D.  Smith.  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mali  South.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D..  Secretar>-Treasurer 
720  No.  87th  St..  Omaha  68114 

.Nebraska  State  Society  of  .American  Association  of  Medical 
Assistants 

Elaine  C.  Arps 

709  No.  116th  St..  #C-9.  Omaha  68154 
Nebraska  Urological  Association 

Charles  F Damico.  M.D..  F A.C.S.,  President 
2115  No.  Kansas.  Hastings  68901 
Nebraska  Veterinar>’  Medical  Association 
Bob  Garey.  Executive  Director 
209  West  9th  St,.  Hastings  68901 
Omaha  .Mid-West  Clinical  Society 

Ms.  Lorraine  E Seibel.  Executive  Secretary 
7363  Pacific  St..  #210-A.  Omaha  68114 
Cerebral  Palsy  of  Nebraska 

Joyce  Richter.  Client  Services  Rep 
P 6 Box  80103.  Lincoln  68501 
llniversity  of  Nebraska  Medical  Center 
Charles  E Andrews.  M I).,  ('hancellor 
42nd  & Dewey  Ave  . Omaha  68105 
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Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E 'Taylor.  M I)  . F A. (VP  . Governor 
Box  HI 009.  Lincoln  68501 


Save  Time,  Save  Money  with 
Wilmer  Medical  Management  Forms 


Wilmer  compatible  pegboard 
forms  are  interchangeable  with 
the  most  popular  health  care 
systems  offered  by  Control-0- 
Fax,  Safeguard,  NBS,  and 
McBee. 

Now  reorder  medical  man- 
agement forms  and  save  both 
time  and  money  with  Wilmer 
compatible  forms  and  sys- 
tems. All  the  most  widely  used 
checks,  receipts,  patient  led- 
gers, day  sheets,  and 
envelopes  are  now  available 
including  the  increasingly 
popular  multi-part  receipt/ 
insurance  claim  form  we  call 
"Superslip^”” 


WILMER  OFFERS  COMPATIBLE  FORMS  FOR: 

McBEE 


NBS 

SAFEGUARD 
CONTROL-O-FAX 


wilmer  service  line" 


FORMS  YOU  CAN  COUNT  ON 


SEE  YOUR  LOCAL  OFFICE  PRODUCTS  DEALER 

OR  CALL  TOLL-FREE  1-800-621-8131. 


METHODbl  htospHAi 

THE  NEBRASKA  METHODIST  HOSPITAL,  8303  DODGE  STREET.  OMAHA.  NEBRASKA  68114.  402-390-4000 


HOWARD  B.  HUNT  CANCER  SEMINAR 
“Malignant  Lymphomas  — Current  Concepts” 


Reserve  Friday  and  Saturday,  September  30  and  October  1,  1983  to  attend 
the  Nebraska  Methodist  Hospital’s  1983  Howard  B.  Hunt  Cancer  Seminar  — 


“Malignant  Lymphomas  — Current  Concepts” 

At 

The  Nebraska  Methodist  Hospital,  Omaha 


Featuring 

Stephen  Carter,  M.D. 
Medical  Oncologist 
Bristol  Laboratories 
New  York  City,  New  York 


these  nationally  known 
Costan  W.  Berard,  M.D. 
Hematopathologist 
St.  Jude’s  Children’s 
Research  Hospital 
Memphis,  Tennessee 


Physicians: 

Peter  Mauch,  M.D. 
Radiation  Therapist 
Harvard  Medical  School 
Boston,  Massachusetts 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


SoNLEY 


SLPPLY  COMPAIVY 

P.O.  Box  83108,  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


WashingtoNotes 

(Continued  from  page  7 A) 

U.S.  is  a continuation  of  the  trend  of  inordinate 
inflation  in  health  expenditures”  and  because 
employer  payments  into  private  health  plans 
are  projected  to  rise  from  $50.5  billion  in  1980 
to  $178.4  billion  in  1990,  diverting  employee 
compensation  away  from  taxable  wages. 

He  maintained  that  the  tax  cap  would 
encourage  innovative  employer  programs  such 
as  health  promotion  plans  and  preferred 
provider  organizations  as  well  as  increased 
cost-sharing  to  encourage  patients  to  shop  for 
care.  He  said  the  tax  cap  would  reduce  current 
tax  code  inequities  that  favor  high  income 
employees. 

The  National  Association  of  Governors  and 
most  health  care  providers,  including  the 
American  Hospital  Association,  the  Federa- 
tion of  American  Hospitals,  and  the  American 
Academy  of  Pediatrics,  supported  the  tax  cap. 

William  R.  Felts,  M.D.,  told  the  committee 
(Continued  on  page  13A) 
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ibuprofen,  Upjohn 

600 mg  Tablets 


ntfor  your  patients 


© 1961  The  Upiohn  Company 
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that  the  American  Medical  Association  thinks 
“a  cap  would  increase  consumer  cost-con- 
sciousness and  thereby  help  to  reduce  the 
increases  in  health  care  costs.” 

Felts’  testimony  came  just  as  the  AMA’s 
House  of  Delegates  at  its  annual  meeting  in 
Chicago  was  approving  a revised  set  of 
consumer  choice  principles  which  includes 
support  for  a cap  on  the  amount  of  the 
employer-paid  health  insurance  premiums  that 
are  tax-free  to  the  employee. 

A Washington,  D.C.  internist,  Felts,  also 
said  the  AMA  has  two  concerns  with  the 
Administration’s  tax  cap  proposal.  First,  he 
suggested,  the  annual  increase  in  the  ceiling 
should  be  indexed  to  medical  care  cost 
increases  rather  than  to  the  general  CPI. 
Second,  the  AMA  would  like  to  “urge  em- 
ployers, employees  and  third  party  payors  to 
adjust  plans  by  increasing  patient  cost-sharing 
and  offering  multiple  plans  with  varying 
deductibles  and  levels  of  coinsurance  rather 
than  reducing  the  breadth  of  benefits.” 

One  concern  that  has  been  raised  by 
opponents  of  the  cap  is  that  it  would  dis- 
courage insurance  for  preventive  care  while 
continuing  hospital  coverage  at  the  present 
levels. 

American  Dental  Association  President 
Burton  Press  told  the  committee  a tax  cap 
would  “penalize  prevention-oriented,  cost- 
effective  dental  prepayment  plans.”  But,  AAP 
President  James  E.  Strain,  M.D.,  said  that 
health  plans  have  always  discriminated  against 
preventive  benefits,  particularly  those  for 
children.  He  called  for  adoption  of  the  tax  cap, 
but  urged  that  tax  deductions  be  prohibited 
for  employer  insurance  plans  failing  to  provide 
preventive  care  for  children. 

Resistance  to  the  cap  came  from  employers, 
unions  and  insurers,  and  some  of  the  op- 
ponents accused  the  provider  supporters  of 
pushing  the  tax  cap  as  a means  of  staving  off 
further  controls  on  hospitals  and  physicians. 

In  general  their  objections  to  the  cap  eire 
that  the  cap  would:  penalize  older  workers;  be 

(Continued  on  page  277) 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 

Are  We  Overusing  Antibiotics? 


About  3 years  ago  I attended  a 
seminar  on  infectious  diseases 
at  which  a beautifully  detailed 
discussion  on  the  use  of  antibiotics  was 
presented.  Emphasis  was  made  that  anti- 
biotics should  be  used  for  a specific  purpose 
and  not  just  to  satisfy  a patient.  The  import- 
ance of  determining  the  etiologic  agent  of  an 
infection  prior  to  treatment  was  stressed. 
Afterwards  there  followed  a discussion  period 
during  which  the  following  case  history  was 
presented: 

A very  anxious  and  worried  mother  brings  a 
3 year  old  white  male  to  your  office  with  a cold. 
The  mother  states  that  the  child’s  symptoms 
began  about  4 days  ago.  She  has  been  giving 
the  child  some  of  last  year’s  antibiotics  which 
she  had  on  hand  but  the  child  has  not 
improved  and  still  complains  of  a sore  throat 
and  seems  congested.  On  physical  examination 
you  find  a healthy  appearing  young  boy  who  is 
actively  persuing  the  content  of  your  supply 
cabinets.  He  submits  readily  to  examination. 
He  is  afebrile.  There  is  some  postnasal  drain- 
age and  slight  pharyngitis  present.  The  tonsils 
are  not  enlarged.  There  is  no  lymphadenopa- 
thy.  His  lungs  are  clear.  The  ears  are  normal.  A 
white  blood  count  and  differential  are  normal. 
The  mother  insists  that  the  child  needs  a 
different  antibiotic.  What  do  you  do? 

The  response  of  the  panel  was  interesting. 
Two  of  them  said  they  didn’t  know  for  sure 
what  they  would  do.  The  others  agreed  they 
would  probably  go  ahead  and  prescribe  anoth- 
er antibiotic. 

How  many  times  have  we  all  come  across  a 
case  like  this'  Yet  I’m  beginning  to  wonder  if 
we  really  are  doing  our  patients  a favor  by 
using  antibiotics  for  the  “common  cold”, 
whatever  that  rather  archaic  term  means.  We 
know  the  majority  of  these  illnesses  are  viral  in 
origin  and  will  not  respond  to  antibiotics.  Why 
then  do  people  get  better  when  we  do 


EDWARD  A.  HOLYOKE,  JR.,  M.D. 

Ogallala,  Nebraska 

prescribe  them,  even  though  they  really  may 
not  be  indicated.? 

This  past  winter  I did  a little  study.  I tried  to 
keep  track  of  all  the  patients  I saw  with  upper 
respiratory  infections  of  any  sort  and  how  they 
responded  to  treatment  with  and  without 
antibiotics.  I included  all  age  groups  in  this 
little  test.  I performed  cultures,  complete 
blood  counts  and  other  tests  where  appropri- 
ate. Only  a few  of  those  patients  I chose  to 
treat  without  antibiotics  responded  well  until 
they  were  put  on  one,  by  me  or  someone  else. 
Almost  all  of  those  I treated  initially  with 
antibiotics  responded  quite  quickly. 

Perhaps  I am  overreacting  or  even  wrong  in 
my  thinking,  but  the  fact  remains  people  just 
don’t  seem  to  recover  from  upper  respiratory 
infections  as  fast  as  they  once  did.  It  has  been 
recognized  for  years  that  mutations  in  organ- 
isms occur  resulting  in  new  strains  which  prove 
to  be  resistant  to  antibiotics.  Is  overuse  of 
antibiotics  causing  this  more  than  we  realize? 
Organisms  are  smart  and  they  are  tough;  we  all 
know  that.  Maybe  they’re  smarter  and  tougher 
than  we  realize.  Few  areas  of  pharmacology 
have  exploded  with  as  many  new  drugs  as  the 
area  of  antimicrobials.  And  many  of  these  are 
truly  miracle,  life  saving  medicines  - not  a 
doubt  of  it.  I worry,  though,  that  the  organisms 
are  going  to  find  a way  to  survive  against  even 
these  new  sophisticated  drugs,  too,  especially 
if  we  use  them  inappropriately. 

I submit  this  editorial  hoping  it  will  promote 
some  discussion  and  feedback.  I’d  like  to  go  on 
but  there  is  a lady  on  the  telephone  who  wants 
me  to  give  her  child  an  antibiotic,  so  I must  get 
to  work. 
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ORIGINAL  ARTICLES 


Changing  Views  of 
Women  in  Medicine 


Medicine  is  described  by  doctors 
and  patients  alike  as  a con- 
servative profession.  While 
“progress”  in  medicine  is  usually  considered  to 
be  desirable,  “change”  is  a much  more  dubious 
value.  Change,  as  it  concerns  the  traditional 
image  of  the  physician,  is  not  likely  to  be 
welcomed  with  wholesale  enthusiasm.  What  do 
medical  students  about  to  enter  their  profes- 
sion consider  progress  or  “acceptable  change” 
regarding  medical  education  and  the  image  of 
the  physician  in  today’s  society? 

In  recent  years  no  aspect  of  the  medical 
profession’s  orthodoxy  has  been  more  chal- 
lenged than  its  male-dominant  value  system 
and  hierarchical  structure  (the  “old  boy” 
network).  Women  are  asserting  themselves 
and  making  both  their  needs  and  values  felt 
within  the  medical  profession.  Women  as 
consumers  and  as  providers  of  medical  care 
are  emerging  as  leaders  and  innovators  in  the 
change  process.  Traditional  images  of  today’s 
physician  are  challenged  at  every  level  by 
medical  school  applicants,  medical  students, 
their  professors,  and  in  the  media. 

A multitude  of  problems  surround  the  image 
of  the  professional  set  forth  in  colleges  of 
medicine  throughout  the  country.^  Areas 
specifically  under  closer  investigation  include 
career  aspirations  of  students,  career  choices 
of  recent  graduates  (male  vs.  female),  medical 
school  admission  policies,  undergraduate  edu- 
cation and  role  modeling.^ 

Women  will  constitute  25  percent  of  phy- 
sicians entering  practice  by  the  mid-1980’s.^ 
How  will  this  alter  traditional  images  of  the 
physician,  patient/physician  relationships,  and 
physician  authority  vs.  increased  self-reliance 
of  the  health  care  consumer?'* 

Scadron  et  al  surveyed  attitudes  towards 
women  entering  the  medical  profession.'’ 
Males  responded  less  favorably  towards  in- 
creased female  leadership  in  the  medical 
profession.  Males  and  females  were  both 
ambivalent  on  the  issue  of  women  physicians’ 
needs  and  rights  in  combining  career  goals  and 
family  responsibilities.  This  article  also 
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showed  that  in  medical  education  gender 
stereotypes  prevail.  Male  faculty  were  more 
likely  to  be  characterized  as  “egotistical,” 
while  female  faculty  were  viewed  as  “sensitive” 
and  “altruistic.”  Male  medical  students  were 
the  least  likely  of  all  groups  surveyed  to 
promote  the  advancement  of  women  in  aca- 
demic medicine. 

Recently  students  and  recent  graduates  at 
the  University  of  Nebraska  Medical  School 
completed  a similar  survey  on  attitudes  and 
values  relating  to  women  in  the  medical 
profession.  Table  1.  A four-part  survey  was 
administered  to  four  classes;  forms  were 
returned  anonymously.  Questions  assessed 
student  and  graduate  performance,  peer  re- 
lationships, and  role  models.  Responses  were 
correlated  by  age,  sex,  and  year  of  graduation. 
Statistical  significance  was  determined  ac- 
cording to  a test. 

Results  indicated  that  both  men  and  women 
believe  their  families  supported  their  career 

TABLE  1. 


Survey  Population 


Class  of: 

1984 

1983 

1982 

1981 

Total  Enrollment 

156 

152 

154 

84 

No.  Responses 

68 

80 

45 

21 

Females 

53 

32 

38 

23 

No.  Responses 

25 

23 

11 

10 

Males 

103 

120 

116 

61 

No.  Responses 

43 

57 

34 

11 
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choice.  Table  2.  However,  career  choice 
support  for  females  was  less  evident  within 
academia.  A significant  number  of  both  females 
and  males  have  encountered  sexism  in  medical 
education.  The  majority  of  first  and  second 
year  students  agreed  that  affirmative  action 
policies  were  correcting  imbalances  in  medical 
school  admissions  patterns.  Third  and  fourth 
year  students  were  evenly  divided  on  the  uses 
of  affirmative  action  in  admission. 

Female  and  male  students  at  all  levels  of 
medical  education  agreed  that  gender  is  not  a 
significant  factor  affecting  their  rapport  with 
other  students.  Table  3.  All  groups  reject  the 


belief  that  men  as  a group  will  outperform 
women  as  a group  in  medical  school.  Regard- 
ing the  educational  process,  most  students  felt 
there  were  adequate  role  models  available  for 
male  students.  However,  male  students  were 
more  likely  to  believe  that  adequate  role 
models  are  provided  for  female  students. 
Women  students  indicated  higher  dissatisfac- 
tion with  role  models  available  to  them  as 
women  during  the  process  of  medical  educa- 
tion. At  the  same  time,  a majority  of  women 
said  that  the  gender  of  role  models  or  favorite 
faculty  is  not  a relevant  concern  for  them.  Men 
were  more  evenly  divided  on  the  relevance  of 
gender  in  the  medical  education  process. 


TABLE  2. 


RESPONSES  BY  SAMPLE  GROUPS  TO  AGREE-DISAGREE  MEASURES 

Group  Response.  % of  Total 

Agree 

Disagree 

1 Aftirmative  action  has  played  an  important  and 

Total 

73 

27 

necessary  role  in  medical  school  admission 

Females 

83 

17 

policies 

Males 

69 

31 

2 Men  as  a group  generally  do  better  than  women  as 

Total 

8 

92 

a group  m medical  school 

Females 

3 

97 

Males 

21 

79 

3 1 have  encountered  some  sexism 

Total 

'74 

26 

(remarks/attitudes)  in  my  medical  (or  pre-medical) 

Females 

85 

15 

education 

Males 

69 

31 

4 Women  physicians  actually  practice  significantly 

Total 

38 

62 

fewer  years  than  do  men  physicians 

Females 

15 

85 

Males 

49 

51 

5 My  family  has  been  supportive  of  my  career 

Total 

92 

8 

choice 

Females 

86 

14 

Males 

95 

5 

TABLE  3. 


Options  Provided 

Gender 


1 1 get  along  most  easily  with  other 
medical  students  who  are 

Total 

Females 

Males 

Female 

7 

9 

6 

Male 

13 

18 

11 

Not  Relevant 

80 

73 

83 

2 My  favorite  faculty,  role  models,  or 

Total 

2 

44 

54 

mentors  are 

Females 

3 

24 

73 

Males 

1 

53 

47 

3 1 accept  criticism  better  from  ... 

Total 

6 

18 

76 

Females 

5 

17 

78 

Males 

6 

18 

76 

4 1 would  prefer  my  personal  physician 

Total 

11 

34 

54 

to  be 

Females 

33 

5 

62 

Males 

1 

48 

51 

5 1 would  prefer  a professional  partner- 

Total 

4 

21 

75 

ship  with 

Females 

5 

11 

85 

Males 

3 

26 

71 

6 Patients  with  whom  it  is  difficult  to 

Total 

10 

7 

84 

work  are  usually 

Females 

8 

5 

88 

Males 

10 

7 

82 
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A significant  majority  of  all  groups  stated 
that  gender  is  not  a relevant  factor  in 
characterizing  the  “difficult  patient.”  All 
groups  agreed  that  in  stating  a preference  for 
professional  partnership,  gender  would  not  be 
a significant  consideration.  However,  male  and 
female  students  were  unevenly  divided  on  the 
issue  of  length  of  practice  of  female  physicians. 
A significant  majority  of  female  students 
denied  that  women  physicians  will  practice 
fewer  years  than  men  physicians.  Male  stu- 
dents divided  evenly  on  this  issue. 

Most  students  agreed  that  a man  can  be 
both  full-time  physician  and  husband/father. 
Table  4.  However,  the  number  of  males  who 
believe  that  a woman  can  be  both  full-time 
physician  and  wife/mother  was  significantly 


smaller  than  the  number  of  females  who  think 
so. 

In  choosing  a personal  physician,  males  were 
equally  divided  on  the  issues  of  gender’s 
relevance.  A significant  number  of  females 
expressed  a preference  for  personal  physicians 
who  were  female.  Fifteen  percent  of  male 
students  felt  they  would  value  a course  on 
women  in  medicine.  Seventy-one  percent  of 
female  students  stated  they  would  value  such  a 
course.  Forty-eight  percent  of  female  students 
stated  that  they  would  appreciate  personal 
support  groups.  Personal  support  groups  found 
favor  with  only  twenty  percent  of  male 
students. 

Attitude  surveys  of  this  type  can  help 
medical  educators  address  important  road- 


TABLE  4. 

GROUP  RESPONSES,  % OF  SURVEYED  POPULATION 


1 Gender  should  have  no 
bearing  on  admission  to 
medical  school 

2 There  are  too  many  women 
medical  students. 

3.  'uming  equal  compe- 
(t  cy,  I learn  as  well  from 
women  as  men. 

4 There  are  adequate  role 
models  tor  men  medical 
students. 

5 There  are  adequate  role 
models  tor  women  medical 
students. 

6.  A man  can  adequately  be 
both  full-time  MD  and 
husband/father 

7 A woman  can  adequately 
be  both  full-time  MD  and 
wife/mother. 

8 The  women's  liberation 
movement  has  made  some 
effective  changes  in 
women's  roles  in  society 

9 The  women's  movement 
has  created  antagonism 
and  friction  between  men 
and  women 

to.  I think  my  own  attitudes 
about  men's  and  women's 
roles  has  become  more 
open  in  the  last  few  years 

111  would  find  a course  on 
women  in  medicine  per- 
sonally valuable. 

12  I would  find  a support 
group  (for  women,  men, 
minority  group,  etc  ) per- 
sonally valuable 


Total 


Strongly 

Agree 

1 

72 

2 

15 

3 

4 

4 

6 

Strongly 

Disagree 

5 

4 

83  1 67 

8 Il8 

2 1 5 

3 I 7 

m 

3 

4 

18 

22 

52 

1 

70 

1 

16 

1 

3 

I 

3 

! 

7 

92  1 61 

3 l22 

3 1 3 

0 I 4 

2 llO 

57 

29 

9 

9 

2 

64  I 55 

24  l30 

8 1 9 

2 I 4 

3 I 2 

15 

15 

27 

29 

15 

11  1 18 

11  I 16 

17  l31 

30  I 28 

3TT7 

33 

37 

19 

9 

2 

35  1 32 

29  1 40 

25  Il7 

9 r 9 

TT  2 

21 

23 

22 

24 

9 

29  I 18 

FTi9 

22  l22 

l'4  I29 

5 TTT 

34 

44 

15 

4 

3 

41  1 31 

39  1 46 

15  Il5 

3 ! 5 

2 I 4 

11 

34 

29 

22 

TTm 

37  1 33 

2TT29 

2TT2T 

3!  4 

22 

38 

23 

10 

7 

33  1 17 

30  1 42 

2TT22 

TT12 

rr? 

12 

14 

22 

28 

24 

29  I 4 

26  1 8 

22  1 23 

18  I33 

5 1 33 

8 

14 

29 

27 

22 

14  I 6 

24  1 9 

30  (28 

29  l26 

3 131 
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blocks  towards  the  integration  and  equaliza- 
tion of  women  within  the  medical  profession. 
At  the  same  time  practicing  physicians  may  be 
encouraged  to  examine  more  closely  their  own 
attitudes  and  values  about  women  in  the 
profession,  as  these  attitudes  and  values  affect 
professional  relationships  and  the  role  model- 
ing physicians  provide  in  advising  medical  and 
premedical  students.  “Improving  the  status  of 
women  physicians  . . . requires  a willingness  to 
shed  ingrained  sexual  stereotypes  . . . and  a 
commitment  to  include  more  women  as  role 
models  to  nurture  lifelong  student-faculty 
relationships.”-"’ 

SUMMARY 

To  determine  students’  attitudes  concerning 
the  increasing  numbers  of  women  entering  the 
medical  profession,  a survey  was  administered 
to  students  and  recent  graduates  of  the 
University  of  Nebraska  College  of  Medicine. 
Attitudes  and  values  of  female  medical  stu- 
dents contrasted  with  those  of  male  students 


concerning  gender  stereotyping  and  changes 
within  the  medical  profession.  Male  students 
were  seen  to  be  less  supportive  of  changing 
images  of  the  physician  as  more  women  enter 
the  profession.  Both  male  and  female  students 
admit  to  encountering  sexism  in  medical 
education. 
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A Practical,  Inexpensive 
Office  Management  of 
Bartholin's  Cyst  and  Abscess 


BARTHOLIN’S  cyst  or  abscess 
involves  the  major  part  of  the 
duct  that  drains  Bartholin’s 
gland,  the  latter  forming  the  base  of  the  cyst  or 
abscess.  Therefore,  the  goal  of  management 
should  be  directed  toward  preservation  of  the 
gland  and  its  continuing  function. 

Through  the  years  many  techniques  have 
been  used  with  varied  results.  Simple  incision 
and  drainage  usually  resulted  in  recurrence. 
Incision  and  drainage  along  with  repeated 
gauze  packing  also  produced  unsatisfactory 
results.^  Treatment  by  enucleation  of  the  cyst 
has  more  or  less  been  abandoned  since  it  was 
frequently  attended  by  hemorrhage  from  the 
terminal  branches  of  the  pudendal  vessels, 
hematoma  formation,  scarring  and  even  rectal 
injury,  in  addition  to  leaving  a gland  without  a 
duct  for  drainage.  The  expense  of  anesthesia 
and  prolonged  hospitalization  needs  to  be 
considered  also. 

In  1950  Jacobson^  described  a technique  he 
called  marsupilization,  which  preserved  a 
functioning  gland,  and  provided  moisture  for 
the  introitus  and  external  genitalia  through  a 
newly  formed  ostium.  In  essence,  the  mucus 
membrane  overlying  the  cyst  or  abscess  is 
incised  and  a portion  of  the  dilated  duct  wall  is 
dissected  free  from  the  mucosa.  Following 
incision  and  drainage,  the  edges  of  the  duct 
wall  are  sutured  to  the  mucosa  with  inter- 
rupted sutures.  After  healing,  a new  duct 
opening  is  formed  which  maintains  its  patency. 
Although  marsupilization  may  be  performed  in 
the  office  under  pudendal  block  anesthesia, 
usually  the  patient  is  admitted  to  the  hospital 
and  the  procedure  done  under  general  anes- 
thesia. 

As  happens  so  often,  various  useful  surgical 
techniques  appear  in  the  literature  which, 
unfortunately,  do  not  enjoy  wide  acceptance  or 
are  overlooked  by  many  physicians.  In  1964 
Word’  published  his  paper  entitled  “New 
Instrument  for  Office  Treatment  of  Cyst  and 
Abscess  of  Bartholin’s  Gland”.  The  instrument 
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is  an  inflatable  bulb-tipped  catheter.  The 
catheter  stem  is  one  inch  long,  single-barrel, 
and  the  size  of  the  10  French  Foley  catheter.  A 
sealed  stopper  is  attached  to  one  end  and  a 5 
cc  capacity  latex  inflatable  balloon  is  attached 
to  the  other  end.  (Figure  1).  Again  in  1966, 
Word'*  published  another  paper  regarding  his 
instrument,  which  failed  to  impress  the  ma- 
jority of  the  profession  of  its  practical  use. 

In  1970  Goldberg’’  became  aware  that  the 
Word  technique  did  not  enjoy  wide  acceptance 
by  gynecologists  and  published  a paper  relat- 
ing his  experience  with  its  use  since  1965. 


SiU  ^tALlNC. 
PLUG 


INKAUD  BALLOON 
IN  CAVITY  OF  CYST 


CYST 


FIGURE  1 


BARTHOLIN  S 
GLAND 


Word  Bartholin  Gland  Catheter.  (Reprinted  with 
permission  of  the  American  Latex  Corporation,  a 
suhsidiar>'  of  Inmed  Corporation,  2950  Pacific 
Drive,  Norcross,  GA  30071) 
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During  that  period  of  time,  he  stated  that  he 
did  not  have  to  resort  to  extirpation  or 
marsupilization. 

This  simplified  treatment  for  cyst  or  abscess 
is  done  in  the  office^  The  Word  catheter  is 
inserted  under  local  anesthesia.  No  local 
anesthesia  is  used  when  an  abscess  is  present; 
however,  ethyl  chloride  spray  may  be  used  in 
some  cases  if  deemed  necessary.  A small  stab 
wound  is  made  into  the  cyst  or  abscess  through 
the  mucosal  lining  of  the  vestibule  just  distal  to 
the  hymenal  ring  in  the  location  of  the  original 
duct  orifice.  The  bulb  is  inflated  with  2-4  cc  of 
water  — just  enough  to  prevent  it  from 
dropping  out. 

The  Word  catheter  was  adopted  for  use  in 
the  University  of  Nebraska  OB-GYN  Clinics  in 
1979.  It  has  been  met  with  the  same  degree  of 
success  as  reported  by  Goldberg.  Early  fail- 
ures occurred  when  the  stab  wound  was  too 
large,  permitting  the  catheter  to  fall  out  — an 
important  point  regarding  technique.  We 
found  it  advisable  to  test  the  catheter  bulb 
with  air  or  fluid  before  insertion  to  detect 
possible  small  leaks.  To  insure  an  adequate 
ostium,  the  catheter  should  be  left  in  place  for 
four  to  six  weeks.  To  insure  patient  comfort, 
the  protruding  portion  of  the  catheter  is 
passed  through  the  introitus  into  the  vagina. 


When  properly  placed,  it  remains  in  place, 
eliminating  any  discomfort  to  the  patient. 

As  noted  by  Word  in  his  original  paper,  the 
successful  use  of  his  device  is  based  on  the 
age-old  principle  that  a foreign  body  in  a wound 
that  prevents  closure  will  result  in  the  forma- 
tion of  an  epithelialized  fistula  or  sinus  tract. 

Summary 

The  use  of  the  Word  catheter  as  a practical, 
inexpensive  office  procedure  for  the  manage- 
ment of  Bartholin’s  cyst  and  abscess  has  been 
reviewed.  Because  of  the  successful  use  in  the 
University  of  Nebraska  OB-GYN  Clinics,  we 
agree  with  others  that  the  procedure  receive 
wider  acceptance  in  the  management  of  these 
conditions. 
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The  Rational  Use  of 
Antianxiety  Agents 


The  use  of  antianxiety  medication 
in  anxiety  states  has  attracted  a 
great  ’•deal  of  attention  and 
controversy  from  both  the  media  and  medical 
profession.  This  controversy  stems  from  the 
large  use  level  and  abuse  potential  of  these 
agents.  This  class  of  drugs  doubled  in  use  from 
the  mid-60’s  to  the  mid-70’s,  to  a point  in  1973 
when  104  million  prescriptions  were  written 
and  accounted  for  about  half  the  prescriptions 
filled  in  retail  pharmacies. The  use  of 
antianxiety  drugs  reversed  after  their  1973 
peak  and  dropped  more  than  15%  in  the  next 
five  years.  These  changing  trends  in  medica- 
tion usage  and  surrounding  controversy, 
coupled  with  the  large  array  of  agents  available, 
create  a confusing  picture  for  many  clinicians. 
In  this  article  we  provide  clinical  information 
on  anxiety  states  and  rational  guidelines  for 
the  use  of  antianxiety  agents. 

Clinical  Anxiety 

Anxiety,  experienced  by  almost  everyone,  is 
a part  of  life.  It  often  serves  as  an  impetus  for 
action  or  warning  of  impending  danger.  Anxiety 
becomes  a problem  when  it  is  inappropriate, 
frequent,  persistent,  or  excessive.  Often  a 
patient  with  an  anxiety  disorder  initially  seeks 
help  from  his  or  her  family  physician  with 
vague  physical  complaints. 

Anxiety  is  seen  clinically  in  an  acute  form 
(panic  attack)  and  a chronic  form  (generalized 
anxiety).  In  the  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders,  third  edition 
(DSM-III),  anxiety  states  (or  anxiety  neuroses) 
are  divided  into  panic  disorder  and  generalized 
anxiety  disorder.  Panic  disorder  refers  to  an 
anxiety  state  characterized  by  recurrent  acute 
panic  attacks,  often  in  conjunction  with  less 
intense  chronic  anxiety  that  persists  in  the 
periods  between  attacks.  Panic  attacks  are 
manifested  by  the  sudden  onset  of  intense 
apprehension,  fear,  or  terror,  often  associated 
with  feelings  of  impending  doom.  The  most 
common  symptoms  experienced  during  an 
attack  are  dyspnea,  palpitations,  chest  pain  or 
discomfort,  choking  or  smothering  sensations, 
dizziness,  vertigo,  feelings  of  unreality,  pa- 
resthesias, hot  and  cold  flashes,  sweating. 
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faintness,  trembling  and  fear  of  dying,  going 
crazy  or  doing  something  uncontrolled  during 
the  attack.  Panic  attacks  also  can  be  found  in 
many  agoraphobic  patients,  in  which  case  the 
diagnosis  of  agoraphobia  with  panic  attacks 
should  be  made  rather  than  panic  disorder.^'^ 

Generalized  anxiety  disorder  is  the  term 
applied  to  chronic  symptoms  of  anxiety  per- 
sisting for  at  least  one  month  which  are  not 
punctuated  by  intermittent  panic  attacks.  The 
symptoms  of  chronic  anxiety  are  many  and 
varied,  and  can  affect  almost  every  organ 
system.  The  basic  categories  of  symptoms  and 
signs  include  motor  tension,  autonomic  hyper- 
activity, apprehensive  expectation,  vigilance 
and  scanning.  The  patient  often  complains  of 
feeling  nervous,  tense,  jumpy,  and  irritable. 
Muscular  tension  is  frequent,  especially  in  the 
head,  neck,  and  back.  The  patient  may  also  be 
plagued  by  a sense  of  generalized  shakiness 
and  tremulousness.  Autonomic  hyperactivity 
leads  to  a number  of  distressing  symptoms 
such  as  sweating,  heart  pounding  or  racing, 
cold,  clammy  hands,  dry  mouth,  dizziness, 
light-headedness,  paresthesias,  upset  stomach, 
hot  or  cold  spells,  frequent  urination,  diarrhea, 
discomfort  in  the  pit  of  the  stomach,  lump  in 
the  throat,  flushing,  pallor,  and  high  resting 
pulse  and  respiration  rate.  A chronic  sense  of 
apprehensive  expectation  often  leads  to  un- 
shakable worry,  fear,  rumination,  and  anticipa- 
tion of  misfortune  to  self  or  others.  These 
symptoms  lead  to  a hypervigilant  jumpiness 
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and  irritability  that  induces  insomnia,  dis- 
tractibility  of  thoughts,  and  difficulty  in 
concentration.’  ^ 

Anxiety  symptoms  can  also  be  associated 
with  physical  and  other  psychiatric  illnesses 
which  must  be  considered  in  the  differential 
diagnosis  and  treatment.  Among  physical 
illnesses,  paroxysmal  tachycardia,  hyperthy- 
roidism, pheochromocytoma,  acute  pain  syn- 
domes,  and  hypoxic  states  often  present  with 
prominent  anxiety  symptoms.  In  addition, 
anxiety  symptoms  may  occur  in  hypoglycemia, 
angina,  epilepsy,  cerebral  arteriosclerosis, 
hyperparathyroidism,  premenstrual  tension, 
pulmonary  embolism,  Cushing’s  disease, 
anemia,  intolerance  or  intoxication  to  drugs 
(including  aspirin,  caffeine,  alcohol,  sedatives, 
and  “street  drugs”),  and  drug  withdrawal 
states.  In  all  these  conditions,  accurate  diag- 
nosis is  necessary  in  order  to  treat  them 
appropriately. 

Among  other  psychiatric  disorders,  schizo- 
phrenia, alcohol  dependence,  obsessive  com- 
pulsive disorder,  hypochondriasis,  somatiza- 
tion disorder,  adjustment  disorder  with  anx- 
ious mood,  and  simple  or  social  phobia  may 
present  with  anxiety  symptoms.  Most  im- 
portantly, depressive  disorders  (major  de- 
pression, dysthymic  disorder,  and  adjustment 
disorder  with  depressed  mood)  often  include 
anxiety  symptoms  along  with  the  depressive 
symptoms.^"*-^ 

Antianxiety  Agents 

BENZODIAZEPINES 

The  benzodiazepines  are  by  far  the  most 
satisfactory  antianxiety  drugs,  and  their  su- 
periority, both  to  placebo  and  to  other 
antianxiety  agents,  has  been  well  documented.^ 
These  agents  are  useful  in  the  treatment 
of  moderate  or  severe  generalized  anxiety. 
Although  benzodiazepines  can  sometimes 
terminate  a panic  attack,  they  are  less  useful 
in  the  management  of  panic  disorder. 

The  exact  mechanism  of  action  of  benzo- 
diazepines is  not  fully  understood,  but  the 
presence  of  a specific  benzodiazepine  receptor 
has  been  recently  established.  The  receptor 
appeal’s  closely  related  to  gamma-aminobutyric 
acid  (GABA)  receptors  which  inhibit  neural 
transmission.  Benzodiazepines  may  be  GABA 
co-transmitters.® 


Eight  benzodiazepines  are  currently  avail- 
able in  the  United  States  for  the  treatment  of 
anxiety  (three  additional  agents  — flurazepam, 
triazalam,  and  temazepam,  are  available  as 
sedative/hypnotics).  These  agents  have  shown 
consistent  antianxiety  effects,  and  no  single 
benzodiazepine  has  been  proven  superior  to 
another  in  these  regards.  For  clinical  purposes 
these  medications  can  be  classified  by  their 
plasma  half-life  into  two  groups:  long  and  short 
acting.  The  long  acting  agents  (diazepam, 
prazepam,  chlordiazepoxide,  clorazepate,  and 
halazepam)  have  half-lives  of  greater  than  24 
hours  and  may  be  given  in  once-a-day 
dosing.®  The  short  acting  agents  require 
multiple  daily  dosing  and  consist  of  alprazolam, 
lorazepam  and  oxazepam  (see  table).® 


Table:  Usual  Dose  and  Pharmacokinetics 
of  Benzodiazepines 


Drug 

Plama 

Half-life 

(hr) 

Biotransformation 

Usual 
Oral  Daily 
dose  (mg.) 

Short-acting 

Oxazepam  (Serax) 

3-21 

Conjugation 

30 

- 120 

Lorazepam  (Ativan) 

' 10-20 

Conjugation 

2 

- 6 

Alprazolam  (Xanax) 

8-20 

Conjugation 

0.5 

4 

Long-acting 

Chlordiazepoxide 

8-48 

Oxidative 

15 

- 100 

(Librium) 

Diazepam  (Valium) 

26-96 

Oxidative 

10 

- 40 

Clorazepate  (Tranxene) 

30-96 

Oxidative 

15 

- 60 

Prazepam  (Centrax) 

30-96 

Oxidative 

20 

- 60 

Halazepam  (Paxipam) 

50-100 

Oxidative 

40 

- 160 

The  pharmacokinetic  differences  among  the 
benzodiazepines  may  have  important  clinical 
implications.  For  example,  water  solubility  is 
low  in  diazepam  and  chlordiazepoxide,  which 
results  in  slow  and  less  complete  absorption 
from  intramuscular  administration;  whereas 
lorazepam  is  more  water  soluble  and  gives 
rapid,  reliable  absorption.  Some  of  the  longer 
acting  agents  show  high  degrees  of  protein 
binding  (diazepam  98%)."  If  there  is  a small 
decrease  in  plasma  protein,  a resulting  large 
increase  in  free  (active)  drug  occurs.  Alter- 
natively, oxazepam  is  only  87%  protein  bound; 
thus,  plasma  protein  level  is  not  nearly  as 
important." 

Geriatric  patients  with  decreased  hepatic 
metabolism,  along  with  changes  in  volume  of 
distribution,  may  result  in  an  increase  of  half- 
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life  of  one  hour  for  each  year  of  age  after  the 
second  decade.®  These  patients,  along  with  al- 
coholics and  other  hepatically-impaired  pa- 
tients, may  be  best  served  by  shorter  acting 
agents.®  These  agents  are  excreted  by  the 
kidneys  following  simple  glucuronide  conjuga- 
tion while  longer  acting  agents  are  metabolized 
through  hepatic  pathways. 

Oxazepam  does  not  penetrate  the  brain 
rapidly,  due  to  poor  lipophilic  properties,  and 
is  thus  not  dependable  as  a hypnotic.  Long 
acting  agents  will  provide  sedation  following  a 
bedtime  dose  and  provide  for  daytime  anxioly- 
tic effects  with  apparently  less  rebound 
insomnia.®  ”’  However,  high  lipophilic  proper- 
ties such  as  seen  with  diazepam  may  give  more 
of  a high  or  “rush”.” 

Long  acting  agents  tend  to  accumulate  in  the 
body  for  several  days.  The  action  tapers  off 
gradually  and  allows  a smoother  transition  to 
independent  coping.  Short  acting  agents  tend 
not  to  accumulate  in  the  body  and  are 
associated  with  a sudden  intense  withdrawal 
reaction. 

Drug  interactions: 

Benzodiazepines  have  few  significant  drug- 
drug  interactions.  Their  major  drug  interactions 
are  with  other  CNS  depressants.  Alcohol, 
when  taken  in  small  quantities  along  with  usual 
doses  of  benzodiazepines,  does  not  produce 
much  of  a problem;  however,  overuse  of  either 
can  cause  serious  sedation.  Use  with  other 
sedatives,  even  antihistamines,  can  cause 
increased  sedation.^  Clorazepate  and  praze- 
pam  require  hydrolysis  by  gastric  acids  in 
order  to  be  absorbed.  Achlorhydric  patients  or 
patients  taking  antacids  or  cimetidine  may 
have  lowered  absorption  of  these  agents,  but 
may  have  higher  diazepam  levels.  Digoxin  and 
diphenylhydantoin  levels  may  increase  if  taken 
concurrently  with  the  benzodiazepines.  Pro- 
thrombin times  may  decrease  when  these 
agents  are  used  with  anticoagulants.  Tobacco 
use  may  reduce  the  benzodiazepine  effect. 

Side  effects: 

Benzodiazepines  are  remarkably  safe  medi- 
cations. Their  most  common  unwanted  effect 
is  drowsiness.®  If  sedation  is  initially  present,  it 
tends  to  disappear,  or  at  least  decrease  in 
intensity  with  time  and/or  dosage  adjustment.'^ 
Other  possible  adverse  effects  include  muscle 


weakness,  ataxia,  dizziness  or  vertigo,  dy- 
sarthria, confusion,  and  rarely  release  of 
hostility  or  paradoxical  CNS  stimulation. 
Depression  can  emerge  during  benzodiazepine 
therapy.  Teratogenic  effects  include  possible 
growth  retardation,  cleft  palate,  and  other 
congenital  malformation.  Thus,  benzodiaze- 
pines should  not  be  used  during  the  first 
trimester  of  pregnancy. 

The  benzodiazepines  have  been  used  as 
drugs  of  abuse,  often  times  in  combination 
with  other  drugs.  Dependence  and  withdrawal 
syndrome  are  possibilities,  but  the  incidence 
can  be  markedly  reduced  with  proper  use  of 
these  agents. 

Guidelines  for  benzodiazepine  use: 

By  adhering  to  the  following  guidelines, 
physicians  can  achieve  optimal  use  of  the 
benzodiazepines  by  gaining  therapeutic  bene- 
fits while  minimizing  the  risk  of  misuse  or 
abuse:’® 

1)  Use  only  for  relief  of  moderate  or  severe 
anxiety,  not  for  minor  complaints  or  mild 
anxiety. 

2)  Medication  use  should  be  an  adjunctive 
part  of  an  overall  treatment  plan.  Counsel- 
ing, psychotherapy,  relaxation  therapy, 
and  other  approaches  to  reducing  anxiety 
must  be  considered. 

3)  Use  for  a short  period  of  time,  usually  a few 
days  to  few  weeks  and  not  more  than  two 
to  three  months  at  lowest  effective  dose. 
Physical  dependence  can  occur  at  high  or 
average  doses  when  taken  for  extended 
periods  of  time. 

4)  If  prolonged  treatment  is  indicated,  use  it 
intermittently.  Medication  needs  to  be 
tapered  gradually  if  it  is  to  be  stopped. 

5)  Limit  amounts  of  drug  to  be  prescribed  to 
just  enough  for  the  interval  between  visits 
allowing  for  follow-up  and  monitoring 
progress. 

6)  Choose  the  benzodiazepine  carefully,  con- 
sidering the  half-life  and  other  pharmaco- 
kinetic differences. 

7)  Explain  possible  drug  interactions  and 
side  effects  to  the  patient,  including  the 
dependency-producing  potential. 

8)  Use  cautiously,  or  avoid  using  in  patients 
with  a history  of  alcohol  or  drug  abuse. 
Benzodiazepines  are  contraindicated  in 
patients  with  acute  narrow-angle  glaucoma. 
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BETA-ADRENERGIC  BLOCK  AGENTS 

In  addition  to  their  efficacy  in  the  treatment 
of  cardiovascular  disease,  the  beta-blocking 
agents  have  also  shown  antianxiety  effects; 
however,  they  are  not  yet  approved  for  this  use 
in  the  United  States.  Their  anxiolytic  effects 
have  attracted  interest,  because  they  lack 
addictive  potential  and  have  not  been  as- 
sociated with  cognitive  impairment. 

A vicious  cycle  exists  between  anxiety  and 
the  stimulation  of  the  sympathetic  adrenergic 
nervous  system.  Stimulation  of  the  adrenergic 
system  produces  a number  of  somatic  symp- 
toms, including  tremor,  tachycardia,  sweating, 
anorexia,  gastric  discomfort,  intestinal  spasm 
and  initial  insomnia.  Use  of  beta-blocking 
agents  can  break  this  cycling.  The  beta- 
blockers  act  through  a feedback  mechanism, 
by  blocking  peripheral  receptors,  and  possibly 
by  a central  adrenergic  mechanism.  There 
appear  to  be  two  types  of  beta-adrenergic 
receptors;  betaj  and  beta2-  Propranolol  blocks 
both  types  of  receptors,  which  can  create  a 
problem  in  patients  with  asthma,  as  the  beta2 
blockade  can  cause  bronchial  spasm.  Atendolol 
and  metoprolol  are  cardiospecific,  blocking 
only  betaj.  This  stops  the  tachycardia  associ- 
ated with  anxiety,  but  is  unlikely  to  be  effective 
against  peripheral  symptoms  such  as  tremor. 
Side  effects,  especially  cardiovascular  ones, 
may  limit  the  use  of  beta-blocking  agents  in 
anxiety  states.  Moreover,  beta-blocking  agents 
may  induce  depression  in  some  patients.^^ 

ANTIDEPRESSANTS 

The  tricyclic  antidepressants  and  related 
compounds  have  been  used  successfully  in  low 
doses  in  anxiety-depression  syndromes,  and 
for  the  treatment  and  prevention  of  episodic 
panic  attacks  in  panic  disorder  and  agorapho- 
bia. Anxiety  is  a common  feature  of  depressive 
disorders.  If  criteria  for  major  depression  are 
met,  an  antidepressant  should  be  considered. 
The  more  severe  the  depressive  symptoms,  the 
less  they  will  respond  to  benzodiazepines.^^ 
Monoamine  oxidase  inhibitors  have  also  shown 
similar  beneficial  results  as  the  tricyclic 
antidepressants.  These  agents  are  not  recom- 
mended for  generalized  anxiety  disorder.  The 
antidepressants  are  severely  toxic  in  over- 
doses, a fact  that  should  be  considered.  The 
tricyclic  antidepressants  (notably  imipramine) 
and  MAO  inhibitors  (particularly  phenelzine) 


are  the  most  effective  single  treatment  for 
panic  disorder.^  ’'’ 

ANTIPSYCHOTIC  AGENTS 

The  antipsychotic  agents  are  effective, 
nonaddicting  antianxiety  agents.  Their  use  is 
limited  by  their  side  effects,  including  extra- 
pyramidal  effects,  especially  the  1%  incidence 
of  tradive  dyskinesia.  Their  use,  therefore, 
should  be  limited  to  the  treatment  of  psychotic 
states,  or  following  the  failure  of  other  agents. 

ANTIHISTAMINES 

Hydroxyzine  (Atarax  and  Vistaril)  and  di- 
phenhydramine (Benadryl)  are  the  most 
commonly-used  antihistamines  for  anxiety. 
Their  anticholinergic  toxicity  risk  is  limiting, 
particularly  in  the  elderly.  These  drugs  seem  to 
have  little  advantage  over  benzodiazepines,  as 
their  specific  value  in  anxiety  states  is  un- 
proven. They  may  be  good  choices  in  anxiety 
associated  with  pruritic  dermatoses. 

BARBITURATES 

The  barbiturates  were  the  most  popular 
sedatives  15-20  years  ago,  but  have  recently 
been  called  obsolete  and  archaic  as  anxiolytics.^*^’^" 
These  agents  are  general  CNS  depressants, 
and  have  little  or  no  specific  effect  on  anxiety. 
Side  effects  such  as  REM-rebound,  enzyme 
induction,  addiction  with  short  acting  agents, 
overdose  risk,  and  a paradoxical  reaction  in  the 
elderly  limit  them  to  a few  situations  such  as 
anxiety  associated  with  a seizure  disorder.^^ 

PROPANEDIOLS 

Meprobamate  (Miltown,  Equanil)  was  pop- 
ular as  an  antianxiety  agent  in  the  late  1950’s 
and  early  1960’s,  but  controlled  studies  have 
not  substantiated  its  efficacy.'®  Propanediols, 
like  barbiturates,  can  stimulate  hepatic 
enzymes.  Meprobamate  can  cause  severe 
withdrawal  and  does  have  a significant  ad- 
diction potential.'®  Although  patients  are  still 
receiving  this  medication,  no  advantage  over 
the  benzodiazepines  is  known.^ 

Conclusion 

Most  anxiety  is  episodic  and  intermittent, 
antianxiety  medications  are  best  introduced 
when  exacerbation  occurs  and  reduced  or 
eliminated  during  remission.  Medication  choice 
should  consider  both  its  efficacy  and  pharma- 
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cokinetic  differences.  An  understanding  of 
these  differences  allows  for  a more  rational 
approach  to  therapy.  Antianxiety  agents  are  a 
valuable  adjunct  to  counseling,  psychotherapy, 
relaxation  therapy,  and  other  approaches  for 
anxiety.  Antianxiety  medications  work  best 
when  the  physician  enthusiastically  expects 
them  to  and  offers  a warm,  supportive  doctor- 
patient  relationship. When  anxiety  is  severe 
or  persistent,  or  when  the  patient  or  physician 
desires,  referral  to  a psychiatrist  is  advised. 
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Medical  Consultation  and  Referral: 

A Cooperative  Effort  in  Patient  Care 


Times  have  changed  since  the 
faculties  of  most  medical 
schools  were  private  practi- 
tioners who  volunteered  their  time  and  talents 
to  teach  medical  students  not  only  the  science 
of  their  particular  specialties  but  also  the  art, 
ethics  and  interpersonal  relationships  involved 
both  between  physicians  and  patients,  and 
between  physicians  of  like  and  different 
specialties.  The  advent  of  the  full-time  faculty 
and  the  time  required  for  imparting  the 
burgeoning  amount  of  scientific  medical  in- 
formation available  have  reduced  both  the 
time  and  opportunity  for  instruction  of  stu- 
dents and  residents  in  the  nuances  of  medical 
consultation  and  referral.  As  the  number  of 
practicing  physician  specialists  continues  to 
increase,  it  will  become  increasingly  important 
for  physician  specialists,  particularly  those 
whose  practices  include  a significant  referral 
component,  to  reflect  on  the  relationship  which 
ideally  should  exist  between  the  referring  and 
the  consulting  physician.  The  following  was 
developed  from  the  perspective  of  a rural 
practitioner  referring  patients  to  regional- 
urban  or  metropolitan  specialists  in  an  attempt 
to  present  the  desired  elements  of  a satis- 
factory physician  to  physician  referral  mechan- 
ism. The  process  embraces  both  medical 
consultation,  which  envisions  a limited  referral 
for  short  term  evaluation  and  recommenda- 
tions, and  medical  referral  which  constitutes  a 
transfer  of  a patient’s  care  to  another  physician 
with  the  understanding  that  this  physician  will 
assume  the  responsibility  for  this  patient’s 
care  until  such  time  as  the  patient’s  condition 
permits  his  return  to  the  care  of  his  primary  or 
referring  physician. 

Consultation  is  the  process  by  which  one 
physician  shares  the  responsibility  of  a pa- 
tient’s care  with  another  physician.  Consulta- 
tion is  designed  as  an  educational  process 
which  enlightens  both  the  referring  physician 
and  the  patient. 

Consultation  may  be  sought  for  the  following 
reasons: 

1.  Diagnostic  evaluation  and  recommenda- 
tions for  continuing  therapy. 


C.J.  CORNELIUS,  JR.,  M.D. 
and 
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2.  Conditions  requiring  the  special  skills  of  the 
consultant  and/or  special  facilities  not 
available  to  the  referring  physician. 

3.  An  additional  or  confirming  opinion  of  a 
diagnostic  problem. 

4.  Re-assessment  of  a known  condition  which 
is  no  longer  responding  satisfactorily  to  the 
current  treatment  regimen. 

The  referring  and  consulting  physician 
assume  identifiable  responsibilities  during  a 
consultation. 

Responsibilities  of  the  referring  physician 
include  the  following: 

1.  Consultation  should  be  requested  during 
normal  office  hours  when  this  meets  the 
needs  of  the  patient. 

2.  The  attending  physician  shall  recommend 
and  the  patient  shall  agree  on  the  need  for  a 
medical  consultation  and  agree  on  the 
consultant  to  be  contacted,  remembering 
that  free  choice  of  physician  is  the  right  of 
every  individual. 

3.  The  attending  physician  shall  request  that 
consultation  with  a specific  consulting 
physician.  The  timing  shall  be  determined 
by  mutual  consent  of  the  patient  and  the 
physician  involved,  consistent  with  the 
patient’s  medical  needs. 

4.  The  attending  physician  should  inform  the 
patient  when  the  consultation  has  been 
requested  and  explain  what  the  patient  may 
expect  in  the  course  of  the  consultation. 

5.  The  attending  physician  shall  provide  the 
consultant  with  a history  of  the  case 
together  with  his  opinion  and  an  outline  of 
prior  treatment. 

a.  The  attending  physician  shall  inform  the 
consultant  whether  or  not  he  wishes 
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merely  an  opinion,  consultation  and 
advice,  consultation  and  follow-up  orders 
written  as  the  consultant  deems  indi- 
cated, or  a complete  transfer  of  services 
and  responsibilities,  i.e.  a referral. 

b.  The  reason  for  and  the  extent  of  the 
referral  shall  be  delineated  to  the  con- 
sulting physician  by  the  referring  phy- 
sician. The  consultant  may  decline  to 
accept  the  referral  if  he  determines  that 
the  conditions  of  such  referral  tend  to 
interfere  with  or  impair  the  free  exercise 
of  his  medical  judgement. 

c.  The  specifics  of  the  referral  shall  be  pro- 
vided to  the  patient  to  the  extent 
possible,  i.e.  date,  time,  location,  pos- 
sible duration,  etc. 

Responsibilities  of  the  consultant  are  as 

follows: 

1.  The  consultant  should  not  dispense  his 
medical  services  under  terms  or  conditions 
which  tend  to  interfere  with  or  impair  the 
free  and  complete  exercise  of  his  medical 
judgement  and  skill. 

2.  The  consultant  shall  identify  himself  to  the 
patient  and  explain  the  purpose  of  the 
consultation  to  the  patient.  This  will  re- 
affirm to  the  patient  the  prior  communica- 
tion between  the  physicians. 

3.  The  consultant  should,  when  appropriate, 
reinforce  the  patient’s  confidence  in  his 
family  physician  and  should  not  stress  the 
differences  of  opinion  which  would  tend  to 
interfere  with  this  relationship. 

4.  The  consultant  provides  his  assessment 
and  recommendations: 

a.  The  consultant  should  promptly  tele- 
phone the  attending  physician  following 
his  initial  evaluation  of  the  patient, 
especially  if  the  patient’s  condition  is 
serious  or  if  an  emergency  exists. 

b.  A brief  written  report  should  follow  the 
telephone  call,  and  this  report  should  be 
followed  by  copies  of  the  hospital  con- 
sultant’s examination,  hospital  discharge 
summary,  pathological,  laboratory,  and 
x-ray  reports  and  any  other  information 
which  may  be  of  value  to  the  referring 
physician  in  his  further  care  of  the 
patient.  This  information  should  be 
furnished  within  14  days  of  discharge  so 
that  proper  treatment  or  advice  can  be 
given  without  delay. 


c.  The  consultant  should  not  burden  the 
patient  with  minor  management  changes 
which  contribute  little  to  the  patient’s 
continuing  care. 

d.  The  consultant’s  recommendations  to 
the  attending  physician  should  be  specific 
as  to  diagnosis,  therapy,  expected  out- 
come, and  what  to  do  if  the  therapy  is 
ineffective.  What  is  routine  to  the  con- 
sultant may  be  extraordinary  to  the 
referring  physician.  A drug  schedule  that 
outlines  dosage,  frequency,  and  route  of 
administration,  desired  effects,  and  pos- 
sible toxicity  should  not  be  offensive, 
to  the  attending  physician.  At  the  same 
time,  the  recommendations  should  be 
brief  or  allow  for  selective  reading  by 
indicating  the  sections  of  the  report 
which  are  most  vital  to  the  physician  and 
the  patient’s  care.  The  consultant  should 
state  the  basis  for  his  recommendations 
and,  in  unusual  cases,  give  reference  to 
experience  with  similar  cases  or  to 
pertinent  literature. 

5.  The  consulting  physician  should  not  re- 
refer the  patient  to  another  physician 
without  first  contacting  the  attending  phy- 
sician, except  in  the  event  of  an  emergency 
in  which  case  the  attending  physician  should 
be  notified  as  soon  as  possible. 

6.  When  an  emergency  occurs  during  the 
absence  of  the  attending  physician,  a 
consultant  should  assume  responsibility 
until  the  arrival  of  the  attending  physician; 
but  the  consultant’s  authority  should  not 
extend  further  without  the  consent  of  the 
attending  physician  unless  specifically  re- 
quested to  do  so  by  the  patient  or  his 
family,  in  which  case  the  attending  phy- 
sician should  be  notified  as  promptly  as 
possible.  When  a physician  has  acted  as 
consultant  in  an  illness,  he  should  not 
become  the  attending  physician  for  that 
illness  except  at  the  request  of  the  patient. 
If  this  change  in  primary  physician  occurs, 
the  referring  physician  should  be  promptly 
informed. 

7.  The  consultant’s  recommendations  should 
be  implemented  with  a clear  understanding 
by  the  patient,  consultant,  and  attending 
physician  as  to  who  is  responsible  for  the 
performance  of  these  recommendations 
and  the  follow-up  care. 
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a.  The  consultant  should  discuss  major 
case  management  changes  with  the 
attending  physician.  The  consultant 
should  offer  his  recommendation  but  not 
impose  his  advice  on  the  referring 
physician  or  the  patient. 

b.  If  there  is  a need  for  the  consultant  to 
continue  the  follow-up  care  or  to  re- 
evaluate the  patient  after  a specific  time 
interval,  the  attending  physician  should 
be  notified  of  this  necessity  at  the  time 
all  other  pertinent  information  is  for- 
warded and  a follow-up  report  should  be 
sent  to  the  referring  physician  after  such 
follow-up  examinations. 

8.  The  final  step  in  the  process  is  the 
completion  of  the  consultation  and  the 
return  of  the  patient’s  care  to  the  referring 
physician.  The  consultant  should  indicate 
to  the  patient  that  he  has  fulfilled  his 
consultation  responsibilities  but  stands 
ready  to  provide  additional  services  should 
the  patient  and  his  attending  physician 
require  his  services  in  the  future.  Every 
effort  should  be  made  to  maintain  con- 
tinuity of  care  for  the  patient  and  attention 
to  appropriate  consultation  protocol  will 
contribute  to  improved  continuity  of  care. 

SUMMARY 

The  elements  of  satisfactory  patient  con- 
sultation and  referral  are  presented  from  the 
prospective  of  a primary  family  physician. 
Certain  elements  of  this  desired  consultation 
and  referral  model  may  not  be  appropriate 
when  applied  to  referral  from  one  medical 


specialist  to  another,  particularly  in  a metro- 
politan setting.  Timely  communication  at  the 
significant  stages  of  the  patient’s  treatment  are 
essential  to  a satisfactory  referral.  Savings  of 
both  time  and  money  can  be  realized  by  the 
forwarding  of  pertinent  records,  including 
laboratory  and  x-ray  findings,  from  the  re- 
ferring physician  to  the  consultant  and  the 
prompt  return  of  clinical  findings  and  recom- 
mendations, including  laboratory  and  x-ray 
reports,  from  the  consultant  to  the  referring 
physician  at  the  completion  of  the  consulta- 
tion. This  transfer  of  information  in  a timely 
fashion  enhances  the  value  of  the  consultation 
and  significantly  improves  the  continuity  of 
patient  care. 
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SPECIAL  ARTICLE 


Nebraska  Physician  Manpower: 
1970-1980 


This  study  was  funded  in  part  by  the 
W.K.  Kellogg  Foundation. 

IN  response  to  a general  perception 
of  a major  physician  shortage, 
medical  schools  began  to  expand 
their  enrollment  in  the  early  1970’s.  As  the 
problem  came  to  be  viewed  more  as  a 
maldistribution  of  physicians  rather  than  an 
actual  shortage,  specific  strategies  were  de- 
veloped to  increase  the  number  of  physicians 
entering  primary  care  specialties  (family  prac- 
tice, internal  medicine,  and  pediatrics),  and  to 
encourage  the  training  of  physicians  likely  to 
practice  in  underserved  areas. 

In  Nebraska,  increases  in  both  state  and 
federal  support  for  medical  education  allowed 
the  University  of  Nebraska  College  of  Medi- 
cine to  increase  the  number  of  medical 
students  from  365  in  1968  to  541  in  1980.  At 
the  same  time,  the  number  of  residency 
positions  increased  from  89  to  270,  with  most 
of  the  new  positions  in  the  primary  care 
specialties.'  During  this  time,  the  number  of 
medical  school  positions  in  the  U.S.  had  nearly 
doubled.  In  a special  report  on  Nebraska 
manpower.  Dr.  Robert  Sparks,  then  Chancel- 
lor of  the  Medical  Center,  predicted  that 
Nebraska  would  continue  to  need  a steady 
increase  in  the  number  of  primary  care 
physicians  during  the  1980’s.^  Recently,  how- 
ever, the  Graduate  Medical  Education  Na- 
tional Advisory  Commission  (GMENAC)  has 
forecast  a surplus  of  70,000  physicians  in  the 
nation  by  1990.^ 

The  purpose  of  this  report  is  to  examine 
what  changes  have  taken  place  in  physician 
numbers,  specialty  type,  and  practice  location 
in  Nebraska;  how  the  rate  of  growth  of 
physician  numbers  has  compared  with  that  of 
the  population;  and  based  on  these  findings, 
predict  how  physician  numbers  are  likely  to 
change  in  the  next  decade. 

Sources  of  Information 

Data  on  Nebraska  physician  numbers  were 
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obtained  from  two  sources:  the  yearly  reports 
of  the  Nebraska  Medical  Association,  and  the 
annual  report  on  health  manpower  compiled 
by  the  Nebraska  Department  of  Health. 
Bureau  of  the  Census  reports  provided  the 
population  data,  and  Nebraska  population 
estimates  based  on  the  1970  census  for  the 
years  1970  to  1979  were  re-estimated  using 
the  1980  census  data.  Projections  of  physician 
numbers  from  1981  on  were  based  on  a linear 
regression  analysis  of  data  since  1972.  The 
population  projections  are  from  a similar 
analysis  of  census  data  from  1950  through 
1980. 

Changes  in  the  Physician/Population  Ratio 

There  has  been  a steady  increase  in  the 
number  of  physicians  in  active  practice  in 
Nebraska  from  1972  through  1980.  In  Figure 
1,  the  increase  in  physicians  is  compared  with 
the  increase  in  the  state  population  over  the 
same  period.  During  the  1970’s,  the  population 
of  the  state  increased  0.6%  per  year  while  the 
number  of  physicians  increased  nearly  four 
times  as  fast,  2.2%  per  year.  Thus,  the  number 
of  people  per  physician  in  the  state  fell  steadily 
through  the  1970’s  and,  if  the  projections  are 
correct,  will  continue  to  fall  through  the  1980’s 
(Figure  2). 

On  the  average,  the  state  gained  33  phy- 
sicians per  year  during  the  1970’s.  If  the 
average  duration  of  active  practice  is  esti- 
mated to  be  37  years,  then  40  to  50  Nebraska 
physicians  retireo  from  practice  each  year 
during  that  period.  This  means  the  actual 

•For  reprints:  Robert  S.  Wiglon,  M.D.,  llniversity  of  Nebraska  Medical 
Center,  •12nd  & Dewey  Avenue.  Omaha,  Nebraska  68I0.S. 
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PHYSICIANS  IN  NEBRASKA  BY  YEAR 


YEAR 


FIGURE  1 — Physician  numbers  in  Nebraska  have 
increased  nearly  three  times  as  fast  as  the  popula- 
tion of  the  state.  The  numbers  after  1981  are 
projections  based  on  the  previous  data. 
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IN  NEBRASKA 


FIGURE  2 — Population  per  physician  in  Nebraska 
since  1981.  The  numbers  after  1981  are  projections 
based  on  the  data  in  Figure  1. 
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increase  in  new  physicians  during  the  1970’s 
equalled  or  exceeded  the  net  increase  of  33 
plus  the  40  to  50  physicians  needed  to  replace 
those  retiring  each  year. 

The  ratio  of  physicians  to  population  in 
Nebraska  was  1:932  in  1970  and  dropped  to 
1:857  in  1980.  Comparable  ratios  for  the 
entire  United  States  were  1:728  in  1970 
and  1:578  in  1978.“*  The  Chancellor’s  1975 
manpower  report  suggested  a ratio  of  1:711  as 
a reasonable  goal  for  Nebraska  based  on 
comparison  with  other  areas  of  the  nation.  At 
current  rates,  this  goal  would  be  achieved  in 
Nebraska  in  1995. 

To  compare  these  figures  with  changes  in 
the  number  of  physicians  in  training  during 
this  period,  house  officer  positions  at  the 
Medical  Center  are  shown  in  Figure  3.  The 
number  of  residents  in  the  primary  care 
specialties  increased  with  little  change  in  the 
other  specialties  since  1977.  Since  1979, 
however,  the  total  number  of  residency  posi- 
tions has  decreased  because  of  cuts  in  state 


spending,  but  the  number  of  primary  care 
positions  has  remained  the  same.  Currently, 
there  are  roughly  250  residency  positions  in 
the  College  of  Medicine.  This  represents 
approximately  70  residents  in  each  year  of 
training.  House  officer  positions  at  Creighton 
University  have  also  increased  during  this 
period  and  currently  number  148  positions. 

Changes  in  Geographic  Distribution 
and  Specialty 

In  order  to  analyse  where  physicians  had 
located  in  Nebraska,  counties  in  the  state  were 
divided  into  three  groups  according  to  the  size 
of  their  major  cities  (Table  1).  The  first  group 
consisted  of  Douglas,  Sarpy,  and  Lancaster 
counties  which  contain  the  major  metropolitan 
areas  of  Omaha  and  Lincoln.  The  number  of 
physicians  in  these  three  counties  increased 
30%  in  the  10  year  period,  compared  with  22% 
for  the  state  as  a whole.  In  the  second  group, 
(counties  containing  cities  of  25,000  to  50,000 
population),  the  number  of  physicians  in- 
creased 45%,  a rate  almost  double  that  of  the 
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FIGURE  3 — House  officer  positions  at  the  Univer- 
sity of  Nebraska  College  of  Medicine  since  1972. 
Total  positions  and  those  in  primary  care  specialties 
(family  practice,  internal  medicine,  pediatrics)  are 
shown. 
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state  as  a whole.  In  contrast,  the  number  of 
physicians  in  the  remaining  counties  decreased 
3%  while  the  population  of  those  counties 
increased  2.2%. 

The  physician  to  population  ratio  in  Ne- 
braska cities  of  25,000  to  50,000  population 
increased  more  rapidly  than  the  national 
average,  but  that  of  the  communities  of  less 
than  25,000  population  fell  slightly.  From  1970 
to  1978,  the  ratio  of  physicians  to  population 
in  metropolitan  areas  of  the  United  States 
(over  50,000  population)  increased  27.2% 
compared  with  an  estimated  16%  for  Nebraska 
(estimated  by  taking  80%  of  the  10  year 
increase).  The  ratio  for  cities  of  25,000  to 
50,000  increased  21.5%  nationally  and  24%  in 
Nebraska.  In  communities  of  less  than  10,000 
population  there  was  an  increase  of  4% 
nationally  and  a decrease  of  4.2%  in  Nebraska. 

The  changes  in  the  number  of  specialists  in 
the  state  are  shown  in  Table  2.  (Notice  that 
1973  rather  than  1970  was  used  as  a reference 
year  because  it  provided  a more  stable 
estimate).  The  greatest  increases  occurred  in 
the  specialties  of  neurology,  urology,  and 
dermatology,  followed  by  anesthesiology,  ra- 
diology and  orthopedic  surgery.  The  number  in 
neurology  doubled,  from  14  to  29  and  the 
number  in  urology  and  dermatology  increased 
by  over  two  thirds.  There  were  substantial 
gains  in  the  primary  care  specialties  of  internal 
medicine  (28.4%)  and  pediatrics  (32.9%)  but 
the  number  in  general  practice/family  practice 
decreased  (1.9%). 

Limitations  of  This  Study 

It  should  be  noted  that  there  are  marked 


variations  in  some  of  the  data  from  year  to 
year.  This  could  lead  to  erroneous  con- 
clusions, particularly  where  the  numbers  are 
relatively  small.  The  variation  in  the  number  of 
physicians  in  the  non-metropolitan  counties, 
for  example,  is  such  that  it  is  difficult  to 
interpret  small  differences  in  rates  of  growth. 
Another  problem  is  that  most  of  the  informa- 
tion on  specialty  practiced  is  self-reported  by 
the  physicians.  Thus,  the  same  criteria  may  not 
be  used  throughout  and  the  number  with  full 
training  in  a specialty  area  may  be  over- 
estimated. 

Discussion 

The  number  of  physicians  in  Nebraska 
increased  nearly  four  times  as  fast  as  the 
population.  Because  50  or  more  physicians  in 
the  state  retire  from  active  practice  each  year, 
this  represents  over  80  new  physicians  per 
year.  This  increase  can  not  be  explained  solely 
by  the  expansion  of  medical  school  enrollment 
in  Nebraska,  since  the  average  period  of 
training  for  physicians  is  over  seven  years  from 
entry  into  medical  school.  Thus,  the  effect 
of  an  increase  in  the  number  entering  medical 
school  would  be  seen  7-10  years  later  when  the 
physicians  had  completed  their  training.  There- 
fore, we  have  not  yet  seen  the  main  effects 
from  the  greatly  increased  number  of  phy- 
sicians who  entered  training  during  the  1970’s. 
There  should  be  continued  growth  of  the 
number  of  physicians  in  Nebraska  in  the 
1980’s. 

Physicians  moved  to  counties  in  Nebraska 
with  cities  of  25,000  to  50,000  population  in 
greater  numbers.  The  number  of  doctors  in 
these  counties  increased  nearly  twice  as  fast  as 


Table  1 


Changes  in  Population  and  Physician  Numbers  in  Nebraska 


POPULATION 

1970-1980 

PHYSICIANS 

PHYSICIAN: 

POPULATION 

RATIO 

1970 

1980 

Percent 

Change 

1970 

1980 

Percent 

Change 

1970 

1980 

Percent 

Change 

Douglas,  Sarpy  and 
Lancaster  Counties 

623,627 

676,783 

8.5 

927 

1,209 

30.4 

1:673 

1:560 

20% 

Hall  (Gr.Is.),  Scottsbluff, 
Buffalo  (Kearney) , Lincoln 

140,043 

157,286 

12.3 

150 

205 

45.4 

1:993 

1:767 

29.5% 

Counties  with  no  city  of 
25,000  population 

720,121 

735,937 

2.2 

432 

418 

-3.2 

1:1667 

1:1761 

-5.3% 

Total  1,483,791  1,570,006  5.8  1,501  1,832  22.1  1:989  1:857  15.4% 
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the  number  of  doctors  in  the  state  as  a whole. 
These  findings  parallel  the  increased  rate  of 
growth  in  cities  of  this  size  found  in  the  1980 
census.  As  further  evidence  of  this  trend,  a 
national  study  found  a marked  increase  in  the 
number  of  medical  specialists  practicing  in 
communities  of  2,500  to  50,000  population.'’ 
Factors  that  might  have  influenced  physicians 
to  located  in  smaller  cities  include  the  lifestyle 
of  such  communities,  the  decreased  competi- 
tion, and  the  nature  of  the  practice. 

The  movement  towards  smaller  cities,  how- 
ever, has  not  yet  produced  an  increase  in  the 
number  of  physicians  in  the  least  populated 
areas  of  the  state.  The  number  of  doctors  in 
counties  without  a city  of  25,000  population  or 
greater  decreased  3%.  Nationally,  the  phy- 
sician to  population  ratio  in  such  areas 
increased  4%  from  1970  to  1978.  Thus,  for 
nearly  half  of  the  population  of  the  state,  the 
number  of  physicians  declined  at  a time  when 
comparable  areas  of  the  nation  were  showing 
slight  growth.  However,  given  the  variation  in 
the  data,  it  is  possible  the  Nebraska  ex- 
perience is  actually  no  different  from  that  of 
the  U.S. 


A related  finding  is  that  while  the  number 
practicing  in  many  specialties  increased,  the 
number  in  general  practice  and  family  practice 
declined  slightly.  In  the  1960’s,  medical 
specialties  became  increasingly  popular  and 
fewer  physicians  entered  general  practice. 
This  trend  continued  until  the  emergence  of 
family  practice  training  programs  in  the 
1970’s.  Thus,  with  few  new  trainees  to  replace 
the  retiring  general  practitioners,  the  number 
of  family  physicians  in  the  state  declined.  At 
the  same  time,  the  number  in  internal  medi- 
cine was  increasing  and  many  were  settling  in 
cities  with  population  of  50,000  and  less. 

The  effects  of  the  new  family  practice 
training  programs  are  only  now  being  seen.  Of 
the  family  physicians  completing  their  resi- 
dency in  the  College  of  Medicine  programs,  the 
number  choosing  to  practice  in  cities  of  under 
25,000  population  has  been  increasing.  Last 
year  27  physicians  completed  family  practice 
training,  22  are  practicing  in  the  state,  15  in 
towns  less  than  25,000.  At  this  rate,  the 
number  of  physicians  in  towns  of  less  than 
25,000  would  increase  31%  in  the  next  decade 
from  this  source  alone. 


TABLE  2 


Distribution  of  Physicians  in  Nebraska  by  Specialty 

1973-1980 


1973 

(percent) 

1980 

(percent) 

% Increase 

Anesthesiology 

39 

(2.6) 

57 

(3.3) 

46.2 

Dermatology 

12 

(0.8) 

20 

(1.2) 

66.7 

Family  Practice^ 

541 

(36.6) 

531 

(30.9) 

-1.9 

Internal  Medicine 

194 

(13.1) 

249 

(14.5) 

28.4 

Neurology 

14 

(1.0) 

29 

(1.7) 

107.1 

Neurosurgery 

12 

(0.8) 

15 

(0.9) 

25.0 

OB/GYN 

72 

(4.9) 

89 

(5.2) 

23.6 

Ophthalmology 

49 

(3.3) 

63 

(3.7) 

28.6 

Pathology 

62 

(4.2) 

73 

(4.3) 

17.7 

Pediatrics 

73 

(4.9) 

97 

(5.7) 

32.9 

Psychiatry 

81 

(5.5) 

95 

(5.5) 

17.3 

Radiology 

65 

(4.4) 

95 

(5.5) 

46.2 

Surgery 

160 

(10.8) 

162 

(9.4) 

1.3 

U rology 

22 

(1.5) 

38 

(2.2) 

72.7 

TOTAL^^ 

1479 

1719 

16.2 

♦Includes  both  family  practice  and  general  practice 
♦♦Several  smaller  specialty  categories  have  been  omitted  from 
this  analysis  (physical  medicine,  occupational  medicine). 
Therefore,  the  total  is  less  than  the  total  of  active  physicians 
in  the  state. 
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Conclusions 

It  is  clear  from  current  trends  and  from  the 
expanded  number  of  physicians  now  in  train- 
ing, that  the  number  of  physicians  in  Nebraska 
will  continue  to  increase  at  a faster  rate  than 
the  population  for  some  time  to  come. 
Because  of  the  7 to  10  year  pipeline  for 
physician  training,  the  projections  here  may 
actually  underestimate  the  size  of  the  increase. 
The  mral  areas  of  the  state  experienced  a 
decrease  in  the  number  of  physicians,  probab- 
ly due  to  tbe  retirement  of  a previous 
generation  of  general  practitioners  during  a 
period  where  this  type  of  physician  was  not 
being  trained.  Other  primary  care  physicians 
such  as  internists  and  pediatricians  have  been 
settling  in  towns  in  the  2, 500-50, 000  range. 
There  are  encouraging  signs  that  the  new 
family  physicians  are  establishing  practice  in 
towns  less  than  25,000  population  in  in- 
creasing numbers.  Thus,  it  may  be  that  the 
expansion  of  medical  school  enrollment  which 


has  occurred  and  the  emphasis  on  primary 
care  will  produce  the  anticipated  increase  in 
physicians  in  underserved  areas  in  Nebraska, 
perhaps  at  the  expense  of  considerable  phy- 
sician density  in  the  metropolitan  areas. 
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FRACTURE  OF  THE  MONTH 


Varus  Deformity  Resulting  from 
a Medial  Malleolar  Fracture  in  a Child 


Case  Presentation: 

A N 8 year  old  boy  fell  off  a jeep 
/%  and  sustained  a fracture  of  his 
J~  ^ left  medial  malleolus  (Figure 
1).  This  was  considered  to  be  undisplaced  and 
was  treated  in  a long  leg  cast  for  six  weeks 
(Figure  2).  Subsequently  he  was  allowed  to 
walk  out  of  plaster  and  had  no  problem  until  10 
years  of  age  when  his  ankle  began  to  bow.  At 
the  age  of  15  he  was  examined  in  our  clinic 
because  of  severe  deformity  of  the  ankle  and 
2.5  cm  shortening  of  the  leg  (Figure  3). 


F'ij'ure  1 

AF  roentgenograph  of  the  ankle  at  the  time  of 
injury  wa.s  interpreted  as  showing  a fracture  of  the 
medial  malleolus.  This  is  actually  a Type  IV 
epiphyseal  injury  which  has  split  the  growth  plate. 


JOHN  F.  CONNOLLY,  M.D. 

MICHAEL  J.  SCHMIDT,  M.D. 

O.  M.  JARDON,  M.D. 

Department  of  Orthopaedic  Surgery  and  Rehabilitation 
University  of  Nebraska  Medical  Center 
42nd  and  Dewey 
Omaha,  NE  68105 


Discussion: 

The  fact  that  this  fracture  occurred  in  a 
growing  bone  made  it  considerably  more 
significant  than  the  usual  slightly  displaced 
medial  malleolar  fracture.  The  most  common 
epiphyseal  injury  in  the  lower  limb  involves  the 
distal  tibia.  Approximately  50%  of  ankle 
fractures  in  children  involve  the  lateral  mal- 
leolus and  16%  involve  the  medial  mal- 
leolus.'^ The  ones  involving  the  lateral  side  of 
the  ankle  are  generally  innocuous  Type  I or  II 
epiphyseal  injuries  where  the  fracture  line 
does  not  damage  the  growth  center.-  Those 
involving  the  medial  portion  of  the  growth 
plate  consistently  are  Type  III  or  IV  epiphyseal 
injuries  which,  as  this  case  illustrates,  have  a 
high  risk  of  causing  growth  deformity.'  - The 
cause  of  the  growth  problem  is  most  likely  the 
mechanism  of  injury;  that  is,  as  the  ankle  is 
adducted  or  inverted  it  produces  a fracture 
that  actually  splits  the  medial  portion  of  the 
growth  plate.  The  resultant  callus  that  forms 
around  the  fracture  serves  as  a staple  or 
epiphyseodesis  to  compress  and  arrest  growth 
on  the  medial  side  of  the  plate.  However,  the 
lateral  portion  of  the  plate  and  the  fibula 
continue  to  grow.  This  asymmetric  growth 
increases  the  varus  deformity  of  the  ankle  with 
the  overgrowth  of  the  fibula  relative  to  the 
tibia.  This  is  particularly  likely  to  develop 
when  the  injury  occurs  in  the  relatively  young, 
skeletally  immature  patient,  as  illustrated 
here,  who  has  considerable  growth  potential 
left  after  the  injury.  One  may  expect  such  a 
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Figure  2 

AP  roentgenograph 
after  cast  removal 
six  weeks  post  in- 
jury shows  the  frac- 
ture healed  with 
slight  offset.  This 
resulted  in  arrest  of 
the  medial  growth 
plate  and  asymmet- 
ric growth. 


Figure  3 

■AP  roentgenograph 
seven  years  after  in- 
jun  demonstrates 
30*^  varus  deformity 
of  the  ankle  as  a 
result  of  the  arrest- 
ed medial  growth 
plate.  The  fibula  has 
elongated  relative 
to  the  tibia. 


complication  in  approximately  one-half  of 
medial  epiphyseal  or  medial  malleolar  fractures 
occurring  in  children.^  - 

In  most  distal  tibial  epiphyseal  injuries, 
except  those  resulting  from  adduction  injuries, 
gentle  closed  reduction  and  cast  treatment  is 
effective.  Some  valgus  tilt  of  the  ankle  may  be 
accepted  since  it  normally  corrects  with 
growth.  Open  reduction  is  rarely  necessary 
then  for  the  fractures  involving  the  lateral 
portion  of  the  plate  or  lateral  malleolus. 
However,  for  the  adduction-inversion  type  of 
medial  fracture,  operative  treatment  with 
anatomic  reduction  and  adequate  internal 
fixation  should  be  the  rule.  This  treatment  is 
most  likely  to  allow  healing  of  the  epiphyseal 
injury  without  residual  medial  growth  arrest 
and  subsequent  bowing  of  the  ankle. 

In  this  patient  at  the  age  of  15,  an  opening 
wedge  osteotomy  of  the  tibia  and  shortening  of 
the  fibula  were  necessary  to  correct  the  ankle 
deformity  (Figure  4).  Although  the  end  result 


Figure  4 

AP  roentgenograph  after  wedge  osteotomy  and 
shortening  of  the  fibula  corrected  the  ankle  de- 
formity. 
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was  a satisfactory  ankle,  the  procedure  was 
much  more  extensive  than  if  open  reduction 
and  internal  fixation  had  been  performed  at 
the  time  of  the  initial  injury.  This  case 
illustrates  well  the  treacherous  character  of 
medial  malleolar  fractures  in  children,  and  the 
reason  why  operative  treatment  is  preferred  for 
this  particular  epiphyseal  fracture.  It  contrasts 
sharply  with  the  analogous  injury  in  the  upper 
limb,  the  distal  radial  epiphyseal  fracture, 
which  we  have  discussed  previously  in  this 


fracture  of  the  month  series  and  for  which 
operative  treatment  is  rarely  indicated. 
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President's  Page 


Once  again  it  has  been  my  privilege  to 
attend  the  Annual  AMA  Meeting  in  Chicago 
accompanied  by  other  officers  of  your  Associa- 
tion. This  is  an  experience  that  I wish  each  and 
everyone  of  you  could  enjoy.  I am  over- 
whelmed by  the  number  of  dedicated  phy- 
sicians who  are  willing  to  freely  sacrifice  their 
time  and  talents  to  work  for  each  and  every 
physician  — AMA  member  or  not  — in  this 
great  land  of  ours.  I often  wonder  what  the 
lives  and  health  care  of  our  patients  would  be 
like  if  it  were  not  for  this  splendid  organization 
guiding  the  education  requirements  of  all 
health  care  providers  on  the  one  hand  and  on 
the  other,  insuring  the  individual  freedom  to 
carry  out  the  delivery  of  these  services. 

The  first  afternoon  was  spent  attending  an 
OSMAP  (Organization  — State  Medical  Asso- 
ciations’ Presidents)  meeting.  This  includes 
Presidents-Elect,  Presidents  and  Past  Presi- 
dents of  all  the  state  associations.  This  is  a 
free-wheeling  presentation  of  any  topic  or 
problem  involving  the  practice  of  medicine  in 
each  and  every  state.  For  instance,  the  DRG 
system  has  been  in  place  in  New  Jersey  for  two 
or  three  years  and  the  experience  there  is  most 
revealing.  Many  problems  are  aired  and 
discussed  and  I leave  this  meeting  thankful 
that  I never  left  good  old  NeT^raska. 

As  the  House  of  Delegates  convenes  one 
could  be  overwhelmed  by  simply  viewing  the 
handbook  — it  is  as  large  as  two  Sears  catalogs 
placed  one  on  the  other.  Topics  range  across 
the  entire  spectrum  of  medical  practice: 
auditors  report,  surrogate  mothers,  satellite 
and  commercial  medical  clinics,  insanity  de- 
fense in  criminal  trials,  guidelines  for  Do  Not 
Resuscitate  orders,  DRG’s  from  every  angle, 
JCAH,  health  insurance  for  the  unemployed, 
and  on  and  on.  Also,  all  resolutions  brought  by 
delegates,  either  on  their  own  or  from  their 
constituent  societies,  are  carefully  considered 
and  acted  on.  Nebraska  is  represented  directly 
by  five  extremely  able  physicians,  namely 
Doctors  John  Coe  and  Carl  Cornelius  repre- 
senting the  NMA,  and  Doctors  Maurice 
Frazer,  Bob  Long,  and  Jerry  Schenken  repre- 
senting their  respective  national  specialty 


group.  Also,  Doctors  Bud  Roffman  and  Lou 
Gogela  as  alternate  delegates  lend  their 
support  and  expertise.  This  is  indeed  a 
democratic  form  of  medicine  in  which  each  and 
every  physician  in  the  United  States  can  raise 
and  argue  issues,  and  have  an  impact  on  the 
formation  of  policies. 

We  must  indeed  continue  to  support  this 
great  organization  with  our  dues,  our  knowl- 
edge and  our  labors.  Many  questions  are  asked 
about  why  we  should  support  the  AMA.  But 
what  is  it  worth  to  have  our  medical  education, 
that  is  medical  schools,  residency  programs 
and  continuing  medical  education  programs, 
maintained  on  a very  high  level  supervised  by 
the  AMA  in  the  manner  of  which  we  have 
become  accustomed?  What  is  it  worth  to  have 
our  rights  and  interests  represented  nationally 
in  Congress  and  in  the  courts?  What  is  it  really 
worth  to  have  an  active,  strong,  and  unified 
profession  which  enables  us  to  continue  to 
participate  in  the  finest  quality  health  care 
system  in  the  world? 

Do  not  let  the  other  guy  do  it,  each  and  every 
one  of  us  must  join  in  and  support  the 
American  Medical  Association. 

Dwaine  J.  Peetz,  M.D.,  President 

Nebraska  Medical  Association 
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\ Auxiliary 


REPORT  OF  AMERICAN  MEDICAL 
ASSOCIATION  AUXILIARY 
CONVENTION 

The  AMAA  Convention  ’83  held  at  the 
Drake  Hotel  in  Chicago  June  19-22,  1983  was 
a time  of  sharing  the  achievements  of  phy- 
sician spouses  vitally  involved  in  health  care 
projects  all  across  this  nation. 

The  meeting  began  with  workshops  to  orient 
us  on  goals  for  AMA-ERF. 

The  legislative  workshop  updated  members 
on  current  federal  legislation,  explained  how 
legislative  alerts  operate  so  that  we  may  assist, 
make  others  aware,  and  participate  in  law 
making. 

During  the  Health  Projects  review  the 
following  areas  were  emphasized:  the  use  of 
child  restraints  in  autos;  nutrition  and  physical 
fitness;  associating  improper  parenting  with 
child  abuse;  continuation  of  impaired  phy- 
sician programs;  plus  concerning  ourselves 
with  mid  life  and  aging  problems. 

Many  auxilians  attended  the  opening  of  the 
AMA  House  of  Delegates  at  the  Marriott 
Hotel. 

The  60th  Annual  Auxiliary  Session  opened 
with  the  presentations  of  the  State  Presidents 
followed  by  the  report  of  the  AMA  President, 
Mrs.  Torrence  Payne  of  New  York. 

Reference  Committee  Hearings  included 
amendments  to  the  Bylaws,  further  discussion 
of  Health  Issues,  and  the  report  of  the  Task 
Force  committee  chaired  by  Mrs.  Leland 
Olson  of  Omaha.  This  Task  Force  was  to  study 
the  nomination  of  the  eight  Directors  to  the 
AMAA  Board.  This  was  devised  to  increase 
the  input  of  the  members  of  the  House  of 
Delegates  in  the  selection  of  those  who 
represent  them  on  the  board.  Unfortunately, 
the  proposal  did  not  carry  in  the  voting  in  the 
House  of  Delegates. 

THE  HEALTH  RESOLUTIONS  THAT 
PASSED  ARE  AS  FOLLOWS: 

The  prevention  of  measles  including  ap- 
propriate immunization. 


Programs  to  promote  and  ensure  safety  in 
the  streets. 

Promote  good  eating  habits  among  young 
people. 

Establish  community  parenting  programs  to 
set  up  positive  parent-child  bonds. 

Inform  the  public  of  the  need  to  possess  self 
identification. 

Support  legislation  prohibiting  the  sale  or 
distribution  of  cigarettes  to  minors. 

Promote  a goal  of  “Smoke-free  Society  by 
the  Year  2000”  by  educating  the  public  in  the 
harmful  effects  of  smoking  and  to  aid  the 
smoker  in  relieving  the  addiction. 

Sponsor  seminars  on  stress  in  the  early, 
middle  and  later  years. 

Have  a unified  drinking  age  of  21. 

Educate  the  adolescent  in  the  problems  and 
responsibility  of  adolescent  pregnancy  and  the 
means  of  prevention. 

Emphasize  the  importance  of  appropriate 
mammographic  screening  to  detect  early 
breast  cancer. 

Continue  “Shape  Up  For  Life”  campaign 
with  a focus  on  the  fetus  and  the  infant 
(prenatal  and  postnatal  care). 

Support  Organ  Donation  Awareness. 

Dr.  William  Rial  addressed  the  House 
thanking  the  Auxiliary  for  their  untiring  efforts 
on  behalf  of  medicine  and  for  the  largest 
donation  ever  of  $1,854,676  for  AMA-ERF. 

In  her  inaugural  address,  Mrs.  John  Bates, 
Georgia,  1983-84  President,  focused  on 
‘Change’  and  how  we  can  use  it  in  a productive 
way.  We  were  proud  to  have  Mrs.  Leland 
Olson  installed  as  a Director  for  the  North 
Central  Region  and  Mrs.  L.  Palmer  Johnson  to 
the  Nominating  Committee. 
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The  feature  speakers  of  the  convention 
were:  Senator  Nancy  Landon  Kassebaum, 
Kansas;  Shana  Alexander,  Author;  Former 
Ambassador  John  A.  Volpe,  Chairman  of  the 
Presidential  Commission  on  Drunk  Driving, 
and  Nancy  Roeske,  Psychiatrist. 


Coming  Meetings 

THE  AMERICAN  COLLEGE  OF  OB/GYN 
will  hold  its  sixth  district  meeting  in 
Rapid  City,  South  Dakota  on  August  17-20, 
1983. 

UNIVERSITY  OF  COLORADO  INTERNAL 
MEDICINE  BOARD  REVIEW  - August 
29  - September  2,  1983,  Denison  Audi- 
torium, University  of  Colorado  School  of 
Medicine,  Denver,  Colorado.  Hours:  44 
Category  I AMA  hours,  44  prescribed  AAFP 
credit  hours.  Contact:  The  Office  of  Post- 
graduate Medical  Education,  The  University 
of  Colorado  School  of  Medicine,  4200  East 
Ninth  Avenue,  Box  C-295,  Denver,  Colorado 
80262.  Phone:  (303)  394-5241. 

GOOD  SAMARITAN  HOSPITALS  UPDATE 
ON  PERINATAL  CARE  — 1983.  Septem- 
ber 7,  1983  at  the  Ramada  Inn,  Kearney, 
Nebraska.  The  physician’s  session  will  be 
from  5:30  p.m.  - 10:00  p.m.  There  will  be 
a session  for  nurses  from  8:30  a.m.  - 4:30 
p.m.  For  further  information  contact  Mary 
Daake,  Director,  Educational  Services,  Good 
Samaritan  Hospital,  Kearney,  NE  68847; 
(308)  236-4633. 

INFECTIOUS  DISEASES  IN  INFANTS 
AND  CHILDREN:  RECOGNITION  AND 
TREATMENTS  — Sept.  9,  1983.  Paul  F. 
Wehrle,  M.D,  F.A.A.P.,  will  be  the  guest 
speaker  for  this  program.  He  is  president- 
elect of  the  American  Academy  of  Pediatrics 
and  is  Director  of  Pediatrics  at  University 
of  Southern  California  Medical  Center.  Dr. 
Wehrle  is  internationally  recognized  for  his 
work  in  infectious  disease  and  communi- 
cable diseases.  The  registration  fee  is 
$75.00. 


Nebraska  delegates  were  Mrs.  Bryce  Shopp 
- Imperial,  Mrs.  Glen  Lau  - Lincoln,  Mrs. 
Duane  Krause  - Fremont,  Mrs.  Leland  Olson  - 
Omaha  and  Mrs.  L.  Palmer  Johnson  - Lincoln, 
National  Health  Project  committee  member. 

— Mrs.  Glen  Lau 


COMPREHENSIVE  CARE  OF  THE  BURN 
PATIENT — September  16-17, 1983,  Hyatt 
Regency  Hotel,  Kansas  City,  Missouri. 
Sponsors:  American  Burn  Association,  Saint 
Elizabeth  Community  Health  Center.  Con- 
tact: Robert  W.  Gillespie,  M.D.,  St.  Elizabeth 
Community  Health  Center,  555  South  70th, 
Lincoln,  NE  68510.  CME  Credits:  24  hours 
of  credit  in  Category  I.  Credit  through  the 
Lincoln  Medical  Education  Foundation. 
CEU:  Approval  requested  from  ANA  through 
Nebraska  Nurses  Association.  Registration 
Fee:  Physicians  $225.00  (U.S.),  Residents 
$125.00,  Nurses/Allied  Professionals 
$125.00. 

EMERGENCY  MEDICINE  REVIEW  — 
Sept.  26  to  Oct.  1,  1983.  This  45  hour 
course  which  will  be  offered  over  six  days 
includes  the  evaluation  and  treatment  of 
urgent  and  life  threatening  conditions  with 
an  in-depth  review  of  emergency  medicine. 
Dr.  Robert  Farquharson  is  course  director. 
The  instructors  will  emphasize  practical 
approaches  to  the  management  of  condi- 
tions that  must  be  identified  immediately, 
treatment  in  the  Emergency  Department  for 
those  conditions  requiring  hospitalization 
and  outpatient  treatment  and  evaluation  for 
non-emergency  conditions.  Pre  and  post- 
tests will  be  given  as  well  as  daily  national 
board  type  exams,  for  those  registrants 
preparing  for  Emergency  Medicine  Boards. 
The  registration  fee  is  $475. 

AN  NIH  CONSENSUS  DEVELOPMENT 
CONFERENCE  ON  THE  TREATMENT 
OF  HYPERTRIGLYCERIDEMIA  — 
September  27-29,  1983,  Masur  Auditorium, 
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Warren  Grant  Magnuson  Clinical  Center, 
National  Institutes  of  Health,  Bethesda, 
Maryland.  Sponsored  by  the  National  Heart, 
Lung,  and  Blood  Institute  and  the  NIH 
Office  for  Medical  Applications  of  Research. 
To  register,  contact  Mr.  Peter  Murphy, 
Prospect  Associates,  2115  East  Jefferson 
Street,  Suite  401,  Rockville,  Maryland 
20852;  telephone  (301)  468-6555. 

HOWARD  B.  HUNT  CANCER  SEMINAR  — 
“Malignant  Lymphomas  - Current  Con- 
cepts” Reserve  Friday  and  Saturday,  Sep- 
tember 30  and  October  1,  1983,  to  attend 
the  Nebraska  Methodist  Hospital’s  1983 
Howard  B.  Hunt  Cancer  Seminar  “Malignant 
Lymphomas  - Current  Concepts”  at  the 
Nebraska  Methodist  Hospital,  Omaha. 
Featuring  these  nationally-known  oncolo- 
gists: Stephen  Carter,  M.D.,  Bristol 

Laboratories,  New  York  City;  Peter  Mauch, 
M.D.,  Harvard  Medical  School,  Boston; 
Constan  W.  Berard,  M.D.,  St.  Jude’s  Child- 
ren’s Hospital,  Memphis,  Tennessee. 

ADVANCED  TRAUMA  LIFE  SUPPORT 
(ATLS)  — October  3 & 4,  1983;  November 
3 & 4,  1983;  March  15  & 16,  1984  and  May 
21  & 22,  1984,  these  courses  will  be  held 
at  the  Center  for  Continuing  Education, 
University  of  Nebraska  Medical  Center, 
42nd  and  Dewey  Avenue,  Omaha,  Nebraska 
68105.  These  courses  have  been  approved 
for  credit  for  AAFP  — 16.0  hours,  AMA  — 
16.0  hours,  and  ACEP  — 15.0  hours.  The 
registration  fee  for  the  course  is  $375.00. 

EXERCISE  TESTING  AND  TRAINING  OF 
PULMONARY  DISEASE  PATIENTS  — 
October  6-7,  1983.  This  symposium  will 
focus  on  state-of-the-art  information  regard- 
ing physiologic  responses  to  exercise  and 
exercise  training  in  patients  with  pulmonary 
disease.  Workshops  will  offer  demonstrations 
of  exercise  tolerance  testing,  discussion  of 
exercise  training  and  case  studies  of  im- 


pairment/disability in  patients  with  various 
pulmonary  disorders.  The  symposium  di- 
rector is  William  Bell,  Ph.D.  Course  faculty 
include  Dr.  Louis  Burgher,  Dr.  Lon  Keim, 
Dr.  Stephen  Smith  and  Dr.  Irving  Kass,  from 
the  Division  of  Pulmonary  Medicine,  Uni- 
versity of  Nebraska  Medical  Center.  Regis- 
tration fee  is  $120.00. 

30TH  ANNUAL  FAMILY  PRACTICE  RE- 
VIEW — October  24-29,  1983  and  February 
20-25,  1984.  Denison  Auditorium,  Univer- 
sity of  Colorado  School  of  Medicine,  Denver, 
Colorado.  Hours:  40  Category  I AMA  hours, 
40  prescribed  AAFP  credit  hours.  Contact: 
The  Office  of  Postgraduate  Medical  Educa- 
tion, The  University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Box  C- 
295,  Denver,  Colorado  80262,  phone  (303) 
394-5241. 

PEDIATRIC  INTENSIVE  CARE  — October 
27-28,  1983.  This  two-day  seminar  for 
physicians,  nurses  and  allied  health  per- 
sonnel is  designed  to  provide  up-to-date 
information  concerning  the  acute  care  of  the 
critically- ill  pediatric  patient.  There  will  be 
general  presentations  as  well  as  small  group 
sessions.  Topics  to  be  included  are:  high 
frequency  ventilation,  drugs  used  in  the 
treatment  of  heart  failure  and  circulatory 
shock,  management  of  head  and  spinal  cord 
injuries,  current  surgical  interventions 
in  repair  of  congenital  heart  defects.  Course 
chairman  is  Dr.  Philip  Hofschire.  Registra- 
tion fee  $100.00 

5 1ST  ANNUAL  POSTGRADUATE  AS- 
SEMBLY — Omaha  Mid-West  Clinical 
Society,  Oct.  31,  Nov.  1 and  2,  1983,  The 
Red  Lion  Inn,  Omaha,  Nebraska.  For  in- 
formation, contact:  Miss  Lorraine  E.  Seibel, 
Executive  Secretary,  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  Street,  #210- 
A,  Omaha,  Nebraska  68114. 
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In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

George  E.  Stafford,  M.D.  (Born  July  8,  1906  - 
died  June  5,  1983)  — Medical  Specialty  — 
Pediatrics.  Doctor  Stafford  was  a graduate 
of  the  University  of  Kansas  School  of 
Medicine  in  1932.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 

American  Medical  Association.  Among  his 
survivors  are  his  wife,  daughter,  Mrs.  Jack 
(Mary  Lynn)  Swafford  of  Overland  Park, 
KS;  and  three  grandchildren. 

Mary  Bitner,  M.D.  (Born  1894  - died  June  2, 
1983)  — Medical  Specialty  — General 

Practice.  Doctor  Bitner  was  a graduate  of 
the  University  of  Nebraska  College  of 

Medicine  in  1919.  She  was  a member  of  the 
Nebraska  Medical  Association  and  the 

American  Medical  Association. 


Was  king  toNotes 

(Continued  from  page  13A) 

unfair  to  “hazardous,  high-risk  occupations”; 
be  “double  taxation”  because  workers  would 
be  taxed  on  high  premiums  necessitated  by  the 
federal  government’s  cost  shifting  to  private 
patients;  not  take  geographic  differences  in  the 
price  of  health  care  into  account. 

The  same  arguments  were  advanced  by 
several  committee  members,  with  Sens.  Robert 
Packwood  (R-OR)  and  Lloyd  Bentsen  (D-TX) 
honing  in  on  the  impact  of  the  cap  on  older 
workers  and  Sen.  Bill  Bradley  (D-NJ)  question- 
ing its  effect  on  high  risk  industries. 

Packwood  also  said  he  doesn’t  believe  the 
cap  will  generate  the  savings  projected  for  it 
and  that  it  could  prompt  demand  for  a national 
health  insurance  plan  in  the  U.S. 

Durenberger  retorted  that  employer-based 
insurance  already  constitutes  a national  health 
plan  but  it  only  “covers  68  million”  households 


R.  E.  Collins,  M.D.  (Bom  1921  - died  June 
9,  1983)  — Medical  Specialty  — Radiology. 
Doctor  Collins  was  a graduate  of  the 
Marquette  University  School  of  Medicine 
in  1951.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association. 

L.  S.  McNeill,  M.D.  (Born  May  26,  1906  - 
died  May  28,  1983)  — Medical  Specialty  — 
General  Practice.  Doctor  McNeill  was  a 
graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1930.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion. Surviving  are  his  wife,  Beatrice,  of 
Hastings;  and  a sister,  Mrs.  William  Turney, 
of  Akron,  Ohio. 


and  due  to  its  high  cost  prevents  extension  of 
coverage  to  the  remainder  of  the  population. 

Dole  noted  that  the  House  and  Senate  would 
soon  be  voting  on  a budget  resolution  and 
predicted  that  Finance  members  may  feel 
differently  about  the  cap  when  they  begin  to 
wrestle  with  the  resolution’s  mandate  that  the 
Finance  Committee  come  up  with  $73  billion  in 
new  revenues  over  the  next  three  years. 

* * * 

Orphan  Drug  Approved 

The  Food  and  Dmg  Administration  an- 
nounced the  approval  of  Lithostat,  the  second 
“orphan  drug”  approved  since  Congressional 
legislation  gave  manufacturers  incentives  to 
develop  drugs  for  rare  diseases. 

Lithostat  (aceto-hydroxamic  acid)  reduces 
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the  ammonia  content  in  the  urine  of  para- 
plegics, a leading  cause  of  kidney  damage  and 
even  death  in  these  patients.  Because  this  is  a 
source  of  kidney  damage  unique  to  para- 
plegics, only  50,000  persons  are  expected  to 
benefit  from  the  drug. 

In  these  patients,  antibiotic-resistant  bac- 
teria cause  a buildup  of  ammonia  in  the  urine. 
The  ammonia  precipitates  calcium  and  min- 
erals, which  form  kidney  stones.  But  because 
the  patient  may  not  feel  the  pain  associated 
with  kidney  stones,  they  continue  to  develop 
undetected.  Kidney  failure,  even  death,  may 
result. 

Coincidentally,  the  only  other  orphan  drug 
to  receive  recent  FDA  approval  was  also 
designed  to  prevent  kidney  damage:  sodium 
cellulose  phosphate  treats  kidney  stones 
resulting  from  absorptive  hypercalciuria,  an 
excess  of  calcium  in  the  urine  caused  by  the 
over-absorption  of  calcium  in  food. 

FDA  Commissioner  Implicated 
in  Drug  Testing 

Department  of  Defense  documents  have 
revealed  that  Food  and  Drug  Commissioner 
Arthur  H.  Hayes,  Jr.,  M.D.,  acted  as  the 
principal  investigator  and  responsible  phy- 
sician in  experiments  testing  a “super- 
hallucinogen” agent  called  glycolate. 

Hayes  also  was  involved  in  tests  of  other 
chemical  agents  including  atropine,  scopola- 
mine, and  ditran  at  Edgewood  Arsenal,  Md.  in 
1966.  These  anticholinergic  drugs  are  both 
mental  and  physical  incapacitants,  and  atropine 
is  a general  antidote  for  chemical  warfare 
agents. 

The  declassified  1976  report  by  the  Army 
Inspector  General  exonerates  Hayes  and  other 
Edgewood  researchers  of  any  medical  im- 
proprieties, concluding  that  no  volunteers 
suffered  a fatality  or  serious  injury  from  the 
research. 

But  the  same  report  says  that  the  recruit- 
ment and  consent  of  soldiers  for  testing  may 
have  violated  Army  procedures.  In  its  sum- 
mary, the  report  states:  “The  volunteers  were 
not  fully  informed  as  required  prior  to 
participation  and  the  methods  of  procuring 
their  services,  in  many  cases,  appeared  not  to 
have  been  in  accordance  with  the  intent  of  the 


Department  of  Army  policies  governing  the 
use  of  volunteers  in  research.” 

At  the  time,  the  Army’s  rules  on  informed 
consent  required  that  “there  should  be  made 
known  to  the  experimental  subject  the  nature, 
duration,  and  purpose  of  the  experiment;  the 
method  and  means  by  which  it  is  to  be 
conducted;  all  inconveniences  and  hazards 
reasonably  to  be  expected;  and  the  effects 
upon  his  health  or  person  which  may  possibly 
come  from  his  participation  in  the  experiment.” 

The  Inspector  General’s  report,  however, 
shows  that  consent  was  relegated  to  a simple, 
all-purpose  statement  that  was  often  signed  by 
the  volunteers  before  they  arrived  at  Edge- 
wood  or  on  the  day  of  their  arrival. 

FTC  Blesses  PPO  in  New  Jersey 

In  its  first  pronouncement  on  the  subject, 
the  Federal  Trade  Commission  has  given  its 
tentative  blessing  to  a proposed  preferred 
provider  organization  (PPO)  in  New  Jersey. 

The  advisory  does  not  have  the  weight  of  law 
and  is  not  binding  on  courts  though  courts  do 
consider  advisory  opinions.  It  could  be  re- 
voked at  any  time.  In  addition,  PPOs  have 
taken  many  forms  and  clearance  for  the  New 
Jersey  PPO  is  not  applicable  to  other  types  of 
PPOs. 

The  advisory  is  significant,  however,  in  that 
it  represents  the  FTC’s  first  step  into  the 
cloudy  legal  issues  surrounding  the  PPO 
concept. 

The  Commission  is  studying  requests  for 
advisories  for  several  other  PPOs  as  well  and 
FTC  official  Walter  Winslow  said  that  since 
these  cover  a “number  of  differently-structured” 
PPOs,  the  Commission  hopes  to  issue  further 
advisories  that  will  “clarify”  the  legal  position 
of  PPOs.  “We  don’t  want  uncertainty  over  the 
law  to  cause  people  to  delay  in  setting  up 
something  that  can  be  procompetitive,”  he 
added. 

The  advisory  that  was  issued  went  to  Health 
Care  Management  Associates  (HCMA),  a 
Moorestown,  N.J.  consulting  firm  that  is 
developing  a PPO  known  as  the  Cooperating 
Provider  Program.  It  said  the  FTC  does  not 
believe  HCMA’s  proposed  PPO  would  violate 
antitrust  law  and  added  that  the  plan  “is  likely 
to  be  procompetitive.” 
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HCMA  sees  itself  as  a brokering  agent  in  the 
arrangement.  It  would  contract  with  up  to  15% 
of  individual  physicians,  oral  surgeons,  podia- 
trists and  psychologists  in  three  counties  to 
provide  care  to  patients  covered  under  the 
plans  of  insurers  or  companies  that  sign  up 
with  HCMA. 

The  providers  in  the  PPO  would  have  a 
choice  between  two  methods  of  payment. 
They  could  elect  to  receive  the  lesser  of  their 
charges  or  a maximum  HCMA-determined 
payment  schedule.  Or  they  could  be  paid  their 
usual,  customary  and  reasonable  fee  minus  a 
percentage  discount  of  up  to  15%.  The 
discount  would  be  specified  in  the  insurer’s 
contract  with  HCMA. 

In  its  advisory  letter  to  HCMA,  the  FTC 
noted  that  “no  actively  practicing  provider, 
hospital,  or  payer  has  any  direct  or  indirect 
financial,  controlling,  or  non-controlling  in- 
terest in  HCMA.”  It  also  carefully  spelled  out 
that  the  financial  arrangements  are  to  be 
between  HCMA  and  each  individual  physician. 

Those,  according  to  FTC’s  Winslow,  are  two 
aspects  of  HCMA’s  plan  that  set  it  apart  from 
many  other  PPOs.  The  latter  is  particularly 
significant  because  it  distinguished  HCMA 
from  the  Maricopa  Foundation  in  Arizona, 
which  the  Supreme  Court  ruled  had  engaged  in 
price  fixing  by  agreeing  jointly  on  the  maxi- 
mum fees  its  members  would  seek  as  payment 
for  services  to  subscribers  of  foundation- 
approved  insurance  plans. 

In  that  sense,  Winslow  observed,  the  HCMA 
advisory  was  “easy”  compared  to  others  before 
the  commission  because  it  did  not  raise  the 
question  of  “what  a group  of  independent, 
competing  providers  can  do  relating  to  PPO 
fees  when  it  has  not  actually  established  or 
formed  a PPO  but  has  merely  put  together  a 
provider  component  for  the  PPO.” 

That  question  could  apply  to  the  bulk  of 
HMO’s  in  operation  or  development  to  date.  A 
PPO  directory  developed  by  the  American 
Medical  Care  and  Review  Association  lists  64 
PPOs  in  20  states  and  the  District  of 
Columbia,  of  which  48  are  sponsored  by 
physician  groups  and/or  hospitals. 

The  degree  of  financial  involvement  of  the 
sponsors  in  these  PPOs  is  not  known,  however, 
and  a number  of  groups  including  the  Ameri- 


can Medical  Association  are  collecting  further 
information  in  this  area.  The  AMA’s  De- 
partment of  Health  Care  Financing  and  Or- 
ganization has  identified  about  80  PPO-type 
arrangements  in  operation  or  development 
across  the  country  and  is  now  trying  to 
determine  the  financial  structure  of  those 
PPOs. 

In  addition,  the  AMA  is  preparing  technical 
assistance  materials  to  help  physicians  evalu- 
ate PPOs  and  has  established  a clearinghouse 
to  provide  information  on  PPOs  to  state  and 
county  medical  societies. 


“Baby  Doe”  Springs  Back  to  Life 

The  Department  of  Health  and  Human 
Services  has  proposed  a new  version  of  the 
controversial  “Baby  Doe”  rule  requiring  hos- 
pitals and  clinics  to  post  notices  publicizing  a 
24-hour  hotline  to  be  used  in  cases  of 
suspected  neglect. 

The  procedure,  rather  than  the  substance  of 
the  rule,  is  changed.  It  still  contains  the 
requirement  to  post  notices  listing  the  hotline 
number.  But  instead  of  requiring  the  posting  of 
the  notice  in  delivery,  maternity,  and  intensive 
care  wards,  it  requires  that  the  notice  must  be 
posted  in  nursing  stations.  The  new  rule  will 
also  allow  a longer  public  comment  period. 

The  rule’s  long  preamble  and  appendix 
specify  that  federal  law  “does  not  require  the 
imposition  of  futile  therapies  which  merely 
temporarily  prolong  the  process  of  dying  of  an 
infant  born  terminally  ill.”  The  rule  also 
attempts  to  define  the  term  “handicap”  as 
disorders  such  as  “mental  retardation,  blind- 
ness, paralysis,  deafness,  or  lack  of  limbs.” 

“Any  judgment  that  a person  is  not  worthy 
of  treatment  due  to  such  handicap  is  not ...  a 
medical  judgment,  even  if  made  by  doctors  . . 
the  rule  says. 

The  original  regulation  was  struck  down  in 
federal  court.  U.S.  District  Court  Judge 
Gerhard  A.  Gesell  ruled  last  May  that  the 
regulation  was  “arbitrarily  and  capricious.” 
The  rule  was  a “hasty  and  ill-considered” 
response  to  “one  of  the  most  difficult  medical 
and  ethical  problems  facing  our  society,”  he 
said. 

Meanwhile,  a new  Gallup  Poll  shows  that  the 
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public  is  evenly  divided  as  to  what  steps  it 
would  take  if  faced  with  the  birth  of  a seriously 
handicapped  newborn. 

Of  1540  interviewed  adults,  40%  said  they 
would  ask  their  doctor  to  keep  the  baby  alive, 
43%  said  they  would  request  that  the  child  be 
allowed  to  die,  and  17%  have  no  opinion. 

Women,  blacks,  and  married  persons  are  the 
most  likely  to  ask  for  their  physician’s  help  in 
keeping  the  baby  alive.  More  women  (43%) 
than  men  (37%),  more  black  (59%)  than  whites 
(38%),  and  more  married  (41%)  than  single 
(34%)  persons  said  that  they  would  ask  that 
the  handicapped  baby  receive  the  surgical  care 
necessary  for  survival. 

Congress  Kills  Abortion  Amendment 

The  Senate  has  overwhelmingly  rejected  an 
amendment  by  Sen.  Orrin  Hatch  (R-UT)  that 
declared  “the  right  to  abortion  is  not  secured 
by  this  Constitution.”  The  amendment  fell 
short  of  the  necessary  two-thirds  vote,  with  49 
Senators  supporting  and  50  Senators  opposing 
the  amendment. 

The  purpose  of  the  amendment,  according 
to  supporter  Thomas  F.  Eagleton  (D-MO)  was 
to  “wipe  out  the  legal  status  afforded  to  the 
abortion  right  by  Roe  v.  Wade  and  return  it  to 
its  earlier  legal  status,  when  abortion  was  a 
matter  for  each  of  the  states  to  decide.”  The 
vote  is  said  to  have  represented  a serious 
setback  for  the  New  Right,  which  had  placed 
abortion  restriction  on  the  top  of  its  agenda  of 
social  issues. 

The  Senate  vote  is  the  second  recent  deeat 
for  anti-abortionists.  The  Supreme  Court 
earlier  in  June  upheld  the  right  to  abortion,  by 
ruling  that  second  trimester  hospitalization 
requirement  placed  an  obstacle  in  the  path  of 
women  seeking  the  procedure.  In  their  over- 
turn of  an  Akron,  0.,  abortion  ordinance,  the 
justices  also  indirectly  overturned  33  state  and 
city  laws. 

The  Senate  vote  is  the  second  recent  defeat 
constitutional  right  to  abortion  sent  shock 
waves  through  state  and  city  governments,  as 
legislators  scrambled  to  rewrite  their  restrictive 
abortion  laws.  But  the  long-term  effect  will 
probably  be  felt  most  strongly  in  the  medical 
community,  where  observers  predict  that 
pregnancies  will  be  terminated  earlier,  for  less 


money,  and  at  greater  patient  convenience 
than  ever  before. 

The  trend  was  already  well  underway:  since 
the  early  70s,  the  typical  abortion  patient  has 
increasingly  chosen  a clinic  over  a hospital,  and 
has  arrived  there  during  her  first,  rather  than 
second,  trimester  of  pregnancy. 

The  Supreme  Court’s  decision,  however,  is 
expected  to  accelerate  this  general  movement. 
A second  trimester  hospitalization  require- 
ment places  “a  significant  obstacle  in  the  path 
of  women  seeking  abortion,”  wrote  Justice 
Lewis  F.  Powell,  Jr.,  in  overturning  an  Akron, 
0.,  abortion  ordinance.  Because  second  tri- 
mester abortions  cost  more  and  are  sometimes 
not  performed  in  local  hospitals,  Akron’s 
requirement  could  “force  women  to  travel  to 
find  available  facilities,  resulting  in  both 
financial  expense  and  additional  health  risk.” 

Of  a law  requiring  recitation  of  anti-abortion 
material  to  a woman  seeking  an  abortion,  he 
wrote:  “It  remains  primarily  the  responsibility 
of  the  physician  to  insure  that  appropriate 
information  is  conveyed  to  his  patient.”  Of  a 
24-hour  waiting  period,  he  wrote:  “If  a woman, 
after  appropriate  counseling,  is  prepared  to 
give  her  written  informed  consent  and  proceed 
with  the  abortion,  a state  may  not  delay.” 

Although  many  of  the  Akron-like  provisions 
of  33  state  laws  (22  requiring  second  trimester 
hospitalization  and  11  requiring  pre-abortion 
waiting  periods)  were  put  on  hold  by  federal 
judges  until  the  high  court  ruled,  fear  of 
imminent  restrictions  kept  clinics  from  ex- 
panding their  services. 


AHA  Looks  Anew  at  Health  Planning 

American  Hospital  Assocation  delegates  will 
be  asked  when  they  meet  in  August  to  take  a 
new  look  at  their  position  on  health  planning 
measures. 

Since  1981,  the  AHA  has  been  calling  for 
repeal  of  federal  health  planning  laws  and  the 
institution  of  voluntary  local  planning.  Late  in 
May,  however,  the  AHA  Board  recommended 
revisions  in  that  position  to  gain  hospitals  a 
seat  at  the  bargaining  table  as  the  future  of 
health  planning  is  discussed  in  Congress. 
According  to  an  AHA  staff  member,  the  new 
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position  is  a “pragmatic”  recognition  of  poli- 
tical realities.  Recognizing  that  the  chances  of 
repeal  are  poor,  the  association  would  argue 
instead  for  changes  to  steamline  the  planning 
law. 

The  recommendation,  which  now  goes  to 
AHA’s  Regional  Advisory  Boards  and  then  to 
the  AHA  House  of  Delegates,  calls  for  a 
federal  health  planning  role  “limited  to  making 
grants  directly  to  local  communitywide  plan- 
ning organizations.”  It  says  “there  should  be 
no  additional  federal  requirements  related  to 
functions,  governance  and  staffing”  of  the 
organizations  and  that  their  participation  in 
certificate-of-need  (CON)  reviews  should  be 
determined  by  the  states.  CON  thresholds  for 
review  of  capital  expenditures  should  be  set  at 
$5  million,  it  adds. 

Meanwhile,  efforts  to  amend  and  renew  the 
health  planning  program  are  continuing  as  a 
group  of  interested  organizations  attempt  to 
design  a compromise  measure  that  can  garner 
support  in  the  Senate. 

The  House  of  Representatives  passed  two 
planning  measures  last  year  and  its  Commerce 
Committee  has  cleared  a bill  sponsored  by 
Rep.  Henry  Waxman  that  would  extend  the 
program  until  October  1,  1986. 

Action  was  stymied  in  the  Senate  last  year, 
however,  when  the  Labor  and  Human  Re- 
sources Committee  failed  to  ever  agree  on  a 
bill  to  take  the  floor. 

The  new  compromise  attempt  is  focused  on 
gaining  the  endorsement  of  Sen.  Orrin  Hatch 
(R-UT),  who  chairs  the  Labor  panel.  It 
reportedly  is  loosely  based  on  legislation  the 
House  approved  last  September  and  that 
Illinois  Republican  Edward  Madigan  had 
offered  in  the  Commerce  panel. 

That  bill  relaxed  certificate-of-need  require- 
ments in  the  current  law  more  than  Waxman’s 
measure  does  and  continued  the  program  for 
only  two  years.  Some  of  those  involved  in  the 
compromise  attempt  say  they  believe  that  if 
the  right  changes  are  made,  the  Reagan 
Administration  might  curb  its  opposition  to 
renewal  of  authority  for  health  planning. 

Budget  Plan  Receives 
Congressional  Stamp 

Dispelling  rumors  that  Congress  would 


never  agree  on  a fiscal  1984  budget.  Congress 
has  approved  an  $860  billion  1984  spending 
plan  that  shaves  Medicare  by  about  $400 
million  next  year  and  adds  $200  million  to 
Medicaid  for  a children’s  health  program. 

President  Reagan  is  opposed  to  the  measure 
which  includes  more  in  tax  increases  and 
domestic  spending  and  less  in  defense  spend- 
ing than  he  requested.  It  also  sets  up  an  $8.5 
billion  contingency  fund  to  be  allocated  for 
recession  relief  programs  only  if  Congress 
authorizes  the  programs.  Although  the  budget 
resolution  does  not  require  the  President’s 
signature,  Reagan  can  veto  the  appropriations 
measures  Congress  enacted  to  put  the  budget 
into  effect. 

All  told  the  budget  includes  about  $94.6 
billion  for  health  programs,  with  about  $60.6 
billion  of  this  going  to  Medicare  and  $21.4 
billion  to  Medicaid. 

It  calls  for  Medicare  savings  of  $400  million 
next  year  and  $1.7  billion  over  the  next  three. 
House  members  insisted  on  a caveat  saying  the 
cuts  are  not  to  be  achieved  by  increasing 
patient  coinsurance  or  reducing  benefits,  but 
are  to  come  from  “increased  cost  controls”  on 
providers. 

The  budget  makes  no  cuts  in  Medicaid  and 
adds  $200  million  in  1984  and  $950  million 
over  the  next  three  years  in  money  for  a Child 
Health  Assurance  Program. 

It  included  $350  million  in  83  funds,  $2 
billion  for  1984,  and  $1.65  billion  for  1985  in 
the  recession  relief  contingency  fund  for  a 
health  insurance  plan  for  the  unemployed. 
The  money  could  only  be  spent  if  Congress 
goes  ahead  and  authorizes  a new  program. 


Rhode  Island  PPO  Plan  Also  Endorsed 

The  Federal  Trade  Commission  also  gave  a 
Rhode  Island  Professional  Standards  Review 
Organization  the  go-ahead  for  its  plan  to 
review  the  medical  necessity  of  care  provided 
to  private  employers  health  benefits  programs. 

The  PSRO  has  asked  the  FTC  in  January 
for  an  advisory  opinion  on  its  plan  to  conduct 
preadmission  and  concurrent  reviews  of  pri- 
vate patients,  to  recommend  appropriate 
lengths  of  hospital  stays  and  to  conduct  quality 
review  studies.  Its  recommendations  are  not 
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FAMILY  PRACTITIONER  NEEDED;  Two 
Boarded  Family  Physicians  with  full  time  residency 
teaching  experience  seek  a third  associate.  Pro- 
gressive West  Central  Nebraska  community  of 
3,500.  Modern  superiorly  equipped  clinic  and 
hospital.  Please  contact  Joe  Davis,  M.D.  or  Larry 
Wilson,  M.D.,  902-20th  Street,  Gothenburg,  NE 
69138.  (308)  537-7131. 


ADVERTISERS  INDEX 


B 

Burroughs  Wellcome  Co 12 

D 

Donley  Medical  Supply 10 

L 

Immanuel  Medical  Center 6 

L 

Eli  Lilly  & Company 2 

M 

Medical  Protective  Co 13 

N 

Nebraska  Methodist  Hospital 10 

Norfolk  Printing  Co.,  Inc 4 

University  of  Noith  Dakota 4 

H 

Rcjche  Laboratories 17,  18 

U 

U.S.A.F.  Recruiting 13 

U.S.  Army  Recruiting 3 

Upjohn  (\)mpany 11 

W 

Wilmer  Service  Line 9 


binding  on  the  companies  and  no  fee  reviews 
would  be  conducted  under  the  program. 

In  a letter  to  PSRO  Executive  Vice  Presi- 
dent Edward  J.  Lynch,  the  Commission  said 
the  plan  does  not  appear  to  violate  any 
antitrust  laws  and  could,  “in  fact,  promote 
competition,  thereby  providing  substantial 
benefits  to  consumers”  and  give  health  care 
providers  a “greater  incentive”  to  “practice  in 
a cost-conscious  manner.” 

The  advisory  opinion  warned,  however,  that 
the  PSRO  should  work  to  assure  that  the 
program’s  purpose  “remains  legitimate  and 
does  not  produce  significant  anticompetitive 
effects.”  For  example,  it  added,  “you  should 
avoid  any  misuse  of  the  program  to  discrimi- 
nate against  innovative  competitors.” 


Dioxin  Position  Defended 
Before  Congress 

The  American  Medical  Association  reaf- 
firmed its  resolution  to  institute  a public 
information  campaign  and  update  its  1981 
report  on  dioxin  in  a June  hearing  of  a House 
Science  and  Technology  Subcommittee. 

However,  the  AMA  backed  off  of  the 
extreme  language  used  in  clauses  that  precede 
the  resolution  on  dioxin.  The  clauses  that 
describe  “hysterical  malreporting”  and  “a 
witch  hunt”  of  dioxin  do  not  constitute  official 
AMA  policy,  AMA  representative  John  R. 
Beljan,  M.D.,  told  the  subcommittee.  Beljan, 
head  of  the  panel  that  compiled  the  AMA’s 
1981  dioxin  report,  said  he  was  concerned  that 
“there  is  a broad  misunderstanding  of  the 
position  of  the  AMA.” 

There  is  still  not  enough  evidence  to  prove 
long-term  health  effects  of  dioxin  on  humans, 
other  than  chloracne,  Beljan  said.  Yet,  the 
AMA  does  not  “pooh-pooh”  dioxin,  and 
believes  there  is  “a  potential  health  problem,” 
he  explained. 

New  literature  on  dioxin  will  be  reviewed  in 
August  by  the  AMA  Council  on  Scientific 
Affairs.  These  findings  will  be  presented  to  the 
AMA  Board  of  Trustees  meeting  in  October, 
with  consideration  by  the  House  of  Delegates 
at  its  meeting  in  December. 
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•Rapid  onset  of  sleep. 
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•Continued  efficacy  for  at  least  28  nights; 
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•Avoids  rebound  insomnia  when 
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CONSIDER  THE  ADVANTAGES 
OF  WORKING  FOR 
YOUR  UNCLE. 
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and  are  seriously  considering  a professional  change,  you 
owe  it  to  yourself  to  consider  the  Army  Medical  Department. 

We  have  an  amazingly  wide  variety  of  practice  situations 
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hospital-based  practices  in  small  towns,  cities  and  major 
metropolitan  areas.  You  could  work  in  the  Simbelt,  Snowbelt, 

Europe,  Asia  and  Panama.  We  also  offer  full-time  academic, 
research  and  development  positions  and  fellowships  that  pay 
like  practice  positions. 

Positions  are  currently  available  in  general  surgery, 
orthopedic  surgery,  neurosurgery,  otolaryngology,  obstetrics- 
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therapeutic  radiology. 

For  a CONFIDENTIAL  evaluation,  compensation  estimate  and 
vacancy  projection,  call  (collect)  (913)684-4898/4860  today.  Ask 
for  Captain  Rogers,  your  Army  Medical  Personnel  Counselor. 
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WashingtoJS otes 

Alpha  Fetoprotein  Screening 
Kits  Approved 

The  Food  and  Drug  Administration  an- 
nounced plans  to  approve  kits  that  screen  for 
spina  bifida,  renewing  an  old  controversy  with 
ethical,  emotional,  and  economic  implications. 

The  alpha  fetoprotein  screening  kit  is 
expected  to  become  available  once  its  labeling 
and  patient  information  brochure  is  also 
approved.  The  FDA  will  require  that  manu- 
facturers submit  quarterly  reports  of  post- 
approval experience,  and  develop  patient  and 
physician  information  packages.  In  addition, 
the  FDA  will  begin  an  educational  program  for 
physicians  and  patients. 

But  these  modest  requirements  are  a far  cry 
from  the  FDA’s  1980  position,  when  it  planned 
to  restrict  the  availability  of  the  test  to  certain 
physicians,  require  the  manufacturers  monitor 
use  of  the  materials,  and  make  available 
specially  trained  counselors  that  could  explain 
to  women  the  implications  of  test  results. 

Risk  of  spina  bifida  cannot  be  pinpointed  to 
a small,  high-risk  population;  unlike  other 
screening  programs,  the  alpha  fetaprotein 
screening  kits  are  designed  for  use  in  every 
pregnant  woman.  The  test  is  expensive,  the 
total  package  may  cost  more  than  $400  and 
must  be  performed  within  a limited  number  of 
weeks.  Moreover,  some  persons  believe  that 
widespread  testing  for  birth  defects  is  the 
morally  wrong  thing  to  do,  a few  babies  with 
spina  bifida  have  only  minor  physical  handi- 
caps and  normal  intelligence. 

Opinions  are  divided  within  the  medical 
community.  The  American  Medical  Associa- 
tion and  the  American  Academy  of  Family 
Physicians  opposed  strict  regulations,  while 
the  American  College  of  Obstetricians  and 
Gynecologists  and  the  American  Academy  of 
Pediatrics  had  supported  them. 


Internists  Thaw  to  President’s  Freeze 

Internists,  who  along  with  general  practi- 
tioners see  more  Medicare  patients  than  do 
any  other  physicians,  say  they  are  willing  to  go 

(Continued  on  page  13A) 
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suggest  you 
raise  your  fees 
for  office  caUs 
from  $2  to  $3  ” 


That  was  good  advice  in  1945,  when 
PMM  first  began  to  advise  physicians 
on  how  to  build  and  manage  a suc- 
cessful practice  for  higher  financial 
returns  in  a competitive  market. 

Today,  the  health  care  market  is  even 
more  competitive. 

As  specialists  in  medical  practice 
management  for  38  years,  we  have  given 
good  advice  to  thousands  of  doctors. 

We  maintain  specialty  depart- 
ments to  stay  abreast  of  changing 
conditions  in  marketing,  estate  tax, 
financial  planning,  personnel  manage- 
ment and  practice  analysis  as  they 
relate  to  physicians.  No  general 
accounting  firm  can  say  that.  Before 
you  decide  who  should  advise  you, 
shouldn’t  you  talk  to  the  longest 
established  medical  practice  manage- 
ment specialists  in  your  area? 

Call  today  for  a completely 
confidential  discussion  of  your  needs 
and  our  many  services. 

Professional  Management  Midwest 

8420  W.  Dodge  Road 
Tower  Plaza,  S.  305 
Omaha,  Nebraska  68114 
402/397-5462 
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ORGANIZATIONS,  STATE 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 
8.502  West  Center  Rd..  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk.  Executive  Director 
7377  Pacific  St,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen,  Acting  Executive  Director 
3624  F’arnam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  "E"  St.  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright  Exec.  Director 
120  N.  69th  St.  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey.  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Suite  103,  Hillcrest  Bldg. 

76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Ph.D.,  Director 
1047  South  St.,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 
Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  St..  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P.  Wall,  Director 
6th  Floor.  State  Capitol  Bldg.,  Lincoln  68509 
Lincoln  Council  on  Alcoholism  and  Drugs.  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2217  No.  91st  Plaza.  Omaha  68134 
National  Multiple  Sclerosis  Society  - Nebraska-lowa  Midlands 
Chapter 

3624  Leavenworth,  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  AfTiliate 
4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center.  Hastings  68901 
Nebraska  Academy  of  Ophthalmology 
John  D.  Griffiths,  M.D.,  President 
8601  W.  Dodge  Rd..  #210.  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
Barbara  Heywood.  M.D.,  President 
401  E.  Gold  Coast  Rd.,  Papillion  68128 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke,  President 

('raft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 

Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Gerald  N,  Siedband,  M.D.,  President 
Bryan  Memorial  Hospital.  4848  Sumner.  Lincoln  68506 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith.  M l).,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Ste.  5,  Omaha  68154 
Nebraska  ('hapter  — American  Academy  of  Physician  Assistants 
Bonnie  Shearer.  PA  ('.  President 
706  Sherman  Dr.,  Bellevue  68005 
Nebraska  ('hapter  — American  College  of  Pediatrics 
Dale  Ebers,  M l),,  ('hairman 
4701  Normal  Blvd.,  Lincoln  68506 
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Nebraska  Chapter  — American  College  of  Physicians 

Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor 
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Kill  curve  kinetics  of  Bactrim 
ami  its  individual  components 
against  E.  colt  m vitro.  ‘ 


’Analogous  to  cephalothin,  the  primary  antibiotic  disc  used  In  testing 

Source:  The  Bacteriologic  Report,  BAC-DATA  Medical  Information  Systems,  Inc.,  Winter  Series,  1981-82 
Numbers  under  percentages  refer  to  the  projected  number  of  isolates  tested 


The  bactericidal  action  of  Bactrim  has  been  demonstrated  in  vitro  on  laboratory  strains 
of  E.  coli'-^  and  on  clinical  isolates  of  E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis 
and  Morganella  morganiP — the  most  common  causative  organisms  of  urinary  tract 
infections.^'  More  than  100  published  studies  attest  to  the  efficacy  of  Bactrim  in  recurrent 
urinary  tract  infections  due  to  these  organisms.^  In  comparative  studies  with  other  antimi- 
crobials, Bactrim  has  consistently  demonstrated  unsurpassed  efficacy  during  therapy® " 

Resistance  to  Bactrim  develops  more  slowly  than  to  either  of  its  components  alone 
in  vitro.*  Among  urinary  tract  isolates,  resistance  has  rarely  emerged  in  susceptible 
strains.®-'^  Bactrim  is  contraindicated  in  pregnancy  at  term,  during  lactation,  in  infants  less 
than  two  months  old  and  in  documented  megaloblastic  anemia  due  to  folate  deficiency 
Initial  episodes  of 
uncomplicated  urinary 
infections  should  be 
treated  with  a single- 
agent antimicrobial. 

Ctrimethoprim  and  sulfamethoxazole/Roche) 


Bactrim"  DS 


b.i.d.  for  recurrent  urinary  tract  infections 

*ln  vitro  data  do  not  necessarily  predict  clinical  results. 


Copyright  © 1983  by  Hoffmann-La  Roche  Inc  All  rights  reserved 


See  next  page  for  references  and  a summary  of  product  information. 
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Bactrim  DS 

[trimethoDrim  and  sulfamethoxazole/Roche] 


Before  prescribing,  piease  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  sus- 
ceptible strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter,  Proteus  mirabiiis,  Proteus  vulgaris,  Proteus  morganii.  H is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a 
single  effective  antibacterial  agent  rather  than  the  combination.  Note:  The 
increasing  frequency  of  resistant  organisms  limits  the  usefulness  of  all  anfibacferials. 
especially  in  these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers 
an  advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the 
safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is 
not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any 
age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible 
strains  of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physi- 
cian's judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  tor  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernic- 
terus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A (3-hemolytic  strepto- 
coccal tonslllopharyngitls  have  higher  incidence  of  bacteriologic  failure  when  treated 
with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity  reac- 
tions, hepatocellular  necrosis,  agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  Interference  with  hematopoiesis  has  been  reported 
as  well  as  an  increased  Incidence  of  thrombopenia  with  purpura  in  elderly  patients  on 
certain  diuretics,  primarily  thiazides  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may 
be  early  signs  of  serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduc^  count  of  any  formed  blood  element  is 
noted. 

Precautions:  General:  Use  cautiously  in  patients  with  Impaired  renal  or  hepatic  func- 
tion, possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related, 
may  occur.  During  therapy,  maintain  adequate  fluid  infake  and  perform  frequent  urinal- 
yses. with  careful  microscopic  examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function,  Bactrim  may  prolong  prothrombin  time  in  those  receiv- 
ing warfarin;  reassess  coagulation  time  when  administering  Bactrim  to  these  patients 
Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Because  trimethoprim  and 
sulfamethoxazole  may  Interfere  with  folic  acid  metabolism,  use  during  pregnancy  only 
If  potential  benefits  justify  the  potential  risk  to  the  fetus 
Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are 
included,  even  if  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplas- 
tic anemia,  megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolyllc  anemia,  pur- 
pura, hypoprothromblnemla  and  methemoglobinemia.  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrol- 
ysis, urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  Injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reaclions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  hepatocellular  necrosis,  diarrhea,  pseudomembranous  coli- 
tis and  pancreatitis.  CNS  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo.  Insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L.E  phenomenon  Due  to 
certain  chemical  similarities  to  some  goltrogens.  diuretics  (acetazolamide,  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  Instances  of  goiter  pro- 
duction. diuresis  and  hypoglycemia  in  patients;  cross-sensItIvity  with  these  agents  may 
exist.  In  rats,  long-term  therapy  with  sulfonamides  has  product  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN. 
AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  trad  Infecflons — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp  (20  ml)  bid  for  10-14  days  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days  Use  identical  dally  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creati- 
nine clearance  is  above  30  ml/mln  If  creatinine  clearance  Is  between  15  and  30  ml/min, 
use  one-half  fhe  usual  regimen  Bacfrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adull  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  bid  for  14  days 
PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kq  trimethoprim  and  100  mg/kq  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  lor  14  days.  See  compieto  product  information 
lor  suggested  children's  dosage  table 

SuppfM:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100  and  500;  Tel-E-Dose'*  packages  of  100, 
Prescription  Paks  of  20  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole — bottles  of  100  and  500;  Tel-E-Dose*  packages  of  100,  Prescription 
Paks  of  40  Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfa- 
methoxazole per  teaspoonful  (5  ml);  cherry  flavored— bottles  of  100  ml  and  16  oz 
(1  pint)  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  tea  spoonful  (5  ml);  fruil-licorice  flavored — bottles  of  16  oz  (1  pint) 
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BRIEF  SUMMARY 

PROCARDIA"  (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nitedipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation.  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g , where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and,  or  adequate  doses  of  beta  blockers 

II,  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PR(DCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  IS  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  lentanyl  anesthesia  The  interaction  with  high  dose  lentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  of  fentanyl.  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
lentanyl  anesthesia  is  contemplated,  the  physician  should  be  aware  of  these  potential  problems  and. 
If  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PR0(:ARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  lor 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROtiARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  betaken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  lound  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adjust 
ing,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating  nite- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
tats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light  headedness 
peripheral  edema,  nausea,  weakness,  headache  and  Hushing  each  occurring  in  about  10%  of  pa 
tients,  transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  0 5“o 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stiffness,  shaki- 
ness.  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis  pruritus  urticaria  le- 
ver. sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PR(jCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition , more  serious  adverse  events  were  observed  not  readily  distinguishable  Irom  the  nat 
ural  history  of  the  disease  in  these  patients  It  remains  possible  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges 
live  heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare  mild  to  moderate  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase CPK.  LDH  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele 
vated  transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  alter  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  m the  extensive  world 
literature 

HOW  SUPPLIED;  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nitedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069  2600  661  300  (NDC  0069 
2600-72)  and  unit  dose  (10x10)  (NDC  0069-2600  41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77'  f ( 15  to  25  Cl  in  the  man 
uiacturer's  original  container 

More  deUiied  prolessionsl  inlormjlion  available  on  request  > 1982  Pfizer  Inc 
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Axaesfromanunsolicited  ' 
I'  itsr  received  by  Pfizer  from  ar) 
if)gina  patient 

while  this  patients  atperience 
IS  repi^entatneofmany 
un  'olicited  comments  received, 
not  all  patmits  will  respond  to 
Procardia  nor  will  they  all 
respond  to  the&me  degree 


7 can  do  things  that  I 
c(Xildntdofor3yrs  including 
joining  the  human  race  again" 


t 1963.  Pfizer  Inc 


PROCARDIA 


(NIFEDIPINEI 


Capsules  10  mg 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of; 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component. 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 


"My  doctor  switched  me  to 
PROCARDIA^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable  " 


"I  shop,  cook  and  can  plant 
flowers  again." 


"I  have  been  able  to  do  volunteer 
work. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets,^  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%). 


Mohin 

ibuprofeaUpiohn 

600 mg  Idblets 


Upjohn 


#1981  The  upiohnComporv  The  Upjohn  Company  • Kolamazoo,  Michigan  49001USA  >904W  x<yi98i 


You  don’t  have  to 
understand  how  a 
computer  works 
to  make  it  work 
for  you. 


To  be  a terrific  driver,  you  don’t  need  to  know 
your  car’s  differential  from  its  distributor.  The 
same  is  true  with  computers.  You  don’t  need  to 
know  how  to  program  a computer  to  capitalize 
on  the  benefits  it  can  provide  you.  That’s 
because  Microtech  makes  learning  how  to  use  a 
computer  as  easy  as  learning  to  drive. 

Microtech  is  a computer  company  that’s 
different  from  other  companies  that  sell 
computers.  We  know  how  to  make  a computer 
work  for  you,  and  we’ll  take  the  time  to  teach 
you.  We  Imow  how  to  choose  the  right  software 
program  for  you,  and  we’ll  help  you  maximize 
its  efficiency. 

Get  your  money’s  worth  out  of  your 
computer  system.  Call  Microtech...for 
professional  computer  solutions. 


Professional  Computer  Solutions. 

iHmicnotBch 


1 


200  N.  66th /Lincoln,  Nebraska  68505/(402)  467-5521 
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(Continued  from  page  7 A) 

along  with  a Reagan  Administration  proposal 
for  a one-year  freeze  in  Medicare’s  allowable 
charge  limits  on  physicians. 

Acknowledging  that  its  position  is  at  odds 
with  that  of  other  medical  organizations,  the 
American  Society  of  Internal  Medicine  told  the 
Senate  Finance  Committee  recently  that  “in 
view  of  the  current  economic  climate,  the  need 
to  reduce  federal  budget  expenditures,  and  the 
importance  of  fairly  and  equitably  spreading 
the  burden  of  budget  costs,”  its  members 
support  a “one-year  temporary  freeze”  in  the 
index  governing  increases  in  the  charges 
Medicare  allows. 

ASIM  President  Monte  Malach,  M.D.,  a 
private  practitioner  in  Brooklyn,  N.Y.  said 
internists  do  not,  however,  support  a Senate 
Budget  Committee  recommendation  to  freeze 
the  index  only  for  those  physicians  that  do  not 


accept  assignment  of  all  Medicare  claims. 
ASIM  also  continues  to  favor  an  eventual 
repeal  of  the  fee  index. 

The  ASIM  testimony  contrasts  sharply  with 
a statement  the  American  Medical  Association 
submitted  earlier  this  spring  to  the  Finance 
Committee’s  Health  Subcommittee. 

“We  believe  it  is  unfair  to  freeze  the  costs  of 
one  sector  of  the  economy  while  not  asking 
attorneys,  architects  and  other  professionals  to 
accept  a similar  freeze  and  while  allowing 
prices  paid  other  suppliers  to  rise,”  the 
statement  said.  Furthermore,  the  freeze  “could 
be  a further  disincentive  to  acceptance  of 
Medicare  assignments”  and  could  lead  to 
increased  costs  to  beneficiaries. 

The  National  Council  of  Senior  Citizens  and 
(Continued  on  page  14A) 
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THE  NEBRASKA  METHODIST  HOSPITAL,  8303  DODGE  STREET.  OMAHA,  NEBRASKA  68114,  402-390-4000 


HOWARD  B.  HUNT  CANCER  SEMINAR 


“Malignant  Lymphomas  — Current  Concepts” 


Reserve  Friday  and  Saturday,  September  30  and  October  1,  1983  to  attend 
the  Nebraska  Methodist  Hospital’s  1983  Howard  B.  Hunt  Cancer  Seminar  — 


“Malignant  Lymphomas  — Current  Concepts” 

At 

The  Nebraska  Methodist  Hospital,  Omaha 


Featuring 

Stephen  Carter,  M.D. 
Medical  Oncologist 
Bristol  Laboratories 
New  York  City,  New  York 


these  nationally  known 
Costan  W.  Berard,  M.D. 
Hematopathologist 
St.  Jude’s  Children’s 
Research  Hospital 
Memphis,  Tennessee 


Physicians: 

Peter  Mauch,  M.D. 
Radiation  Therapist 
Harvard  Medical  School 
Boston,  Massachusetts 


WashingtoNotes 


(Continued  from  page  13 A) 

the  American  Association  of  Retired  Persons 
have  also  testified  against  the  freeze  on 
Medicare  fee  levels.  AARP  and  NCSC  repre- 
sentatives told  the  Finance  Committee  that 
the  freeze  would  merely  shift  costs  from  the 
government  to  beneficiaries. 


Unemployed’s  Health  Care  Funding 
Unsettled 

If  the  Senate  Finance  Committee  has  its 
way,  a health  plan  for  the  unemployed  will  be 
financed  by  physicians  and  Medicare  bene- 
ficiaries. 

The  committee  voted  10  to  2 on  July  13  to 
pay  for  a health  plan  for  the  unemployed  by 
increasing  Medicare  Part  B premiums  and  by 
freezing  the  maximum  amounts  Medicare  will 
pay  physicians  for  a particular  service.  The 
panel  then  sent  the  measure,  which  provides 


$1.8  billion  in  block  grants  to  states,  to  the 
Senate  floor. 

Senate  Democrats  plan  an  all-out  war  on  the 
Finance  Committee  measure  and  have  vowed 
that  no  plan  tying  health  insurance  for  the 
unemployed  (HIU)  to  Medicare  cuts  will 
“emerge  from  the  Senate”  and  Senator  Ed- 
ward Kennedy  (D-MA)  is  threatening  a fili- 
buster against  the  measure.  Even  if  the  Senate 
were  to  pass  the  measure,  the  HIU  version  that 
was  expected  to  come  before  the  House  of 
Representatives  in  early  August  does  not 
include  a financing  mechanism.  House  agree- 
ment to  the  Finance  Committee  plan  is 
considered  unlikely.  The  Senate  probably  will 
not  vote  on  HIU  until  after  the  Congress’ 
summer  recess. 

The  Finance  Committee  HIU  bill  would 
limit  Medicare  reimbursement  to  physicians 
(Continued  on  page  311) 
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(Anxious  patients 


(improve  in  just 
a few  days 


> And  what  is  more  reassuring 
; to  an  excessively  anxious 
} patient  tlian  medication  tliat 
; promptly  starts  to  relieve  his 
^'discomforting  symptoms? 
j,  Valium®  (diazepam/Rcxrhe) 

I begins  working  witliin  30  to 
j 90  minutes.  Patients  continue 
1 to  improve  in  just  a few  days, 
i and  relief  continues  through- 
out the  course  of  treatment. 

There  are  other  impor- 
I tant  benefits  with  Valium  as  well — along  with  its 
: broad  clinical  range,  Valium  has  an  elFicac\/safet>' 
; profile  tliat  few,  if  any,  drugs  can  match.  This 
! record  has  been  achieved  witli  extensive  clinical 
: experience,  undoubtedh’  including  yours.  And, 

( as  you  must  have  observ'ed,  side  effects  more 
* serious  than  drowsiness,  fatigue  or  ataxia  rareh' 

: occur  Nevertheless,  as  with  any  CNS-aaing 
agent,  patients  should  be  cautioned  about  driv- 
! ing,  operating  hazardous  machinery'  or  ingesting 
) alcohol  or  other  CNS-depressant  drugs  while 
i taking  Wium. 

Yet  another  benefit  Vilium  affords  is  flexibilin^ 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets,  \^lium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2Vi  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
\^release™  (diazepam/Roche) 
15-mg  slow-release  capsules, 
knowing  that  \^release  will  assure  all  the  benefits 
of  Wium  5 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  Wium  (or  \^lrelease) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  \^ium  and  Wrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  aaion  of  \ftlium  and  \ftlrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

\^um® 

diazepam/Roche 


Copyright  ©1983  by  Roche  Products  Inc.  All  rights  reserved 


For  a summary  of  product  information,  please  mm  the  pt^e.  / ROCHE 


Valium*  (diazepam/Roche)  @ Tablets 

Valrelease™  (diazepam/Roche)(£  slow-releasc  Capsules 

Injectable  Valium®  (diazepam/Roche)  (W 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications;  Management  of  anxiety  disorders,  or  short-term  relief  of  symptoms 
of  anxiety.  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunaively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome.  Oral  forms  may  be  used  adjunaively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used  adjunaively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reaaions  prior  to  endoscopic/surgical  procedures;  cardioversion. 

The  effeaiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings;  As  with  most  CNS-aaing  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (eg.,  operating  machinery,  driving).  With- 
drawal symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzcxiiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months.  After  extended 
therapy,  gradually  taper  dosage.  Keep  addiaion-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  forms  adjunaively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporaiy  increase  in  fre- 
quenty  and/or  severity  of  seizures 

INJECTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment  when  used  I V inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  (I  ml)  given,  do  not  use  small  veins,  i.e.,  dorsum 
of  hand  or  urist.  use  extreme  care  to  ai'oid  intra-arterial  administration  or 
extravasation  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask.  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV,  it 
may  he  injected  slou’ly  through  the  infusion  tubing  as  close  as  possible  to  the 
vein  insertion 

Admini.ster  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonaiy 
reserve  because  of  po.ssibility  of  apnea  and/or  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depre.s.sanLs  increases  depre.ssion  with 
increased  risk  of  apnea;  have  resu.scitative  facilities  available.  Wien  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  do.sage  at  least  1/3,  admini.ster  in 
small  incremenLs.  Should  not  be  administered  to  patients  in  shtxrk,  coma,  acute 
alcoholic  intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  .status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status.  Not  recommended  for  OB  use. 

Efficacy/safery  not  established  in  neonates  (age  30  days  or  le.ss);  prolonged  CNS 
depression  observed.  In  children,  give  slowly  (up  to  0.25  mg/kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  .somnolence;  can  be  repeated  after  15  to  30  min- 
utes. If  no  relief  after  third  admini.stration,  appropriate  adjunctive  therapy  is 
recommended. 

Precautions;  If  combined  with  other  psychotropics  or  anticonvulsants,  carefully 
con.sider  individual  pharmacologic  effects  — particularly  with  known  compxiunds 
which  may  potentiate  action  of  diazepam,  i e , phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  antidepre,s.sanLs.  Proteaive  measures  indicated  in 
highly  anxious  patients  with  accompanying  depres.sion  who  may  have  .suicidal 
tendencies  Observe  usual  precautions  in  impaired  hepatic  funaion;  avoid  accu- 
mulation in  patients  with  compromised  kidney  function.  Limit  oral  do.sage  to 
smalle.st  effecTive  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  over.se- 
dation  ( initially  2 to  IVi  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated ) 

Die  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
as.s(Kiation  with  ligamet  (cimetidine)  admini.stration  Tlie  clinical  significance  of 
this  is  unclear 

inik(.table:  Although  promptly  controlled,  seizures  may  return;  readminister  if 
neces.sary;  not  recommended  for  long-term  maintenance  therapv  laryngospasnv 
increased  cough  reflex  are  possible  (.luring  peroral  endoscopii  prexedures;  use 
topical  anesthetic,  have  nece,s.sary  countermeasures  avsiilable  Hvjxitension  or 
mu.scular  weakness  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol  Use  lower  do.ses  (2  to  5 mg)  for  elderly/debilitated 
Adverse  Reactions;  .Side  effeas  most  commonly  re|X)rted  were  drowsine.vs, 
fatigue,  atiixia  Infrecjuenlly  encountered  were  confusion,  constipation,  depres- 
sion, diplopia,  dysarthri;!,  headache,  hyisotension,  incontinence,  laundice, 
changes  in  libido,  nausea,  changes  in  saliv;ition,  skin  rash,  slurred  s|X"ech, 
tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical  reaaions  such  as 
ac  ute  hyperexcited  slates,  anxiety,  hallucinations,  increased  muscle  spasticity. 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
these  ocojr,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blcxxl  counts, 
liver  funaion  tests  advisable  during  long-term  therapy.  Minor  changes  in  EEC 
patterns,  usually  low-voltage  fast  activity,  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hvpoaaivitv;  svTicope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia. 
In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyjjerventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dos^e:  Individualize  for  maximum  beneficial  effect 

ORAL  Adults:  Anxiety  disorders,  relief  of  sv’mptoms  of  anxiety — Vhlium  (diaze- 
pam/Roche) tablets.  2 to  10  mg  b.i.d.  to  q.i.d.;  or  1 or  2 V^release  capsules  (15  to 
30  mg)  daily.  Acute  alcohol  withdrawal — tablets  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed.  Adjunaively  in  skeletal  micscle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.,  or  1 or  2 capsules  (15  to  30  mg)  once 
(laily.  Adjunaively  in  convulsive  disorders — tablets,  2 to  10  mg  b i d.  to  q.i.d.;  or 
1 or  2 capsules  (15  to  30  mg)  once  daily. 

Geriatric  or  debilitated  patients:  Tablets — 2 to  2'/2  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions).  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  V^ium  has  been  determined  as  the  optimal  daily- 
dose. 

Children:  Tablets — 1 to  2'/2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months).  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  \hlium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months ) 

INJECTABLE  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  I V, 
depending  on  indication  and  severity.  Larger  doses  may  be  required  in  some 
conditions  (tetanas).  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  u.sually  satisfaaory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  do.sage  inaease  for  elderly  or  debilitated  patients 
and  when  sedative  drugs  are  added  (See  VCftmings  and  Adverse  Reaaions.) 

For  dosages  in  infants  and  children  see  below;  have  resuscitative  facilities 
available. 

I.M.  use:  by  deep  injeaion  into  the  muscle. 

IV  use.  inject  slowly,  take  at  least  one  minute  for  each  5 mg  II  ml)  giien.  Do 
not  use  small  veins,  i.e.,  dorsum  of  hand  or  wrist  Use  extreme  care  to  ai'oid 
intra-arterial  administration  or  extravasation.  Do  not  mix  or  dilute  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible 
to  administer  Valium  directly  I V,  it  may  be  injected  slowly  through  the 
infusion  tubing  as  close  as  possible  to  the  vein  insertion. 

Moderate  anxiety  dLsorders  and  symptoms  of  anxiety,  2 to  5 mg  LM.  or  I.V.  and 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  LM.  or  LV,  repeat 
in  3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  LM.  or  I.Y  initially, 
then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults.  5 to  10  mg 
LM.  or  I.Y  initially,  then  5 to  10  mg  in  3 to  4 hours  if  neces.sary  (tetanus  may 
require  larger  doses);  in  children  administer  I V slowly,  for  tetanus  in  infants 
over  30  days  of  age.  1 to  2 mg  LM.  or  LV,  repeat  every  3 to  4 hours  if  neces,sary; 
in  children  5 years  or  older.  5 to  10  mg  repeated  every  3 to  4 hours  as  needed. 
Respiratory  assistance  should  be  available. 

Status  epilepticus,  .severe  recurrent  convulsive  .seizures  (I.Y  route  preferred), 

5 to  10  mg  adult  dose  adminLstered  slowly,  repeat  at  10-  to  15-minutc  intervals  up 
to  30  mg  maximum.  Repeat  in  2 to  4 hours  if  neces,sary,  keeping  in  mind  po.ssi- 
bility of  residual  aaive  metabolites.  U.se  caution  in  pre.sence  of  chronic  lung 
di.sease  or  unstable  cardiovascular  .status.  Infants  (over  30  days)  and  children 
(under  5 years).  0.2  to  0.5  mg  slowly  every  2 to  5 min.,  up  to  5 mg  ( L\:  pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min.,  up  to  10  mg  (slow  I Y 
preferred);  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be  helpful 
In  endo.scopic  procedures,  titrate  LV  do.sage  to  desired  .stxlative  re.spon.se.  gener- 
ally 10  mg  or  less  but  up  to  20  mg  ( if  narcotics  are  omined)  immediately  prior  to 
procedure;  if  LV  cannot  be  used,  5 to  10  mg  LM.  approximately  30  minutes  prior 
to  procedure.  As  preoperative  medication,  10  mg  1 .M  ; in  cardioversion.  5 to 
15  mg  LV  within  5 to  10  minutes  prior  to  procedure.  Once  acute  symptomatology 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdosagc;  Manifestations  include  .somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  re.spiration.  puLse.  bkxxl  pre.ssure.  employ 
general  supportive  measures,  LV  fluids,  adequate  airway  Use  levarterenol  or 
metaraminol  for  hypotension.  Dialysis  is  of  limited  value. 

How  Supplied: 

ORAL  Mtlium  scored  tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — bottles  of 
100  and  500;  Prescription  Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose*  pack- 
ages of  I(X),  available  in  trays  of  -i  reverse-numbered  boxes  of  25  and  in  boxes 
containing  10  .strips  of  10 

Mtirelease  (diazepam/Rix'he)  slow-release  capsules — 15  mg  (yellow  and  blue), 
bottles  of  100;  Prescription  Paks  of  30 

iNjECTABiE  /Vmpuls,  2 ml,  boxes  of  10;  Vials.  10  ml,  boxes  of  I , Tel-E-Jea*  (dis- 
po.sable  .syringes),  2 ml,  boxes  of  10.  Each  ml  contains  5 mg  diazepam,  com- 
pounded with  -j0%  propylene  glycol.  10%  ethyl  alcohol,  5%  stxiium  benzoate 
and  Ix'iizoic  acid  as  bulTers,  and  15%  Ix-nzyl  aloihol  as  pre.senative 
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AAusings  of  a Physician: 
Business  Aspects  of  Practice 


AS  I sat  facing  the  computer,  NOT 
READY  flashed  incessently 
i-  from  its  green  screen.  The  com- 
puter was  clearly  ready  and  waiting  for  me  to 
input  the  required  data.  The  problem  was  that 
my  mind  was  wandering  and  not  ready  for  any 
“output”.  It  was  again  time  to  run  the  monthly 
aged  receivables  report,  a chore  that  seems  to 
come  with  ever  increasing  frequency.  Either 
the  months  are  getting  shorter  or  that  old 
adage  “time  flies”  is  true. 

While  sitting  there,  I was  musing  about  the 
necessity  of  attending  to  the  business  side  of  a 
medical  practice.  It  seems  that  there  is  always 
some  detail  that  demands  ones  undivided 
attention,  such  as  what  new  equipment  to  buy, 
what  to  pay  the  new  office  girl,  what  to  charge 
for  your  services,  or  any  one  of  a hundred  and 
one  other  chores.  What  a joy  it  would  be  to 
take  care  of  the  needs  of  our  patients  without 
having  to  be  concerned  with  their  ability  to 
pay!  The  ever  present  need  to  collect  payment 
for  our  services  often  comes  between  the 
physician  and  his  patients  best  interest.  I have 
what  probably  is  a rather  nostalgic  notion  that 
the  physicians  of  earlier  times  were  able  to 
treat  their  patients  first  and  worry  about 
payment  second.  In  reading  the  history  of  early 
medicine  in  Nebraska,  that  was  at  least  the 
impression  I got. 

Certainly  the  medical  profession  throughout 
the  ages  was  founded  on  the  principal  that  the 
patients  best  interest  was  the  foremost  con- 
sideration. I perceive  a not  so  subtle  change  in 
our  focus  with  the  advent  of  Medicare  and 
especially  Medicaid.  These  two  programs  have 
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done  much  to  alter  the  physicians  traditional 
view  of  charity.  Certainly  we  all  provide 
medical  care  for  which  we  don’t  get  paid  but  it 
it’s  not  because  we  don’t  try!  Collection 
agencies  continue  to  flourish  across  the  state 
and  nation. 

Sometimes  I feel  that  we  are  so  afraid  that 
someone  who  is  not  truly  needy  will  take 
advantage  of  us  and  “put  one  over  on  us,”  that 
we  fail  to  help  those  who  are  in  desperate  need. 
The  public  still  holds  physicians  in  high 
esteem  but  this  seems  to  be  slipping  some- 
what. Perhaps  if  there  were  to  be  a resurgence 
of  some  old  fashioned  idealism,  our  image  with 
the  public  would  be  improved,  not  to  mention 
the  personal  satisfaction  that  we  might  receive. 

One  of  the  things  that  really  makes  charity 
so  difficult  is  to  know  when  or  how  to  go  about 
it.  I think  that  I might  mark  the  next  welfare 
screening  physical  exam  I do:  NO  CHARGE. 
That  might  have  the  added  benefit  of  “blow- 
ing” some  bureaucrats  mind  at  the  welfare 
office. 

I shifted  in  my  seat  and  glanced  at  the 
computer  screen  which  flashed  its  message: 
ARE  YOU  READY  TO  RUN  PAYROLL?  I 
snapped  back  to  reality  and  the  necessity  of 
paying  the  bills. 
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ORIGINAL  ARTICLES 


Kawasaki  Disease  in  Nebraska: 
A Review  of  the  Literature 


Kawasaki  disease,  or  the  muco- 
cutaneous lymph  node  syn- 
drome (MCLS),  is  an  acute 
febrile  exanthematous  illness  with  multi- 
system organ  involvement  occurring  almost 
exclusively  in  infants  and  children.  First 
described  in  Japan  in  1967,''^  Kawasaki 
disease  has  now  been  described  in  the  United 
States  and  other  countries  in  children  from  all 
racial  groups.^'^®  It  has  aroused  intense  inter- 
est because  of  the  catastrophic  sequalae  of 
coronary  arteritis  associated  with  aneurysm 
and  thrombotic  occlusion,  which  may  lead  to 
ischemic  heart  disease  or  sudden  death. 

Dr.  Kawasaki  initially  believed  this  illness  to 
be  a benign  febrile  disease  that  was  acute  and 
severe,  but  entirely  self-limiting.  However,  it 
was  soon  recognized  in  Japan  that  approxi- 
mately two  percent  of  patients  died  suddenly 
during  the  subacute  phase  of  the  illness,  at  a 
time  when  they  were  thought  to  be  recover- 
ing.“  In  the  United  States,  the  Center  for 
Disease  Control  reported  a mortality  of  2.8% 
in  children  with  Kawasaki  disease. The  cause 
of  death  was  found  to  be  massive  myocardial 
infarction  due  to  acute  thrombosis  of  aneury- 
smally-dilated  coronary  arteries.  These  pat- 
ients all  had  severe  coronary  artery  vasculitis 
with  variable  involvement  of  other  systemic 
arteries. 

The  increased  clinical  awareness  of  this 
syndrome  in  its  acute  phase  and  more  frequent 
reports  of  coronary  arterial  aneurysms  or 
myocardial  infarction  in  young  children  have 
made  consultation  with  a pediatric  cardiologist 
a part  of  the  evaluation  of  infants  and  children 
suspected  of  having  Kawasaki  disease. 

Clinical  Features 

Currently,  the  diagnosis  of  Kawasaki  disease 
is  based  upon  specific  clinical  criteria,  together 
with  the  exclusion  of  other  clinically  similar 
illnesses.  There  are  six  principle  criteria  for 
the  diagnosis  of  Kawasaki  disease  as  outlined 
in  Table  I.  It  is  now  generally  agreed  that  to 
make  a positive  diagnosis  of  this  illness,  one 
must  confirm  at  least  five  of  these  she  criteria. 
In  actual  practice,  most  patients  exhibit  the 
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first  five  manifestations,  while  lymphadenopa- 
thy  is  less  frequently  found. 

The  variable  associated  features  of  Kawa- 
saki disease  attest  to  its  multi-system  involve- 
ment. Irritability  is  a universal  finding  oc- 
curring in  nearly  100%  of  patients.  Diarrhea 
or  abdominal  pain  is  present  in  approximately 
50%  of  children.  A self-limiting  arthritis  is 
found  in  40%  of  patients.  Aseptic  meningitis  is 
found  in  one-fourth  of  the  children  with 
Kawasaki  disease.  In  10%  of  patients,  hepatitis 
is  manifested  as  a mild  to  moderate  elevation 
in  serum  bilirubin  and  liver  enzymes.  An 
unusual  complication  of  acute  hydrops  of  the 
gallbladder  has  been  reported  in  the  literature, 
although  the  exact  incidence  is  unknown. 

Clinical  Phases 

The  clinical  presentation  of  Kawasaki  dis- 
ease may  be  divided  into  three  phases:  acute 
febrile,  subacute,  and  convalescent.  The  acute 
febrile  phase  usually  begins  rather  abruptly 
with  the  onset  of  fever.  Within  three  days,  the 
patient  will  usually  experience  most  of  the 
other  principle  manifestations  necessary  to 
confirm  the  diagnosis  of  Kawasaki  disease. 
These  include  conjunctival  injection,  oro- 
pharyngeal erythema,  induration  of  hands  and 
feet,  an  erythematous  rash,  and  cervical 
lymphadenopathy.  In  addition,  the  associated 
features  of  diarrhea,  hepatitis,  and  aseptic 
meningitis  are  found  in  this  phase.  Late  in  the 
acute  febrile  phase,  the  findings  of  arthritis 
and  hydrops  of  the  gallbladder  may  be  found. 

The  rash,  fever,  and  lymphadenopathy  tend 
to  subside  by  10-14  days  and  usher  in  the 
subacute  phase.  This  phase  usually  lasts  from 

•Reprint  requests  to:  John  P.  Cheatham.  M.D.,  Assistant  Professor  of 
Pediatrics,  Section  of  Cardiology,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey  Avenue,  Omaha,  Nebraska  68106. 
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day  10  to  day  25.  Arthritis  and  hydrops  of  the 
gallbladder  may  persist  into  this  phase.  Dry, 
cracked  lips  and  desquamation  of  the  fingers 
and  toes  are  seen  in  the  subacute  phase.  More 
importantly,  coronary  thrombosis  and  an- 
eurysm formation,  if  present,  will  usually  occur 
during  this  phase.  Aneurysms  of  peripheral 
arteries  may  become  evident  during  this  time. 

After  the  first  month  of  illness,  or  around 
day  25,  the  third  phase  begins.  During  the 
convalescent  phase,  the  coronary  manifesta- 
tions may  become  more  evident.  Transverse 
grooves  of  the  finger  and  toenails  (Beau’s 
lines)  may  occur  during  this  period  of  time. 
The  convalescent  phase  lasts  up  to  six  to  eight 
weeks  from  the  onset.  The  laboratory'  ab- 
normalities usually  will  have  returned  to 
normal  values  by  the  end  of  this  phase. 

Laboratory  Abnormalities 

The  laboratory  abnormalities  found  in  Ka- 
wasaki disease  are  nonspecific,  but  helpful. 

Table  I 

SIX  PRINCIPLE  MANIFESTATIONS 
OF  KAWASAKI  DISEASE 

Percent 

Percent 
of  Patients 

I.  Fever  100% 

A.  Persisting  greater  than  5-7  days 

B.  Unresponsive  to  antibiotics 

II.  Bilateral  Sterile  Conjuntivitis  96% 
ni.  Oropharyngeal  Manifestations  99% 

A.  Lip  erythema  leading  to  fissuring 
and  crusting 

B.  Erythema  of  oropharynx 

C.  Strawberry  tongue 

IV.  Polymorphous,  Erythematous  Rash  98% 

A.  Generalized  urticaria-like,  raised 
irregular  surface 

B.  Morbilliform 

C.  Scarlatina  form  or  erythema 
marginatum 

V.  Peripheral  Extremity  Findings  99% 

A.  Induration  of  hands/feet 

B.  Eiythema  of  palms/soles 

C.  Desquamation  of  finger/toe  tips 

D.  Deep,  transverse  grooves  across 
finger/toenails 

VI.  Cervical  Lymphadenopathy  81% 

A.  Greater  than  1.5  cm 

B.  Nonsuppurative 


The  erythrocyte  sedimentation  rate  becomes 
elevated  during  the  acute  febrile  phase  and 
usually  returns  to  normal  within  six  to  ten 
weeks  following  the  onset  of  illness.  This 
elevation  is  seen  in  essentially  100%  of 
patients.  The  total  white  blood  count  is  usually 
elevated  during  the  acute  febrile  phase.  Sterile 
pyuria  or  proteinuria  is  also  found  during  this 
initial  phase  in  approximately  70%  of  patients. 
Thrombocytosis  is  found  in  85%  to  100%  of 
patients.  Unlike  the  total  white  blood  count 
and  erythrocyte  sedimentation  rate,  the  plate- 
let count  is  usually  normal  during  the  initial 
acute  febrile  phase.  The  count  will  increase 
after  day  10  and  peak  between  the  15th  and 
25th  day  of  illness  up  to  values  between 
600,000  to  1.8  million/mm’^.  At  the  end  of  one 
month,  the  platelet  count  will  usually  return  to 
normal.'^ 

Cardiovascular  Involvement 

Cardiac  involvement,  including  severe  tach- 
ycardia, gallop  rhythm,  pericardial  effusion, 
mitral  insufficiency,  and  ECG  abnormalities 
are  found  in  approximately  50%  of  patients.'® 
According  to  Asai,  essentially  100%  of  patients 
with  Kawasaki  disease  will  have  minor  ECG 
changes.'"  However,  there  appears  to  be  no 
correlation  between  patients  that  have  evi- 
dence of  carditis  and  those  that  will  develop 
coronary  aneurysms.'® 

The  most  comprehensive  studies  of  coro- 
nary angiography  in  unselected  patients  with 
Kawasaki  disease  demonstrated  coronary  an- 
eur\'sms  in  17-20%  of  children  during  the 
subacute  phase  of  illness.'®'^®  The  aneurysms 
may  be  bilateral  and  are  usually  located  near 
the  origin  of  the  artery  from  the  aortic  sinus. 

The  natural  history  of  the  coronary  lesions 
has  been  studied  by  serial  angiography  in 
patients  with  aneurysms.-®  In  50%  of  patients 
with  coronary  aneurysms,  the  aneurysm  will 
completely  regress  within  one  to  two  years  of 
initial  illness.  Twenty-five  percent  of  patients 
will  have  persistent  coronary  aneuiy'sms,  al- 
though somewhat  reduced  in  size.  The  an- 
eurysms may  disappear,  but  complete  distal 
obstruction  or  stenosis  will  occur  in  15%  of  the 
patients.  In  10%  of  these  children,  irregu- 
larities of  the  coronary  arterial  wall  without 
stenosis  are  seen.^'  Unfortunately,  the  an- 
giographic regression  of  coronary  aneurysms 
does  not  imply  that  they  are  normal  coronary' 
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Figure  la 


Figure  1.  Normal  coronary  arteries  are  demon- 
strated by  two  dimensional  echocardiography,  la. 
An  echocardiogram  in  an  infant  with  Kawasaki 
disease  from  the  parasternal  short-axis  view  at  the 
level  of  the  great  arteries  demonstrates  a normal  left 
coronary  artery  (L(’A)  and  right  coronary  artery 
(RCA).  The  aorta  (Ao)  is  seen  in  cross-section  as  a 
circle,  while  the  right  ventricular  outflow  tract 


(RVOT)  is  located  anteriorly,  lb.  This  two-dimen- 
sional echocardiogram  in  a patient  with  Kawasaki 
disease  demonstrates  a normal  left  coronary  artery 
(LCA)  branching  into  the  left  anterior  descending 
and  left  circumflex  coronary  arteries  (arrow).  The 
aorta  (Ao),  left  atrium  (I.A),  and  right  ventricular 
outflow  tract  (RVOT)  are  seen.  (A  equals  anterior,  P 
equals  posterior,  R equals  right,  L equals  left). 
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arteries.  Sasaguri  and  associate  reported  that 
peripheral  arterial  aneurysm  regression  result- 
ed from  intimal  thickening  secondary  to 
proliferation  of  smooth  muscle  cells  not 
associated  with  massive  thrombosis.^^  Coro- 
nary artery  involvement  is  speculated  to  be  a 
possible  coronary  risk  factor  later  in  life. 

Etiology 

At  the  present  time,  the  etiology  of  Ka- 
wasaki disease  is  completely  unknown.  The 
acute  onset,  fever,  aseptic  meningitis,  and 
epidemic  occurrence  suggest  an  infectious 
agent;  however,  no  bacterial  agent  has  been 
isolated  with  any  consistency.  The  symptoms 
of  vasculitis,  arthritis,  and  elevated  erythro- 
cyte sedimentation  rate  suggest  a possible 
immunologic  mediation. 

The  search  for  viral  agents  has  been  less 
thorough  with  few  positive  results.  Viruses 
isolated  from  single  cases  include  adenovirus 
III,  herpes  simplex,  echovirus  II,  and  para- 
influenza II.  There  also  has  been  discussion  of 
“rickettsia-like  bodies”  isolated  from  skin  and 
lymph  nodes  in  children  with  Kawasaki  dis- 
ease. More  recently,  the  Center  for  Disease 
Control  linked  rug  shampooing  with  an  out- 
break of  Kawasaki  disease  in  Denver.'-^ 

Non-Invasive  Identification 
of  Coronary  Aneurysms 

Two-dimensional  echocardiography  has  al- 
lowed non-invasive  diagnosis  of  proximal 
coronary  arterial  aneurysms  in  children  with 
Kawasaki  disease.^^'^®  Because  coronary  artery 
aneurysms  occur  in  approximately  20%  of 
patients  after  the  2nd  week  of  illness,  serial 
echocardiograms  may  be  useful  in  the  early 
detection  of  aneurysms  in  asymptomatic  child- 
ren. However,  the  sensitivity  of  this  method 
has  not  been  well  established,  especially  in  the 
evaluation  of  more  peripheral  coronary  an- 
eurysms. There  are  studies  in  progress  to 
determine  the  sensitivity  and  specificity  of 
two-dimensional  echocardiography  in  detect- 
ing coronary  artery  aneurysms.  The  use  of 
peripheral  vascular  and  abdominal  ultrasound 
is  also  being  utilized  to  evaluate  systemic 
arterial  aneurysms  and  hydrops  of  the  gall- 
bladder. 

Invasive  Evaluation  of 
Coronary  Aneurysms 

While  the  use  of  M-mode  and  two-dimen- 


sional echocardiography  has  greatly  facilitated 
the  diagnosis  of  coronary  artery  involvement 
with  Kawaksaki  disease,  the  test  has  not  been 
proven  100%  sensitive  and  specific.  At  the 
present  time,  coronary  angiography  is  the 
definitive  means  of  ruling  out  involvement  of 
the  coronary  arteries  in  children  with  Kawasaki 
disease.  Aortic  root  and  selective  coronary 
arteriograms  have  been  performed  in  infants 
and  children  with  no  reported  deaths  related 
to  the  procedure.  Fortunately,  there  are 
several  manufacturers  who  have  provided 
acceptable-sized  coronary  catheters  for  selec- 
tive coronary  arteriography  in  infants  and 
small  children.  This  fact  and  the  experience  of 
the  pediatric  cardiologist  make  the  procedure 
relatively  safe. 

MANAGEMENT 

Medical 

Effective  therapy  will  depend  on  the  dis- 
covery of  the  etiology  and  pathogenesis  of 
Kawasaki  disease.  For  the  present  time, 
medical  therapy  is  supportive  and  aimed  at 
treating  the  systemic  vasculitis,  vascular 
thrombosis,  and  .cardiac  manifestations.  As- 
pirin appears  to  be  an  excellent  drug  for  the 
treatment  of  Kawasaki  disease  for  its  anti- 
pyretic and  anti-inflammatory  properties  as 
well  as  platelet  inhibitory  actions.  There 
continues  to  be  controversy  as  to  the  appro- 
priate dose  of  aspirin.  Many  investigators 
initially  treat  the  children  with  aspirin  in  the 
standard  anti-inflammatory  dose  of  approxi- 
mately lOOmg/kg/day  until  becoming  afebrile. 
The  aspirin  blood  level  may  be  monitored  and 
therapeutic  values  maintained,  approximately 
20-25mg%.  Because  of  reported  salicylate 
malabsorption  in  the  acute  febrile  phase,  some 
authors  have  advocated  administering  aspirin 
in  doses  of  greater  than  150  mg/kg/day.'^” 
Aspirin  in  high  doses  appears  to  stimulate  the 
production  of  thromboxane  A2 , a potent  factor 
in  promoting  platelet  aggregation.^®  Because  of 
this  undesirable  effect,  some  authors  recom- 
mend aspirin  in  lower  doses  of  10-30 
mg/kg/day  in  the  acute  febrile  phase.  This 
lower  dose  appears  to  inhibit  thromboxane  A2 
production  and  avoid  platelet  aggregation 
during  systemic  thrombocytosis.  Theoreti- 
cally, this  method  of  treatment  would  reduce 
the  incidence  of  coronary  thrombosis  and  is 
proposed  as  the  initial  therapy  in  Kawasaki 
disease.  Unfortunately,  low  dose  aspirin  does 
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Figure  2.  Two-dimensional  echocardiograms  in  an 
eight  month  old  infant  demonstrate  coronary  an- 
eurysms detected  in  various  views.  2a.  The  short- 
axis  view  depicts  the  aorta  (Ao)  as  a circle.  A large, 
fusiform  coronary  aneurysm  (CA)  of  the  left  main 
segment  is  shown.  The  arterial  lumen  appears  of 
normal  caliber  distal  to  the  aneurysm.  2b.  In  the 
apical  four-chambered  view,  the  left  ventricle  (LV), 


right  ventricle  (RV),  left  atrium  (LA),  and  right 
atrium  (RA)  are  seen.  Saccular  coronary  aneurysms 
of  the  left  and  right  coronary  arteries  are  seen  as 
circles  (see  arrows)  in  the  atrio-ventricular  groove. 
2c.  A distal  right  coronary  artery  aneurysm  (arrows) 
is  seen  as  a circle  in  cross-section  at  the  level  of  the 
tricuspid  valve  from  the  subcostal  view.  (1  equals 
inferior,  S equals  superior,  R equals  right,  L equals 
left). 
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not  have  the  desired  antipyretic  and  anti- 
inflammatory action.  Recent  evidence  suggests 
that  children  with  Kawasaki  disease  have 
platelets  that  synthesize  an  increased  amount 
of  thromboxane  A2-“®  Most  physicians  agree 
that  low  dose  aspirin  should  be  given  to  all 
patients  during  the  remainder  of  the  subacute 
and  convalescent  phase  until  the  platelet  count 
and  erythrocyte  sedimentation  rate  has  nor- 
malized. 

Although  corticosteroids  have  been  used  in 
the  United  States  and  Japan,  they  are  con- 
traindicated in  the  treatment  of  Kawasaki 
disease.  Kato  and  colleagues  demonstrated 
that  with  the  use  of  corticosteroids  the 
incidence  of  coronary  aneurysms  rose  to 
65%.^°  Corticosteroids  may  further  increase 
the  platelet  count,  yet  unalter  platelet  ad- 
hesiveness. 

Dipyridamole  has  been  used  in  children  with 
evidence  of  coronary  artery  involvement  be- 
cause of  its  coronary  vasodilator  effect  and 
inhibitory  effect  on  platelet-induced  throm- 
bosis. There  is  some  evidence  in  animals  that 
dipyridamole  increases  intercoronary  collater- 
al circulation  after  artificially  induced  coronary 
stenosis.  Although  no  specific  dose  has  been 
recommended  for  children,  2-5  mg/kg/day 
orally  administered  appears  to  be  an  appropri- 


ate amount  as  estimated  from  the  standard 
adult  dose. 

Anticoagulation  with  medications  such  as 
heparin  sodium  or  warfarin  sodium  was  ini- 
tially believed  to  be  beneficial  in  those 
children  with  coronary  or  peripheral  arterial 
aneurysms.  More  recently.  Burns  and  asso- 
ciates reported  that  children  with  Kawasaki 
disease  and  coronary  artery  involvement  have 
evidence  of  platelet  activation  and  intra- 
vascular coagulopathy.^^  These  investigators 
believe  that  the  use  of  anticoagulation  in 
addition  to  antiplatelet  therapy  may  be  bene- 
ficial. 

Digoxin  and  diuretics  are  used  in  children 
with  evidence  of  congestive  heart  failure.  The 
cardiac  decompensation  is  secondary  to  de- 
pressed left  ventricular  function  as  a result  of 
coronary  ischemia  in  those  children  with 
coronary  artery  thrombosis.  In  addition,  sig- 
nificant mitral  insufficiency  secondary  to 
papillary  muscle  dysfunction  may  increase  the 
degree  of  cardiac  compromise. 

Unfortunately,  at  the  present  time,  there  is 
no  good  evidence  that  early  medical  therapy 
will  prevent  either  coronary  involvement  or 
sudden  death  in  infants  and  children  with 
Kawasaki  disease. 
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Figure  3.  This  echocardiogram  is  from  a five  year 
old  child  with  evidence  of  myocardial  infarction.  The 
parasternal  short-axis  view  at  the  level  of  the  great 
arteries  is  shown.  Again  the  aorta  (Ao)  is  seen  as  a 
circle.  The  right  ventricular  outflow  tract  (RVOT)  is 


located  anteriorly.  Note  the  fusiform  coronary 
aneurysm  (CA)  of  the  left  coronary  artery.  In 
addition,  there  is  a large  coronary’  thrombus  (T) 
noted  inside  the  lumen  of  the  artery. 


Surgical 

Surgical  treatment  of  coronary  thrombosis 
secondary  to  Kawasaki  disease  was  first 
performed  in  a five  year  old  boy  who  under- 
went aorto- coronary  bypass  in  1974.^“  Since 
then,  there  have  been  few  successful  reports  of 
the  surgical  approach  to  this  illness.  More 
recently,  Takeuchi  and  associates  further 
reported  their  surgical  experience  in  five 
children  with  coronary  involvement.^^  There 
was  no  operative  mortality  with  an  early  graft 
patency  rate  of  86%  confirmed  by  coronary 
angiography.  All  of  the  children  were  six  years 
of  age  or  older  at  the  time  of  surgery,  although 
four  had  been  diagnosed  as  having  Kawasaki 
disease  before  two  years  of  age.  It  was 
recommended  that  aorto-coronary  bypass  be 
performed  in  those  children  with  1)  significant 
coronary  stenosis  and  symptoms,  2)  coronary 
aneurysm  which  is  liable  to  form  thrombotic 
obstruction  leading  to  congestive  heart  failure 
or  death,  3)  ventricular  aneurysm,  or  4)  mitral 
regurgitation  secondary  to  papillary  muscle 
dysfunction.  If  the  diameter  of  the  recipient 
coronary  artery  is  less  than  one  millimeter, 


then  graft  patency  cannot  be  predicted. 
Unfortunately,  most  children  with  Kawasaki 
disease  are  less  than  two  years  of  age  at  the 
time  of  presentation  of  the  illness  and  have  too 
small  a diameter  of  coronary  artery  to  warrant 
surgery  regardless  of  the  extent  of  coronary 
involvement.  Initially,  most  children  with 
coronary  aneurysms  are  not  candidates  for 
surgery. 

Pediatric  Cardiology 
Affiliates  Experience 

During  the  six  month  period  from  July  1982 
to  January  1983,  13  children  with  Kawasaki 
disease  were  evaluated  at  the  University  of 
Nebraska  Medical  Center  and  Children’s 
Memorial  Hospital.  Their  ages  ranged  from 
two  months  to  seven  years  at  the  time  of 
diagnosis.  Eight  of  the  13  were  males. 

The  clinical  presentation  ranged  from  a mild 
form  of  the  disease  to  severe  cardiovascular 
decompensation.  A five  year  old  child  present- 
ed with  significant  mitral  insufficiency  and 
electrocardiographic  evidence  of  posterolat- 
eral myocardial  infarction.  An  eight  month  old 
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infant  presented  with  cardiac  compromise 
secondary  to  large  pericardial  effusion.  Two 
other  children  manifested  mild  cardiomegaly 
on  chest  roentgenogram,  but  no  overt  signs  of 
congestive  heart  failure. 

Two-dimensional  echocardiograms  were 
performed  on  all  13  infants  and  children  with 
the  tentative  diagnosis  of  Kawasaki  disease.  In 
four  patients  (31%),  the  intial  echocardiogram 
was  interpreted  as  abnormal.  Normal  coronary 
arteries  are  demonstrated  in  Figure  1.  The 
proximal  segment  of  both  coronary  arteries  are 
visualized  as  linear  echo-free  structures.  In 
contrast,  right  and  left  coronary  aneurysms  are 
demonstrated  in  an  eight  month  old  infant 
shown  in  Figure  2.  In  this  same  patient, 
peripheral  axillary  aneurysms  were  later  de- 
tected clinically  and  confirmed  with  two- 
dimensional  echocardiography.  The  five  year 
old  child  with  mitral  insufficiency  and  myo- 
cardial infarction  also  demonstrated  signifi- 
cant coronary  aneurysms  with  thrombosis  of 
the  left  main  segment  as  depicted  in  Figure  3. 
The  echocardiogram  of  the  other  two  children 
demonstrated  diffuse  dilatation  of  the  right 
and/or  left  coronary  arteries,  but  no  definite 
aneurysm  formation.  Prior  to  cardiac  catheteri- 
zation, the  two-dimensional  echocardiogram 
returned  to  normal  in  one  of  these  two  infants. 
No  definite  coronary  abnormality  could  be 
identified  in  the  remaining  nine  patients. 

Presently,  nine  of  the  13  children  have 
undergone  cardiac  catheterization  and  coro- 
nary angiography  during  the  convalescent 
phase  of  the  illness.  Four  patients  are  currently 
awaiting  the  elective  studies.  Three  of  the  nine 
patients  (33%)  demonstrated  abnormal  coro- 
nary arteries,  with  one  of  these  infants  also 
having  multiple  peripheral  arterial  aneurysms. 
The  coronary  and  peripheral  arterial  angio- 
grams in  Figure  4 are  from  the  eight  month  old 
female  whose  echocardiogram  is  shown  in 
Figure  2.  There  are  multiple,  large  aneurysms 
of  the  right  and  left  coronary  arteries  and 
proximal  brachial  arteries  in  this  infant.  The 
coronary  arteriogram  from  the  child  with 
myocardial  infarction  is  shown  in  Figure  5 
demonstrating  almost  complete  obliteration  of 
the  left  circumflex  coronary  artery  and  an- 
eurysmal dilatation  and  thrombosis  of  the  left 
main  and  left  anterior  descending  coronary 
arteries.  The  right  coronary  artery  also  has  a 
small  aneurysm  present.  One  other  infant 


demonstrated  diffuse  dilatation  of  the  right 
coronary  artery  with  an  irregular  contour, 
although  no  aneurysm  was  found. 

Coronary  angiography  confirmed  the  coro- 
nary involvement  in  all  three  patients  with  an 
abnormal  two-dimensional  echocardiogram 
prior  to  cardiac  catheterization.  Thus  far,  no 
coronary  abnormality  has  been  detected  by 
coronary  arteriography  that  was  not  suspected 
from  two-dimensional  echocardiography.  How- 
ever, the  extent  of  coronary  artery  involvement 
was  underestimated  by  the  non-invasive 
studies  as  compared  to  the  angiographic 
appearance. 

Recommendations 

All  children  suspected  of  Kawasaki  disease 
should  be  admitted  to  the  hospital  for  labora- 
tory diagnosis,  observation,  and  treatment. 
The  child  should  be  placed  at  bedrest  with 
close  monitoring  of  vital  signs.  A complete 
history  and  physical  examination  should  be 
performed  with  particular  attention  to  new 
cardiac  murmurs,  signs  of  congestive  heart 
failure,  and  palpation  of  peripheral  arteries  for 
aneurysms.  Initial  laboratory  tests  should 
include  a complete  blood  count,  platelet  count, 
erythrocyte  sedimentation  rate,  and  urinalysis. 
A chest  roentgenogram,  electrocardiogram, 
and  both  M-mode  and  two-dimensional  echo- 
cardiogram should  be  performed.  It  is  im- 
portant to  have  a technician  and  physician 
skilled  in  visualizing  and  interpreting  abnormal 
coronary  arteries  in  children  using  two-dimen- 
sional echocardiography. 

If  there  is  no  evidence  of  coronary  an- 
eurysms, aspirin  is  started  in  a dose  of 
approximately  100  mg/kg/day  divided  into 
four  oral  doses.  The  blood  aspirin  level  should 
be  monitored  and  maintained  at  approximately 
20-25  mg%.  The  white  blood  count,  platelet 
count,  and  erythrocyte  sedimentation  rate 
should  be  performed  twice  weekly  during  the 
acute  febrile  phase  and  once  weekly  hence- 
forth until  values  return  to  normal.  The  chest 
x-ray,  electrocardiogram,  and  echocardiogram 
are  performed  once  weekly  during  the  acute 
febrile  phase.  The  tests  are  performed  bi- 
weekly during  the  subacute  phase,  because  of 
the  likelihood  of  appearance  of  coronary 
aneurysms  during  this  phase.  Low  dose  aspir- 
in, 10  mg/kg/day  divided  into  four  oral  doses, 
is  started  when  the  platelet  count  begins  to 
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Figure  4c 

Figure  4.  Cineangiograms  from  the  eight  month 
old  with  coronary  and  peripheral  arterial  involve- 
ment are  shown.  4a.  Long  fusiform  coronary  an- 
eurysms (CA)  of  the  left  anterior  descending  (LAD) 
and  left  circumflex  (LCF)  branches  are  visualized. 
4b.  The  right  coronary  artery  (RCA)  also  has 
multiple  aneurysms  (CA)  present.  Note  the  stream- 
ing of  contrast  distally  (arrows)  secondary  to 
thrombosis.  4c.  The  left  axillary  artery  (LAA)  is  also 
severely  affected.  Proximal  brachial  artery  an- 
eurysms (BA)  are  visualized  with  normal  flow 
distally.  The  right  axillary  and  brachial  artery  was 
similarly  involved. 

is  continued  until  the  abnormalities  have 
returned  to  normal. 

If  the  infant  or  child  demonstrates  cardiac, 
coronary,  or  peripheral  arterial  involvement 
during  the  initial  hospitalization,  close  moni- 
toring is  mandatory.  This  would  require  a 
pediatric  intensive  care  setting  with  vital  signs 
accordingly.  Continuous  electrocardiographic 
monitoring  is  necessary.  All  laboratory  tests, 
including  two-dimensional  echocardiography 
should  be  performed  biweekly  and  when 
indicated.  Myocardial-bound  creatine  phos- 
phokinase  values  should  be  obtained.  A 
pyrophosphate  and/or  thallium  myocardial 
perfusion  scan  should  also  be  performed  if 
there  is  myocardial  or  coronary  involvement. 
Low  dose  aspirin  is  instituted  and  dipyri- 
damole is  also  added.  The  child  should  remain 
hospitalized  and  at  bedrest  until  the  end  of  the 
subacute  phase  and  all  vital  signs  and  labora- 
tory tests  are  stable.  The  addition  of  anti- 
coagulation medication  has  been  advocated  by 
one  group  of  investigators  in  the  treatment  of 
children  with  coronary  or  peripheral  arterial 


Figure  4a 


Figure  4b 

rise  or  if  coronary  involvement  is  detected. 
The  timing  of  discharge  is  individualized  and  is 
dependent  upon  the  severity  of  illness.  Bed- 
rest should  be  observed  until  the  platelet 
count  and  erythrocyte  sedimentation  rate 
return  to  normal.  The  patient  is  readmitted  to 
the  hospital  for  coronary  angiography  at 
approximately  two  months  from  the  onset  of 
the  illness.  If  the  coronary  arteries  are  normal, 
then  the  aspirin  is  discontinued  and  the  child 
discharged  from  further  cardiology  care.  If 
there  is  angiographic  evidence  of  coronary  or 
peripheral  arterial  involvement,  the  low-dose 
aspirin  is  continued  and  the  addition  of 
dipyridamole,  2-5  mg/kg/day  divided  into  2-3 
oral  doses,  is  considered.  Cardiology  follow-up 
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Figure  5b 

Figure  5.  Selective  coronar>-  angiography  is 
demonstrated  in  the  five  year  old  child  with 
Kawasaki  disease  and  myocardial  infarction.  5a. 
The  left  coronarv'  arteriogram  is  shown  here.  A large 
coronary  aneurysm  (CA)  of  the  left  anterior  des- 
cending (LAD)  branch  is  seen.  In  addition,  a large 
irregular  thrombus  is  depicted  by  the  arrows.  The 
left  circumflex  artery  (LCF)  is  ^most  completely 
obliterated  secondary-  to  thrombosis.  The  arteri^ 
lumen  is  extremely  attenuated.  5b.  A smaller 
coronary  aneurysm  (CA)  is  seen  from  the  selective 
right  coronary  arteriogram  (RCA).  The  distal  flow 
appears  uncompromised. 

involvement.^^  However,  we  have  elected  not 
to  use  this  regime.  Monitoring  a toddler  who  is 
anticoagulated  is  an  extremely  difficult  task 
and  appears  to  make  the  management  of  these 
children  even  more  difficult. 


After  the  child  is  discharged  from  the 
hospital,  the  laboratory  and  cardiac  tests  are 
monitored  weekly.  Bedrest  is  continued  until 
the  platelet  count  and  erythrocyte  sedimen- 
tation rate  have  normalized.  Readmission  for 
coronary  and/or  peripheral  arteriography  is 
performed  at  approximately  two  months  from 
the  onset  of  illness.  If  coronary  aneurysms  are 
documented  at  cai’diac  catheterization,  the 
aspirin  and  dipyridamole  are  continued  and 
follow-up  with  the  pediatric  cardiologist 
recommended.  No  strenuous  activity  nor  com- 
petitive athletics  should  be  allowed.  Repeat 
non-invasive  procedures  are  performed  at  the 
discretion  of  the  cardiologist  with  planned 
repeat  coronary  angiography  within  1-2  years 
post  illness.  Future  disposition  will  depend  on 
the  patient’s  clinical  status  and  angiography.  If 
the  child  has  coronary  aneurysms  with  docu- 
mented myocardial  infarction,  unstable  angina, 
chronic  refractory  congestive  heart  failure  and 
recipient  coronary  arteries  greater  than  1 
millimeter,  aorto- coronary  bypass  should  be 
considered. 

Kawasaki  disease  is  a potentially  serious 
illness  affecting  infants  and  children  and 
should  be  approached  with  careful  consider- 
ation by  all  pediatricians  and  family  phy- 
sicians. 

Summary 

Kawasaki  disease  is  a potentially  serious 
illness  that  affects  infants  and  children 
throughout  the  world.  The  disease  is  a multi- 
system illness  that  has  a mortality  rate  of  2.8%. 
Six  criteria  for  the  diagnosis  of  Kawasaki 
disease  have  been  established:  1)  persisting 
fever,  2)  conjunctivitis,  3)  oropharyngeal  in- 
volvement, 4)  rash,  5)  peripheral  extremity 
findings,  and  6)  cervical  lymphadenopathy.  It 
is  necessary  to  demonstrate  at  least  5 of  these 
manifestations  in  order  to  confirm  the  diag- 
nosis. 

Coronary  artery  involvement  occurs  in  17%- 
20%  of  affected  children.  Aneurysm  formation 
and  thrombosis  of  the  coronary  arteries  place 
these  patients  at  significant  risk  for  sudden 
cardiac  death.  Two-dimensional  echocardio- 
graphy has  been  very  helpful  in  identifying 
those  children  with  coronary  or  peripheral 
arterial  involvement.  Selective  coronary  angio- 
graphy remains  the  definitive  method  of 
evaluating  the  severity  of  this  disease. 
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The  most  successful  treatment  has  been 
aimed  at  controlling  the  systemic  inflammation 
and  thrombocytosis.  Aspirin  appears  to  be  an 
effective  anti-inflammatory  and  anti-throm- 
botic medication.  With  documentation  of 
coronary  involvement,  dipyridamole  is  added. 
Surgical  intervention  is  usually  not  feasible  in 
these  infants  and  children.  Long  term  cardi- 
ology follow-up  is  necessary  in  any  child  that 
demonstrates  coronary  artery  disease. 

During  a 6 month  period  of  time,  13  children 
with  Kawasaki  disease  were  evaluated  by 
Pediatric  Cardiology  Affiliates.  In  31%  of  these 
patients,  the  initial  two-dimensional  echo- 
cardiogram suggested  coronai'y  artery  involve- 
ment. In  the  9 patients  who  have  undergone 
selective  coronary  arteriography,  3 (33%) 
demonstrated  significant  coronary  and/or 
peripheral  arterial  involvement.  These  figures 
are  consistent  with  the  current  literature  and 
re-enforce  the  fact  that  infants  and  children 
with  Kawasaki  disease  should  be  approached 
with  careful  consideration  by  all  pediatricians 
and  family  physicians. 
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Evolution,  Structure  and  Function 
of  the  Institutional  Review  Board 


Historical  Antecedents 

The  first  significant  govern- 
mental and  public  focus  on 
human  subject  research  is 
usually  dated  to  1946  when  the  Nurem- 
berg Trials'  brought  to  the  world’s  attention 
the  abuses  of  Nazi  “scientists”  carried  out  in 
the  name  of  medical  research.  The  Nuremberg 
Code,^  which  addresses  the  ethics  of  medical 
experimentation,  was  formulated  as  a reaction 
to  the  Nazi  experiments  conducted  on  pri- 
soners in  concentration  camps.  In  1964, 
after  nearly  two  decades  of  greatly  expanded 
biomedical  research  and  little  emphasis  on 
human  subject  protection,  the  18th  World 
Medical  Assembly  adopted  the  Declaration  of 
Helsinki  as  a code  of  ethics  for  human 
experiments.  One  year  later,  human  subject 
research  once  again  became  a public  issue 
when  the  press  reported  the  Jewish  Chronic 
Diseases  Hospital  study  concerning  transplant 
rejection."*  This  study,  which  involved  the 
subcutaneous  injection  of  cancer  cells  in  senile 
patients  without  their  knowledge,  provoked 
widespread  public  outrage.  In  1972,  public 
opinion  was  inflamed  further  by  the  infamous 
long  term  Tuskegee  Syphilis  study^-  ® in  which 
over  400  black  males  with  diagnosed  syphilis 
were  recruited  without  informed  consent, 
misinformed  about  the  nature  of  the  study, 
and  purposely  left  untreated  even  after  peni- 
cillin therapy  became  available.  Incredibly, 
this  study  begun  in  1932,  sponsored  by  the 
USPHS,  was  in  full  progress  during  the  1960’s 
at  the  time  the  USPHS  and  DHEW  began 
formulating  the  Federal  regulations  governing 
human  subject  research  and  prior  committee 
review. 
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At  approximately  the  same  time  the  Tuske- 
gee syphilis  study  achieved  public  notoriety, 
other  reports  of  human  subject  investigations 
precipitated  increased  judicial  attention  to 
individual  rights.  Among  the  most  notable 
cases  were  Kaimowitz  V.  Department  of 
Mental  Health'  and  Wyatt  V.  Stickney*^.  In  the 
Kaimowitz  litigation  on  behalf  of  a mental 
patient,  a study  designed  to  evaluate  phycho- 
surgery  vs.  hormonal  treatment  was  halted. 
The  Wyatt  V.  Stickney  case  involved  institu- 
tionalized mentally  infirm  individuals  sub- 
jected to  non-therapeutic  experiments  without 
their  consent.  Thus,  it  was  in  a highly  charged 
emotional  atmosphere  fueled  by  public  con- 
cern that  the  legislature  established  in  1974, 
by  Public  Law  93-348,  The  National  Com- 
mission for  the  Protection  of  Human  Subjects 
in  Biomedical  and  Behavioral  Research®.  After 
five  years  of  study  concerning  various  ethical 
issues  and  a detailed  review  of  the  first  edition 
of  the  DHEW  regulations  (45  CFR  46)  issued 
in  1974,  this  commission  published  “The 
Belmont  Report”'®.  The  Belmont  Report 

‘Reprint  Requests:  Ernest  D.  Prentice.  Ph  D.,  Institutional  Review- 
Board,  Conkling  Hall  #.5008,  University  of  Nebraska  Medical  Center, 
Omaha,  NE  68105 
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contains  ethical  principles  and  guidelines  for 
the  protection  of  human  research  subjects  and 
serves  as  the  basis  for  the  final  DHHS^^  and 
FDA^^  Federal  regulations  that  now  govern 
human  subject  research  and  the  operation  of 
the  thousands  of  University  and  Hospital 
institutional  review  boards  (IRB’s)  that  must 
review  and  approve  this  research. 

Responsibilities  of  the  IRB 

The  National  Commission  in  its  report  on 
IRB’s*^  articulated  the  primary  purpose  of  the 
IRB:  “Investigators  should  not  have  sole 
responsibility  for  determining  whether  re- 
search involving  human  subjects  fulfills  ethical 
standards.  Others  who  are  independent  of  the 
research  must  share  this  responsibility,  be- 
cause investigators  are  always  in  positions  of 
potential  conflict  by  virtue  of  their  concern 
with  the  pursuit  of  knowledge  as  well  as  the 
welfare  of  the  human  subjects  of  their  re- 
search”. Additional  IRB  responsibilities  speci- 
fically imposed  by  the  Federal  regulations  are: 
Determination  of  the  acceptability  of  research 
projects  in  terms  of  institutional  commitments 
and  regulations,  applicable  law,  and  standards 
of  professional  conduct  and  practice*'*,  and 
suspension  or  termination  of  research  projects 
not  being  conducted  in  accordance  with 
Federal  and  IRB  requirements*'^.  Considering 
the  nature  of  the  federally  mandated  IRB 
responsibilities,  it  is  obvious  that  the  IRB,  of 
necessity,  occupies  an  important  and  credible 
position  within  the  research  and  administra- 
tive structure  of  the  institution  it  serves. 

Structure  of  the  IRB 

The  composition  of  the  IRB  is  specified  in 
the  DHHS  regulations.  The  IRB  must  be 
comprised  of  male  and  female  members  from 
diverse  backgrounds  who  possess  the  pro- 
fessional competence  necessary  to  review  the 
specific  research  activities  submitted  to  the 
Board.  In  addition,  the  IRB  should  reflect  an 
appropriate  racial  and  cultural  balance  as  well 
as  a sensitivity  to  such  issues  as  community 
attitudes  toward  medical  research.  At  least  one 
member  of  the  IRB  must  be  a lay  community 
representative  with  no  formal  relationship  with 
the  Institution.  Lay  members  of  the  IRB  are 
not  expected  to  possess  the  necessary  techni- 
cal expertise  to  review  the  scientific  aspects  of 
most  medical  protocols.  They  should,  however, 
be  competent  to  review  the  consent  process 
and  the  consent  form. 


Review  Procedures  of  the  IRB 

The  logistics  of  IRB  review  varies  from 
institution  to  institution.  The  major  principles 
underlying  IRB  review,  however,  do  not.  First, 
the  IRB  must  make  a decision  based  on 
common  sense  and  sound  professional  judge- 
ment as  to  whether  or  not  the  proposed 
research  places  the  subject  “at  risk”.  A subject 
is  considered  to  be  at  risk  if  he  may  be  exposed 
to  the  possibility  of  harm,  whether  physical, 
psychological,  sociological,  or  other,  as  a 
consequence  of  any  activity  which  goes  beyond 
the  application  of  those  established  methods 
necessary  to  meet  his  needs.  The  IRB  must 
consider  the  fact  that  certain  subject  popula- 
tions (e.g.  minors,  pregnant  women,  prisoners, 
mentally  retarded)  may  be  at  greater  risk  than 
others. 

Certain  risks  are  inherent  in  life  itself,  but 
the  IRB  is  not  concerned  with  the  ordinary 
risks  of  public  or  private  living.  Risk  as 
applicable  to  DHHS  policy  is  most  obvious  in 
medical  and  behavioral  science  research  pro- 
jects involving  procedures  that  may  induce  a 
potentially  harmful  altered  physical  state  or 
psychological  condition.  The  most  obvious 
examples  include  surgical  procedures;  the 
administration  of  drugs  or  radiation;  the 
requirement  of  strenuous  physical  exertion 
and  an  intervention  that  precipitates  an 
emotional  disturbance.  There  is  also  a wide 
range  of  medical,  social  and  behavioral  pro- 
cedures and  projects  in  which,  although  there 
may  be  no  immediate  risk,  procedures  may  be 
introduced  which  involve  discomfort,  anxiety, 
harassment,  invasion  of  privacy,  or  constitute  a 
threat  to  the  subject’s  dignity.  There  are  also 
medical  and  biomedical  projects  concerned 
solely  with  organs,  tissues,  body  fluids,  and 
other  materials  obtained  in  the  routine  per- 
formance of  medical  services  which  obviously 
involve  no  element  of  physical  risk  to  the 
subject,  but  their  use  for  certain  research, 
training,  and  service  purposes  may  present 
psychological,  sociological,  or  legal  risks  to  the 
subject  or  authorized  representatives.  Finally, 
the  risk  element  should  be  determined  for 
those  studies  dependent  upon  existing  in- 
formation or  stored  data  which  have  been 
obtained  for  quite  different  purposes  but 
which,  when  used  in  a research  context,  may 
present  risk  to  the  human  subject. 

If  it  is  judged  that  the  proposed  research 
project  will  expose  a subject  to  risk,  then  the 
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IRB  must  assure  itself  that  (a)  the  rights  and 
welfare  of  the  subject  are  adequately  pro- 
tected, (b)  the  methods  used  to  obtain 
informed  consent  are  adequate  and  appro- 
priate, (c)  the  risks  to  the  subject  are 
outweighed  by  the  potential  benefit  to  him  or 
by  the  importance  of  the  knowledge  to  be 
gained,  and  (d)  the  selection  of  subjects  is 
equitable.  The  IRB  is  not  responsible  for 
considering  scientific  merit  or  methodology 
unless  an  alternative  experimental  design  will 
decrease  the  potential  risk(s)  to  the  subject 
and  still  yield  the  same  potential  benefit(s). 

Upon  completion  of  the  review  process  and 
investigator  compliance  with  all  modifications 
recommended  by  the  IRB,  an  approval  to 
begin  the  study  is  issued.  Approval  is  for  a 
maximum  period  of  one  year  at  which  time 
annual  review  is  required.  If  a project  involves 
an  unusual  degree  of  risk  to  the  subject, 
approval  may  be  for  a period  of  less  than  one 
year  as  determined  by  the  IRB. 

Discussion 

Institutional  Review  Boards  (IRB’s)  are 
located  at  every  major  university  and  hospital 
in  the  United  States.  Spurred  into  existence  by 
public  indignation  conerning  medical  experi- 
mentation, the  IRB  represents  both  the 
Federal  and  the  institutional  commitment  to 
the  ethical  review  of  human  subject  research. 
The  principal  role  of  the  IRB  is  to  assist  the 
investigator  in  the  protection  of  the  rights  and 
welfare  of  the  human  subject.  To  this  end,  the 
IRB  helps  the  investigator  to  both  interpret 
and  comply  with  the  DHHS  and  FDA  regu- 
lations governing  human  subject  research. 
Although  the  operation  of  the  IRB  is  governed 
by  Federal  regulations,  there  is  a great  deal  of 
institutional  flexibility  in  terms  of  the  admini- 
strative structure  of  the  IRB  and  methods  of 
review.  The  procedures  an  institution  chooses 
to  implement  must  be  based  upon  the  volume, 
complexity  and  nature  of  the  research  to  be 
reviewed.  Given  these  factors,  it  is  not 
surprising  that  there  is  a great  deal  of  diversity 
in  the  methods  by  which  IRB’s  fulfill  their 
federally  and  institutionally  mandated  respon- 
sibilities. The  following  five  fundamental  prin- 
ciples of  successful  IRB  operation  should, 
however,  be  adopted  by  all  institutions  con- 
ducting human  subject  research:  1)  there 
should  be  detailed  IRB  guidelines  for  investi- 
gators to  follow;  2)  the  review  procedure 


should  be  efficient  and  investigators  should  be 
apprised  of  the  status  of  their  proposal  during 
the  review  process;  3)  there  should  be  an 
efficient  medical  emergency  approval  system; 
4)  every  attempt  should  be  made  to  eliminate 
unnecessary  bureaucracy;  and  5)  there  should 
be  open  communication  between  investigators 
and  members  of  the  Board.  Any  IRB  system 
that  fails  to  operate  according  to  the  above 
stated  principles  will  frustrate  investigators 
and  undermine  their  research  efforts.  More 
importantly,  the  protection  of  human  subjects, 
which  is  the  prime  responsibility  of  both  the 
investigator  and  the  IRB,  may  be  compro- 
mised. Finally,  the  IRB  should  never  be  viewed 
as  an  adversary  or  a police  force.  It  exists  to  aid 
the  investigator  in  the  protection  of  human 
subjects  and  to  foster  human  subject  research 
for  the  benefit  of  the  subject  in  particular  and 
mankind  in  general. 
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Informed  Consent  of 
Human  Research  Subjects 


A research  experiment,  as  defined 
by  The  Belmont  Report^  is  “an 
activity  designed  to  test  an 
hypothesis,  permit  conclusions  to  be  drawn 
and  thereby  to  develop  or  contribute  to 
generalizable  knowledge.”  Regardless  of  any 
additional  therapeutic  objectives,  this  differs 
from  standard  medical  practice  where  inter- 
ventions are  designed  solely  for  the  benefit  of 
the  individual  patient  and  there  is  no  intent  to 
collect  data  in  order  to  formulate  theories  or 
principles.  Federal  regulations  governing  hu- 
man subject  research  require  the  subject  or 
the  subject’s  legally  authorized  representative 
to  give  informed  consent  prior  to  the  subject’s 
participation  in  a research  study.  The  principal 
reason,  however,  for  informing  prospective 
subjects  about  the  research  is  that  they  have 
an  ethical  right  to  know  what  is  to  be  done  to 
them  and  what  danger  this  entails  before  they 
give  their  consent.  The  use  of  human  subjects 
is  a privilege  - a favor  - granted  to  the 
investigator  rather  than  a right. 

Principle  I of  the  Nuremberg  Code,^  which 
addresses  permissible  medical  experiments, 
provides  the  following  definition  of  informed 
consent  from  which  all  subsequent  definitions 
contained  in  the  various  editions  of  the  Federal 
regulations  are  derived.  “The  voluntary  con- 
sent of  the  human  subject  is  absolutely 
essential.  This  means  that  the  person  involved 
should  have  legal  capacity  to  give  consent; 
should  be  so  situated  as  to  be  able  to  exercise 
free  power  of  choice,  without  the  intervention 
of  any  element  of  force,  fraud,  deceit,  duress, 
over-reaching,  or  other  ulterior  form  of  con- 
straint or  coercion,  and  should  have  sufficient 
knowledge  and  comprehension  of  the  elements 
of  the  subject  matter  involved  as  to  enable  him 
to  make  an  understanding  and  enlightened 
decision”. 

Documentation  of  Informed  Consent 

The  contractual  arrangement  between  in- 
vestigator and  subject  regarding  participation 
in  a research  project  is  documented  by  the 
Informed  Consent  Form.  Most  investigators 
submitting  protocols  to  an  IRB  for  the  first 
time  are  relatively  unfamiliar  with  human 
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subject  research  consent  form  requirements. 
Standard  therapeutic  and/or  diagnostic  con- 
sent forms  used  in  medical  practice  do  not 
require  the  same  elements  of  informed  consent 
as  research  consent  forms.  It  is  not  surprising, 
therefore,  that  an  analysis  of  consent  forms 
occupies  a great  deal  of  the  IRB’s  review  time 
and  an  inadequate  consent  form  is  the  most 
common  reason  for  delay  of  approval  of  a 
proposal. 

An  informed  consent  form  must  be  develop- 
ed to  meet  Federal  requirements  as  stated  in 
the  DHHS^  and/or  FDA'*  regulations  governing 
human  subject  research.  In  addition,  the 
consent  form  must  meet  the  specific  style  and 
format  standards  of  the  IRB  to  which  it  is 
submitted  for  review.  The  University  of 
Nebraska  IRB  requires  investigators  to  de- 
velop informed  consent  forms  according  to  the 
following  format  which  reflects  both  Federal 
and  Institutional  requirements. 

Elements  of  Consent 
Form  Style  and  Language 

The  informed  consent  form  should  be 
written  in  the  second  person.  When  combined 
with  conditional  language  and  the  invitation  to 
participate,  utilization  of  the  second  person 
communicates  that  the  investigator  believes 
there  is  a choice  to  be  made  by  the  prospective 
subject.  Utilization  of  the  first  person  may  be 
interpreted  as  presumption  of  subject  consent 
before  consent  has  been  legally  obtained. 

The  informed  consent  form  should  be 
written  in  simple  enough  language  so  that  it  is 
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readily  understood  by  the  least  educated,  least 
sophisticated  of  the  subjects  to  be  utilized.  It 
is  recommended  that  the  language  consist  of 
short  sentences  composed  of  two  syllable 
words  or  less.  It  should  be  remembered  that 
terms  which  are  commonly  used  by  members 
of  a profession  are  a part  of  the  professional’s 
language  which  many  people  outside  that 
profession  do  not  understand. 

The  informed  consent  form  must  not  contain 
any  exculpatory  language  through  which  the 
subject  or  the  subject’s  representative  is  made 
to  waive  or  appear  to  waive  any  of  the  subject’s 
legal  rights,  or  releases  or  appears  to  release 
the  research  investigator,  the  sponsor,  the 
institution  or  its  agents  from  liability  for 
negligence. 

The  informed  consent  form  should  be 
lengthy  enough  to  explain  consent  factors 
adequately,  but  not  so  lengthy  as  to  lose  the 
attention  of  the  subject  or  to  cause  confusion. 

Elements  of  Informed  Consent 

The  Federal  regulations  require  specific 
items  or  elements  of  disclosure  concerning  the 
research  project  in  order  to  assure  that 
subjects  are  given  sufficient  information  to 
make  an  informed  judgement  whether  or  not  to 
participate.  The  University  of  Nebraska  IRB 
requires  each  element  (or  appropriate  com- 
bination) be  identified  by  a sub-heading.  This 
helps  the  prospective  subject  to  focus  atten- 
tion on  individual  elements  and  increases 
generally  the  level  of  subject  comprehension. 
In  general,  the  consent  form  should  be  written 
to  include  the  elements  in  the  sequence  listed 
in  this  paper.  Not  all  elements,  however,  apply 
to  every  research  protocol  and  the  informed 
consent  form  must,  therefore,  be  structured 
accordingly. 

1. )  Title  of  the  protocol 

This  line  should  contain  the  official 
medical/scientific  title  of  the  protocol. 

2. )  Invitation 

The  consent  form  should  begin  with  a 
clear  invitation  (not  a request  or  demand)  to 
the  individual  to  participate  in  the  research 
study. 

3. )  Basis  for  Subject  Selection 

The  consent  form  should  state  why  the 
prospective  subject  has  been  selected.  This 
statement  should  help  the  subject  to  assess 
the  nature  and  importance  of  participation. 


When  appropriate,  the  approximate  number  of 
subjects  involved  in  the  study  should  be 
stated.  In  addition,  criteria  for  subject  ex- 
clusion such  as  age,  sex,  pregnancy  and 
specific  health  conditions  should  be  stated. 

4. )  Overall  Purpose 

The  consent  form  must  contain  a clear 
statement  of  the  overall  purpose  of  the 
research,  which  should  help  the  subject  assess 
the  importance  of  the  study  relative  to 
individual  values.  When  appropriate,  this 
statement  should  include  not  only  the  immedi- 
ate purpose  of  the  study,  but  also  any  larger, 
ultimate  purpose. 

5. )  Explanation  of  Procedures 

The  explanation  of  procedures  section 
of  the  consent  form  should  include  the 
following:  a.  A description  of  each  research 
procedure  and  how  often  it  will  be  performed; 
b.  Identification  of  any  procedure  that  is 
experimental;  c.  Identification  of  the  individ- 
ual(s)  who  will  perform  the  procedures  and/or 
interact  with  the  subject;  d.  A statement  of 
where  the  research  will  be  conducted,  when 
the  research  will  be  conducted,  and  how  much 
time  will  be  required  of  the  subject. 

6. )  Description  of  Risks  and  Discomforts 

Risks  can  be  classified  generally  as 
physical,  psychological,  social,  legal  and  eco- 
nomic. A risk  is  a potential  harm  that  a 
reasonable  person,  in  what  the  investigator 
knows  or  should  know  to  be  the  subject’s 
position,  would  be  likely  to  consider  significant 
in  deciding  whether  or  not  to  participate  in  the 
research.  Both  immediate  and  latent  risks  of 
any  procedure  involving  human  subjects  must 
be  clearly  and  adequately  described.  The 
estimated  probability,  severity,  average  dur- 
ation and  reversibility  of  any  potential  injury 
should  be  stated.  It  should  also  be  recognized 
that  certain  populations  of  subjects  may  be  at 
greater  risk  than  others.  The  investigator 
should  consider  the  potential  risk  characteri- 
zation of  the  subject  population  when  describ- 
ing risk(s).  If  there  are  no  known  risks 
associated  with  the  research,  this  should  be  so 
stated.  In  addition,  any  discomfort  and/or  pain 
(physical  and/or  psychological)  associated 
with  any  procedure  involving  human  subjects 
must  be  clearly  and  adequately  stated. 

7. )  Description  of  Benefits 

If  any  substantial  benefits  to  the  subject 
or  to  others  can  reasonably  be  expected,  they 
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should  be  described.  It  must  be  stated  in  the 
description  that  the  benefits  are  not  guaran- 
teed by  the  investigator.  Financial  compen- 
sation or  economic  benefits  should  not  be 
described  in  the  same  section  as  physical, 
health,  psychological  or  social  benefits.  If  there 
are  no  benefits  to  the  subject,  it  must  be 
stated. 

8. )  Disclosure  of  Alternatives 

When  a component  of  the  protocol  is 
designed  to  enhance  the  well-being  of  the 
subject,  the  consent  form  must  state  any 
appropriate  alternative  procedures  or  course 
of  treatment  that  might  be  advantageous  to  the 
subject.  The  risks/benefits  of  the  alternative 
therapies  should  be  described. 

9. )  Assurance  of  Confidentiality 

This  section  of  the  consent  form  should 
state  that  any  information  that  is  obtained  in 
connection  with  the  study  and  that  could 
identify  the  subject  will  remain  confidential 
and  will  be  disclosed  only  with  the  subject’s 
permission.  If  the  investigator  intends  to 
release  any  information,  the  consent  form  must 
state  the  persons  or  agencies  to  whom 
information  will  be  furnished,  the  nature  of  the 
information  to  be  furnished,  and  the  purpose 
of  the  disclosure.  When  appropriate,  the 
ultimate  disposition  of  data  should  be  describ- 
ed. 

Any  proposal  involving  the  investigation 
of  a drug  (Phase  TIV),  non-approved  use  of  a 
drug  or  substance,  or  investigation  of  a medical 
device  or  substance  that  is  subject  to  FDA 
regulations,  must  have  a statement  added  to 
the  assurance  of  confidentiality  permitting 
representatives  of  the  FDA  and  DHHS  access 
to  research  records. 

10. )  Financial  Obligations 

This  section  of  the  consent  form  should 
state  clearly  all  financial  obligations  of  the 
subject  with  respect  to  both  the  study  and  any 
related  medical  therapy.  If  there  is  the 
potential  of  additional  cost  to  the  subject  from 
participation  in  the  study,  it  must  be  disclosed. 
If  there  are  any  separate  Hospital  and  Clinic 
charges  for  ancillary  services  used  in  support 
of  the  investigation,  they  should  be  clearly 
stated.  If  there  is  no  cost  to  the  subject,  it 
should  be  so  stated. 

11. )  Financial  Compensation 

Any  economic  benefits  to  the  subject 
should  be  clearly  stated.  Economic  benefits 


include  cash  payments,  free  physical  examina- 
tion, free  treatment,  free  medications,  treat- 
ment at  lower  cost,  free  food,  etc.  Cash 
payments  should  be  stated  in  dollar  amounts 
and  any  conditions  such  as  partial  payment  or 
no  payment  for  early  termination  and  bonuses 
for  completion  should  be  stated.  The  nature 
and  amount  of  financial  compensation  must 
not  constitute  undue  inducement  of  the 
subject. 

12. )  In  Case  of  Injury 

For  research  studies  involving  more  than 
minimal  risk,  the  consent  form  must  contain  a 
statement  concerning  the  availability  (or  lack) 
of  compensation  to  the  subject  for  research 
related  injury.  If  compensation  exists,  the 
limits  of  the  compensation  must  be  stated. 

13. )  Subject  Withdrawl 

The  consent  form  must  contain  a non- 
coercive  disclaimer  that  participation  is  volun- 
tary and  any  decision  whether  or  not  to 
participate  will  not  affect  the  subject’s  present 
or  future  relationship  with  the  institution.  In 
addition,  the  disclaimer  should  state  that  the 
subject  is  free  to  withdraw  consent  and  to 
discontinue  participation  at  any  time.  If  there 
are  anticipated  medical  consequences  related 
to  subject  withdrawl,  however,  these  should  be 
stated. 

When  appropriate,  the  consent  form 
should  include  a statement  that  any  significant 
new  findings  developed  during  the  course  of 
the  study  that  may  relate  to  the  subject’s 
willingness  to  continue  participation  will  be 
provided  to  the  subject.  In  addition,  the 
consent  form  should  state  any  anticipated 
circumstances  under  which  the  subject’s  par- 
ticipation may  be  terminated  by  the  investi- 
gator without  regard  to  the  subject’s  consent. 

14. )  Offer  to  Answer  Questions 

The  consent  form  must  contain  an  offer 
to  answer  all  immediate  and  subsequent 
questions  that  the  subject  may  have. 

15. )  Conclusion 

The  consent  form  should  contain  a 
concluding  consent  statement.  The  University 
of  Nebraska  IRB  recommends  the  following: 
“You  are  making  a decision  whether  or  not  to 
participate.  Your  signature  indicates  that  you 
have  decided  to  participate  having  read  the 
information  provided  above.  You  will  be  given 
a copy  of  this  consent  form  to  keep.” 
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16. )  Signature  Blanks 

Dated  signature  blanks  for  the  subject, 
investigator  and  a witness  should  follow  the 
concluding  consent  statement.  Both  the  date 
and  the  time  the  subject’s  consent  was 
obtained  is  recommended  for  all  medical 
emergency  patients  where  there  is  a question 
whether  the  subject  was  competent  to  make  an 
informed  consent. 

17. )  Identification  of  Investigator(s) 

The  name,  professional  degree(s),  and 
office  telephone  number(s)  of  the  investi- 
gator(s)  must  be  provided.  For  research 
studies  involving  more  than  minimal  risk,  the 
home/night  phone  number(s)  of  the  inves- 
tigator(s)  must  be  provided.  The  identification 
of  investigator(s)  section  of  the  informed 
consent  form  should  be  placed  at  the  end  of 
the  consent  form  following  the  signature 
blanks. 

Discussion 

The  consent  form  is  not  the  equivalent  of 
informed  consent.  Informed  consent  is  the 
interaction  between  the  investigator  and  sub- 
ject during  the  process  of  recruitment  for  a 
research  study.  This  interaction  is  governed  by 
the  ethical  principles  of  informed  consent 
addressed  in  documents  such  as  The  Nurem- 
berg Code  and  the  Federal  regulations  govern- 
ing human  subjects  research.  The  obtainment 
of  informed  consent  is  the  responsibility  of  the 
investigator  and  should  not  be  delegated  to 
ancillary  personnel.  The  elements  of  informed 
consent  should  be  discussed  with  the  subject 
and  sufficient  time  allocated  to  permit  the 
subject  to  make  an  informed  decision  whether 
or  not  to  participate  in  the  research  study. 
Subjects  should  be  encouraged  to  ask  ques- 
tions, particularly  since  a number  of  studies^  ' 
have  shown  that  medical  patients  often  remain 
inadequately  informed,  despite  efforts  to 
provide  complete  information  and  ensure 
patient  understanding  of  the  factors  relevant 
to  the  proposed  treatment. 


Upon  completion  of  investigator-subject 
interaction,  the  process  of  informed  consent 
must  be  documented  by  a signed  informed 
consent  form.  It  should  be  recognized  that  the 
consent  form  not  only  documents  the  process 
of  informed  consent  but  also  serves  to  legally 
protect  both  the  investigator  and  the  insti- 
tution. Inadequate  informed  consent  can  po- 
tentially expose  an  investigator  to  a mal- 
practice suit  for  negligence  and  may  even 
result  in  criminal  charges.  It  is,  therefore, 
essential  that  all  investigators  involved  in 
human  subject  research  obtain  a formal, 
thorough  documentation  of  informed  consent 
by  utilization  of  an  IRB  approved  consent  form 
that  embodies  the  required  elements  of 
informed  consent.  The  University  of  Nebraska 
requirements  for  informed  consent  reflect  the 
Federal  regulations  and  can  serve  as  a guide 
for  all  investigators  involved  in  human  subject 
research  regardless  of  the  nature  of  the  study 
or  the  sponsoring  institution. 
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FRACTURE  OF  THE  MONTH 


Lateral  Humeral  Condylar  Fracture 


Case  Report: 

A healthy  7 year  old  male  fell  from 
a swing  landing  on  his  right 
. palm  with  the  elbow  outstretch- 
ed and  the  forearm  pronated.  Upon  presenta- 
tion in  the  emergency  room,  pain  about  the 
distal  humerus  with  deformity  and  swelling 
about  the  elbow  was  noted.  Sensation  and 
vascularity  to  the  hand  was  normal,  passive 
extension  of  the  wrist  and  fingers  caused  no 
discomfort;  but  pain  over  the  lateral  elbow 
resulted  with  passive  flexion  of  wrist  and 
fingers.  X-rays  revealed  a lateral  condylar 
fracture  of  the  distal  humerus  with  distal 
displacement  and  rotation  of  the  fracture 
fragment  (Figure  1).  The  emergency  room 
physician  was  faced  with  the  task  of  making  an 
appropriate  decision  regarding  the  approach 
toward  treatment  of  this  injury  in  a 7 year  old. 

Discussion: 

Injury  about  the  elbow  is  a common  result  of 
trauma  during  the  early  years  of  life;  fracture 
near  or  involving  the  joint  can  present  a true 
challenge  to  the  treating  physician.  The 
comment  “Pity  the  young  surgeon  whose  first 
case  is  a fracture  around  the  elbow”  has  rung  a 
warning  since  first  stated  over  200  years  ago. 
Modern  technologic  advances  in  the  form  of 
arthrography,  image  intensification  and  skillful 
anesthesia  have  diminished  but  in  no  measure 
eliminated  the  struggle  for  good  results.  The 
anatomy  of  the  distal  humerus  (Figure  2),  its 
complex  articular  surfaces  and  broad  growth 
plate  provide  potential  for  a variety  of  fracture 
types.^'  ^ The  delayed  ossification  of  the 
epiphyses  involved  creates  significant  diffi- 
culty in  diagnosis  but  incorrect  diagnosis  or 
treatment  can  lead  to  permanent  deformity 
and  disability. 

Following  trauma,  a child  with  severe  pain 
and  swelling  about  the  elbow  and  discomfort 
over  the  lateral  distal  humerus  aggravated  by 
wrist  flexion  should  make  one  suspicious  of  the 
lateral  condylar  fracture.  Diagnosis  may  be 
difficult,  particularly  in  the  young  child  with 
small  to  absent  capitellar  or  trochlear  ossifi- 
cation centers.  Adequate  x-rays  in  AP,  lateral 
and  oblique  projections  may  be  augmented  by 
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comparative  views  of  the  opposite  elbow,  varus 
stress  views  and,  rarely,  an  occasional  arthro- 
gram  may  be  required  for  accurate  diagnosis. 

Fractures  of  the  lateral  humeral  condyle  are 
most  common  between  ages  6 and  10  years 
and  represent  about  10%  of  childhood  elbow 
injuries.  This  fracture  is  most  commonly  a 
Salter  Type  IV,  the  fracture  line  vertically 
dividing  the  epiphysis  and  obliquely  crossing 
through  the  lateral  metaphysis,  leaving  a wafer 
of  metaphyseal  bone  attached  to  the  epi- 


Figure  1.  Salter  Type  IV  fracture  of  the  lateral 
humeral  condyle  with  distal  displacement.  Note 
small  wedge  of  metaphyseal  bone  proximal  to 
capitellar  ossiflc  nucleus. 
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Figure  2.  Normal  anatomy  of  distal  humerus  in 
an  immature  individual;  a)  ossification  center, 
medial  epicondyle,  b)  ossification  center,  trochlea 
(ulnar  articulation),  c)  lateral  epicondyle,  d)  ossifi- 
cation center,  capitellum,  e)  physis  (growth  plate),  f ) 
humeral  metaphysis. 


Figure  3.  Anatomic  schematic  of  lateral  condylar 
fracture;  a)  extensor  muscle  origin,  b)  lateral 
humeral  condyle,  c)  portion  of  fracture  fragment 
consisting  of  small  metaphyseal  wafer,  d)  distal 
humeral  metaphysis,  e)  proximal  ulna,  f)  proximal 
radius. 


physeal  fragment  (Figure  3).  Because  it  dis- 
rupts the  continuity  of  the  growth  plate 
(physis),  anatomic  reduction  is  necessary  to 
prevent  progressive  deformity  and  disability. 
Although  a moderately  anatomic  reduction  is 
acceptable  for  many  fractures  of  the  immature 
skeleton,  incomplete  reduction  of  a lateral 
humeral  condylar  fracture  often  leads  to 
painful  non-union.  The  synovial  fluid  bathing 
the  fracture  surface  is  prone  to  interfere  with 
bone  and  cartilage  bridging;  this  coupled  with 
the  tendency  of  extensor  muscles  attached  to 
the  condylar  fragment  to  displace  and  rotate 
even  a mildly  displaced  capatellum,  despite 
cast  immobilitzation,  makes  this  one  of  the  few 
childhood  fractures  requiring  open  reduction 
and  internal  stabilization. 

If  displaced  more  than  2 mm,  open  reduc- 
tion via  a direct  lateral  approach  with  fixation 
using  two  small  Kirschener  wires  is  most 
successful.  Stripping  the  residual  soft  tissue 
from  the  fracture  fragment  jeopardizes  its 
blood  supply  and  should  be  avoided.  Post- 
operative immobilization  with  the  elbow  flexed 
90°  and  forearm  supinated  should  be  con- 
tinued for  four  weeks  to  allow  for  adequate 
healing  of  the  predominately  cartilagenous 
surfaces. 

If  closed  treatment  is  elected  because  of 
anatomic  reduction  without  surgery,  x-rays 
should  be  obtained  at  5,  10  and  15  days  after 
injury  to  insure  that  pull  of  the  forearm  and 
finger  extensor  muscles  has  not  resulted  in 
displacement  or  rotation  of  the  fragment. 
Unrecognized  or  incorrectly  treated  injuries 
can  progress  to  pain  due  to  non-union  or  joint 
incongruity  secondary  to  mal-union.^  Addi- 
tionally, delayed  ulnar  nerve  palsy  as  a result 
of  partial  physeal  arrest  and  progressive  valgus 
deformity  may  be  seen. 

Treatment  in  this  Case: 

The  elbow  was  immobilized  in  90°  of  flexion 
with  the  forearm  supinated  and  elevated 
overnight.  The  following  day,  open  reduction 
and  fixation  with  two  smooth  Kirchener  wires 
was  carried  out  (Figure  4a,  b). 

Post-operative  immobilization  was  accom- 
plished with  coaptation  medial  and  lateral 
splints,  leaving  the  posterior  distal  humerus 
uncovered  by  plaster  and  the  antecubital  area 
open  to  allow  for  swelling.  After  four  weeks, 
the  wires  were  removed  and  the  elbow  allowed 
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Figure  4a,  b.  Post-reduction  AP  and  lateral  3 weeks  following  open  reduction. 


active  motion  in  flexion  and  extension.  A 
forearm  splint  holding  the  wrist  and  fingers 
extended  was  continued  for  two  additional 
weeks,  full  active  motion  was  permitted  at  six 
weeks  post  injury;  physio-therapy  was  avoided. 

At  six  months  post  injury  the  elbow  range  of 
motion  was  full,  no  clinical  deformity  evident 
and  x-rays  revealed  resumption  of  normal 
growth  patterns  about  the  distal  humerus. 
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BRIEF  COMMUNICATION 


Abnormalities  Found  During 
Preparticipation  Sports  Examination 
in  a Rural  Family  Practice 


Preparticipation  sports  ex- 
aminations or  sports  physicals 
are  one  of  the  few  reasons  the 
asymptomatic  adolescent  visits  the  physician’s 
office.  This  exam  is  an  excellent  opportunity  to 
detect  treatable  disease  in  a “healthy”  popu- 
lation. Reported  here  are  the  results  of  sports 
exams  done  in  a rural  Family  Practice  setting. 

Methods 

The  sports  exams  were  done  during  the 
months  of  June-October,  1981  in  Spalding, 
Nebraska,  population  approximately  700.  A 
total  of  95  students,  38  male  and  57  female 
were  seen  on  an  appointment  basis  in  a clinic 
by  either  the  physician  or  the  physician’s 
assistant  student,  supervised  by  the  physician. 
The  ages  of  the  students  ranged  from  12-17. 
The  evaluation  consisted  of  a history,  exam, 
height,  weight,  blood  pressure,  pulse,  tempera- 
ture, visual  acuity,  hematocrit,  and  complete 
urinalysis.  Charts  were  reviewed  retrospective- 
ly and  seven  major  groups  of  abnormalities 
were  found: 

1.  Proteinuria  - 1 plus  or  greater  by  dipstick 
method 

2.  Lack  of  tetanus  immunity  - greater  than  10 
years  since  last  vaccination 

3.  Bacteruria  - microscopic  exam  - greater 
than  1 plus 

4.  Hematuria  - urine  specimen  obtained 
while  patient  not  menstruating 

5.  Hypertension  - diastolic  reading  greater 
than  90  mm  Hg.  - 2 or  more  readings 

6.  Decreased  visual  acuity  - acuity  less  than 
20/50  in  either  eye 

7.  Heart  murmur  - newly  described  - grade  2 
or  greater 

Results 

There  were  64  students  who  had  normal 
examinations,  31  students  had  one  or  more  of 
the  findings  as  listed  above  (table  1).  The 
students  with  positive  findings  included  10 
males  and  21  females.  There  were  35  abnormal 
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findings  in  the  31  students  with  abnormal 
exams. 


Table  1: 

ABNORMALITIES  FOUND  DURING  SPORTS  EXAMS 


Ail  Students  Females 


Proteinuria  15  10 

Tetanus  Immunity  3 0 

Bacteruria  4 4 

Hematuria  2 2 

Hypertension  1 0 

Decreased  Visual  Acuity  4 2 

Heart  Murmur  6 4 


Males 

5 

3 

0 

0 

1 

2 

2 


Comment 

Many  physicians  view  the  sports  exam  as  a 
formality  and  hence  these  exams  are  some- 
times done  rapidly  in  an  assembly-line  fashion. 
Our  experiences  and  those  of  other  authors^’ 
indicate  a significant  number  of  correctable 
medical  problems  in  the  supposed  “healthy” 
adolescent  population.  In  our  group  the 
students  with  lack  of  tetanus  immunity  were 
immediately  treated,  those  students  with  the 
other  problems  identified  have  been  followed 
with  appropriate  diagnostic  and  therapeutic 
regimens. 

The  preparticipation  sports  examination  is 
an  excellent  opportunity  to  detect  health 
problems  in  the  adolescent  group.  Where  time 
and  availability  of  medical  personnel  and 
facilities  permit.  Family  Physicians  should 
utilize  this  opportunity  for  screening  an 
otherwise  relatively  inaccessible  group  of 
patients  with  an  unhurried  health  assessment 
in  a clinic  setting. 
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LETTER  TO  THE  EDITOR 

AAAA  & Abortion  Legislation 


2218  North  56  Street 
Omaha,  Nebraska  68104 
June  29,  1983 

Dear  Doctor  Forker: 

In  the  same  mail,  I received  the  June,  1983, 
issue  of  the  Journal  and  a form  letter  from 
Doctor  Peetz.  The  latter  was  a request  from 
Doctor  Peetz  to  those  of  us  who  belong  to  the 
Nebraska  Medical  Association,  but  not  to  the 
American  Medical  Association,  asking  us  to 
think  about  joining  the  AM  A.  The  Journal 
had  a reference  in  the  Washingtonotes  Section 
to  the  AMA  position  on  abortion  legislation  in 
the  Congress. 

The  Journal  is  to  be  commended  for 
publishing  the  facts  on  the  current  state  of  this 
important  legislation.  Too  long  has  the  medical 
profession  looked  the  other  way  while  secular 
humanists  have  chiseled  away  at  social  policy 
until  we  have  the  appalling  state  of  affairs 
today,  wherein  physicians  are  killing  1.5 
million  babies  a year  in  this  country. 

The  AMA  position  is  probably  not  well 
known  to  most  physicians,  AMA  members  or 
not,  so  it  is  good  to  see  it  in  print.  Drafters  of 
the  AMA  position  paper  either  are  pitifully 
uninformed  or  deliberately  misleading.  Phy- 
sicians are  not  easily  misled. 

The  fact  is  that  the  constitutional  amend- 
ment in  question  would  return  the  responsibility 
for  abortion  laws  to  the  states,  wherein  it  lie 
before  the  Roe  vs.  Wade  decision  in  1973. 
Thereafter,  the  states  would  fashion  their  own 
laws,  as  they  have  for  all  medical  procedures, 
post  and  present.  Those  of  us  who  are  old 
enough  to  have  practiced  under  the  old 
Nebraska  statutes  prior  to  1973  did  not  find 
them  confining  in  any  way.  Those  laws  forbade 
abortion  except  in  the  case  of  danger  of  the 
mother’s  life,  so  the  AMA’s  list  of  threatening 


conditions,  which  would  allegedly  be  un- 
treatable  by  law,  is  erroneous  and  misleading. 

There  is  no  doubt  that  the  spectre  of  the 
consequences  of  illegal  abortions  was  also 
thrown  in  to  influence  the  situation.  That  tactic 
is  particularly  disturbing  because  everyone 
including  the  AMA  knows  that  the  old 
statistics  about  the  number  of  illegal  abortions 
was  always  incredibly  inflated  without  factual 
basis.  Criminal  abortion  is  terrible,  to  be  sure, 
but  in  the  process  of  trying  to  deal  with  this 
problem,  we  physicians  have  assumed  a killer 
role  which  is  and  should  be  anathema  to  us.  So 
in  the  name  of  social  progress,  we  kill  babies 
with  the  suction  tip,  curet,  and  the  knife.  What 
has  happened  to  the  Oath  of  Hippocrates? 

Now  on  the  horizon,  we  see  the  deliberate 
starvation  of  handicapped  infants  by  physicians 
with  the  cooperation  of  courts.  What  next? 
Euthanasia. 

The  leadership  role  that  doctors  should  have 
has  been  pre-empted  by  social  scientists  and 
others.  The  original  meaning  of  “doctor”  was 
“teacher”.  We  have  forgotten  that  role.  Who 
better  than  physicians  should  be  aware  of  the 
humanity  of  the  unborn? 

Needless  to  say,  I have  no  intention  of 
joining  the  American  Medical  Association.  I 
long  ago  resigned  from  that  organization  for 
their  reversal  of  a long-held  position  on 
abortion.  Now  that  the  AMA  is  an  active 
advocate  of  abortion,  they  are  the  opposition 
on  this  crucial  matter. 

/s/  Joseph  R.  McCaslin,  M.D. 
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President's  Page 


PEER  REVIEW  ORGANIZATION  (PRO) 

To  be  or  not  to  be  — Not  really  — There  will 
be  a PRO  functioning  in  Nebraska  as  man- 
dated by  the  Tefra  Law  of  1982.  The  question 
is  who  will  be  the  PRO,  the  Nebraska  Medical 
Association,  some  other  state  medical  associa- 
tion, some  group  of  physicians  incorporated 
for  the  purpose  of  doing  a PRO  function,  or 
some  third  party  carrier,  or  who. 

Most  of  our  hospitals  are  already  doing  an 
excellent  job  of  utilization  review.  This  system 
could  and  should  be  incorporated  in  the  new 
review  mechanism.  The  problem  cases  would 
be  selected  out,  reviewed  by  a panel  of  our  own 
peer  physicians  from  our  state,  not  from  any 
other  state  which  might  have  other  axes  to 
grind,  and  whatever  action  needed  would  be 
taken.  This  aciton  usually  might  only  be  an 
informative  or  educative  session  with  the 
attending.  The  physician  may  not  even  be 
aware  that  he  is  deviating  from  the  norm  of 
care.  With  our  own  peer  physicians  doing  the 
review,  quality  of  care  would  always  be 
foremost  in  the  activity.  Improper,  inefficient 
or  poor  quality  care  can  be  very  expensive 
medical  care. 

I believe  we  can  gain  a large  plus  by 
informing  the  public,  our  patients,  that  we  the 
Nebraska  doctors  are  supervising  and  control- 
ling the  quality  of  care  being  delivered  in  our 
state.  I shudder  to  envision  headlines  scream- 
ing that  Nebraska  doctors  refuse  to  police  and 
supervise  themselves,  therefore  neighboring 


state  physicians  have  undertaken  this  function. 
Nebraska  is  already  selected  to  be  in  the  first 
group  of  states  to  be  awarded  the  peer  review 
organization  contract.  Time  is  short.  The 
House  of  Delegates  has  one  and  only  one 
opportunity  to  review  and  act  on  this  question. 
In  September  your  House  must  make  a very 
important  decision.  This  decision  must  be  an 
informed,  honest,  rational  choice  based  on 
facts  and  not  emotions. 


Dwaine  J.  Peetz,  M.D.,  President 
Nebraska  Medical  Association 
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The 

Auxiliary 


JOIN  US  . . . Join  Us  . . . join  us  . . . 

Being  a physician’s  spouse  is  a special  way 
of  life  . . . one  that  takes  patience,  understand- 
ing, independence  and  a strong  will.  It  is  very 
demanding  of  emotions  and  time. 

This  is  why  the  Medical  Auxiliary  is  such  an 
important  part  of  the  lives  of  80,000  phy- 
sicians’ spouses.  It  is  an  organization  which 
provides  opportunity  for  developing  individual 
abilities,  receiving  training  in  areas  of  interest, 
and  reaching  out  to  those  who  need  help  in  the 
community. 

Membership  in  the  AMA  and  NMF  Aux- 
iliaries makes  you  a part  of  an  organization  of 
physicians’  spouses  united  by  a common  goal: 
to  improve  the  health  and  quality  of  life  for  all 
people. 

This  auxiliary  is  a volunteer  organization 
actively  involved  in  raising  funds  for  medical 
education,  affecting  legislation  pertaining  to 
health  care,  and  providing  health  education 
and  service  in  local  communities. 

In  tune  with  contemporary  health  issues, 
other  program  areas  include  tougher  drunk 
driving  legislation,  dignity  for  the  nation’s 
disabled,  organ  donor  awareness,  promote 
good  nutrition  and  physical  fitness,  prevent 
child  abuse,  insure  safety  in  the  streets, 
concern  with  drug  abuse,  etc. 

If  you  live  in  an  area  with  few  other 
physicians,  form  a coalition  with  a hospital 
auxiliary,  PTA,  church  group  or  others  to  bring 
attention  to  these  many  health  issues. 

Today’s  world  places  demans  on  people’s 
time  and  talents  as  never  before.  Those  with 


real  potential  find  many  avenues  to  pursue  and 
fulfill  their  desire  for  companionship  and 
belonging. 

Membership  begins  with  ME  . . . ME  and 
YOU.  Membership  is  VITAL  to  the  life  of  an 
organization. 

YESTERDAY  the  Auxiliary  was  formed  to 
encourage  fellowship  among  doctors’  families. 

TODAY  it  is  a driving  force  for  good  health 
among  the  people  in  the  United  States. 

TOMORROW  it  will  be  the  strength  to  keep 
medical  practice  and  health  care  at  high  levels 
— if  you  join  us  and  add  your  voice  to  ours. 

There  is  much  to  be  done  and  we  can  be 
successful  only  through  unity  of  purpose. 

The  Medical  Auxiliary  needs  you  and  your 
active  support  to  continue  its  work. 

Why  don’t  YOU  join  us?  We  really  can  do 
more  together. 

— Mrs.  Glen  Lau 

ATTENTION:  PHYSICIAN  SPOUSES 

If  you  live  in  an  area  without  a local  medical 
auxiliary,  you  can  be  involved  by  becoming  a 
Member- At-Large. 


State  dues $ 5 

National  dues $15 

Total $20 


Mail  to:  Mrs.  Robert  Kruger 

1603  South  79th  Avenue 
Omaha,  Nebraska  68124 
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MEDICAL  SCHOOL  NEWS 


Chicago  University  Surgeon 
Joins  Creighton  as  Chairman 


OMAHA  — Dr.  Tom  R.  DeMeester,  chief  of 
thoracic  surgery  at  the  University  of  Chicago 
Pritzker  School  of  Medicine,  will  join  the 
Creighton  School  of  Medicine  faculty  this 
autumn  as  professor  and  chairman  of  surgery. 


Dr.  Tom  R.  DeMeester 


DeMeester’s  appointments  was  announced 
by  Dr.  Richard  O’Brien,  Creighton  medical 
dean.  The  selection  of  DeMeester  was  upon 
the  recommendation  of  a nominating  commit- 
tee which  had  been  considering  candidates  for 
the  surgery  chairman’s  post.  Dr.  Alan  Fruin, 
acting  chairman  for  the  past  year,  will  continue 
on  the  faculty  in  his  position  as  associate 
professor  of  surgery. 

In  addition  to  his  responsibilities  as  chief  of 
the  section  of  thoracic  surgery,  DeMeester 
holds  a faculty  appointment  as  professor  of 
thoracic  and  cardiovascular  surgery  at  the 
Pritzker  medical  school. 

DeMeester  has  published  some  140  articles, 
abstracts  and  commentaries  in  scientific  jour- 
nals and  has  been  involved  in  the  production  of 
seven  motion  pictures  dealing  with  thoracic 
surgery.  He  also  has  received  a number  of 


honors,  including  the  Alpha  Omega  Alpha 
Research  Award,  for  his  research  work. 

“We’re  delighted  at  having  a surgeon, 
scientists  and  educator  of  Dr.  DeMeester’s 
caliber  and  extraordinarily  diversified  skills 
join  us  as  chairman  of  surgery,’’  O’Brien  said. 
“He  brings  to  Creighton  and  to  the  City  of 
Omaha  qualifications  that  are  nearly  unique. 
He  has  particularly  strong  interests  in  the 
function  and  dysfunction  of  the  esophagus  and 
in  lung  cancer.” 

DeMeester  also  will  have  an  appointment  as 
chief  of  surgery  on  the  Saint  Joseph  Hospital 
medical  staff. 

He  received  his  M.D.  Degree  at  the  Univer- 
sity of  Michigan  and  served  his  surgical 
internship  at  the  Johns  Hopkins  Hospital, 
where  he  later  was  a postdoctoral  research 
fellow  in  transplantation  biology  and  served  as 
chief  resident  in' surgery. 

While  in  the  Army,  DeMeester  served  as 
assistant  chief,  thoracic-cardiovascular  surgery 
service,  at  the  Tripler  Army  Medical  Center. 
He  then  joined  the  University  of  Chicago 
medical  faculty  as  chief  of  thoracic  and 
vascular  surgery  in  1974. 

He  has  board  certification  from  the  Ameri- 
can Board  of  Surgery  and  the  American  Board 
of  Thoracic  Surgery,  and  currently  is  on  the 
editorial  board  of  the  Journal  of  Surgical 
Research. 

He  is  chairman  of  the  membership  commit- 
tee of  the  American  Association  of  Thoracic 
Surgeons.  His  professional  involvements  also 
have  included  terms  as  chairman  of  the 
steering  committee  on  thoracic  surgery  of  the 
American  College  of  Chest  Physicians  and  as 
chairman  of  the  committee  on  postgraduate 
education  of  the  Society  of  Thoracic  Surgeons. 

DeMeester,  45,  plans  to  assume  his  respon- 
sibilities at  Creighton  about  October  1.  He  and 
his  wife  Carol  have  four  children. 
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Coming  Meetings 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 


INFECTIOUS  DISEASES  IN  INFANTS 
AND  CHILDREN:  RECOGNITION  AND 
TREATMENTS  — Sept.  9,  1983.  Paul  F. 
Wehrle,  M.D,  F.A.A.P.,  will  be  the  guest 
speaker  for  this  program.  He  is  president- 
elect of  the  American  Academy  of  Pediatrics 
and  is  Director  of  Pediatrics  at  University 
of  Southern  California  Medical  Center.  Dr. 
Wehrle  is  internationally  recognized  for  his 
work  in  infectious  disease  and  communi- 
cable diseases.  The  registration  fee  is 
$75.00. 

EMERGENCY  MEDICINE  REVIEW  — 
Sept.  26  to  Oct.  1,  1983.  This  45  hour 
course  which  will  be  offered  over  six  days 
includes  the  evaluation  and  treatment  of 
urgent  and  life  threatening  conditions  with 
an  in-depth  review  of  emergency  medicine. 
Dr.  Robert  Farquharson  is  course  director. 
The  instructors  will  emphasize  practical 
approaches  to  the  management  of  condi- 
tions that  must  be  identified  immediately, 
treatment  in  the  Emergency  Department  for 
those  conditions  requiring  hospitalization 
and  outpatient  treatment  and  evaluation  for 
non-emergency  conditions.  Pre  and  post- 
tests will  be  given  as  well  as  daily  national 
board  type  exams,  for  those  registrants 
preparing  for  Emergency  Medicine  Boards. 
The  registration  fee  is  $475. 

ADVANCED  TRAUMA  LIFE  SUPPORT 
(ATLS)  — October  3 & 4,  1983;  November 
3 & 4,  1983;  March  15  & 16,  1984  and  May 
21  & 22,  1984,  these  courses  will  be  held 
at  the  Center  for  Continuing  Education, 
University  of  Nebraska  Medical  Center, 
42nd  and  Dewey  Avenue,  Omaha,  Nebraska 
68105.  These  courses  have  been  approved 
for  credit  for  AAFP  — 16.0  hours,  AMA  — 
16.0  hours,  and  ACEP  — 15.0  hours.  The 
registration  fee  for  the  course  is  $375.00. 

EXERCISE  TESTING  AND  TRAINING  OF 
PULMONARY  DISEASE  PATIENTS  - 
October  6-7,  1983.  This  symposium  will 


focus  on  state-of-the-art  information  regard- 
ing physiologic  responses  to  exercise  and 
exercise  training  in  patients  with  pulmonary 
disease.  Workshops  will  offer  demonstrations 
of  exercise  tolerance  testing,  discussion  of 
exercise  training  and  case  studies  of  im- 
pairment/disability in  patients  with  various 
pulmonary  disorders.  The  symposium  di- 
rector is  William  Bell,  Ph.D.  Course  faculty 
include  Dr.  Louis  Burgher,  Dr.  Lon  Keim, 
Dr.  Stephen  Smith  and  Dr.  Irving  Kass,  from 
the  Division  of  Pulmonary  Medicine,  Uni- 
versity of  Nebraska  Medical  Center.  Regis- 
tration fee  is  $120.00. 

PEDIATRIC  INTENSIVE  CARE  — October 
27-28,  1983.  This  two-day  seminar  for 
physicians,  nurses  and  allied  health  per- 
sonnel is  designed  to  provide  up-to-date 
information  concerning  the  acute  care  of  the 
critically-ill  pediatric  patient.  There  will  be 
general  presentations  as  well  as  small  group 
sessions.  Topics  to  be  included  are:  high 
frequency  ventilation,  drugs  used  in  the 
treatment  of  heart  failure  and  circulatory 
shock,  management  of  head  and  spinal  cord 
injuries,  current  surgical  interventions 
in  repair  of  congenital  heart  defects.  Course 
chairman  is  Dr.  Philip  Hofschire.  Registra- 
tion fee  $100.00 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Cocktail  Reception  in  Miami  Beach, 
Florida  — Tuesday,  October  1 1,  1983,  5:30- 
7:00  p.m.,  Lafayette  Room  of  the  Fontaine- 
bleau Hilton  Hotel;  in  conjunction  with  the 
American  Academy  of  Family  Physicians 
meeting.  All  alumni,  spouses,  friends  and 
faculty  are  cordially  invited.  Cash  bar. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Centennial  Reception  in  Omaha 
— Monday,  October  31,  1983,  6:00-7:30 
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p.m..  Red  Lion  Inn  Ballroom;  in  conjunction 
with  the  Omaha  Mid-West  Clinical  Society 
Postgraduate  Assembly.  Cash  bar.  All 
alumni,  spouses,  faculty  and  friends  are 
cordially  invited.  Followed  by  “Oldest 
Alumni”  Dinner  at  the  Red  Lion  Inn, 
Nebraska  and  Iowa  Rooms,  at  7:45  p.m. 
Class  reunions  will  be  held  in  Omaha  on 
October  29  and  30,  and  November  1. 


CREIGHTON  UNIVERSITY 

ALCOHOLISM  — A DISEASE?  October  2, 
1983,  Ahmanson  Law  Center,  Creighton 
University.  Faculty  for  this  one-day  course 
include  Joe  Takamine,  M.D.,  Chairman  of 
the  AMA  Committee  on  Alcoholism,  Cali- 
fornia; Stanley  Gitlow,  M.D.,  Mount  Sinai 
Hospital,  New  York  City;  David  Knott, 
M.D.,  Medical  Director,  Alcohol  and  Drugs 
Dependence  Clinic,  Memphis;  and  David 
Ohlms,  M.D.,  Director,  Hyland  Treatment 
Center,  St.  Louis.  Program  sponsors  are  the 
Douglas  County  Chapter  of  MADD,  Omaha 
Ai’ea  Council  on  Alcoholism,  Creighton 
University  School  of  Medicine. 

LASERS  IN  OPHTHALMOLOGY  — Octo- 
ber 12,  1983.  This  one-day  course  will 
provide  the  practicing  ophthalmologist  with 
the  practical  clinical  applications  of  laser 
therapy.  Emphasis  will  be  on  laser  treatment 
of  glaucoma,  retinal  disease,  and  laser 
applications  in  cataract  surgery.  Lecturers 
are  James  G.  Dobbie,  M.D.,  Northwestern 
University  School  of  Medicine;  Alan  L. 
Robin,  M.D.,  Johns  Hopkins  University 
School  of  Medicine;  Steven  P.  Shearing, 
M.D.,  University  of  Nevada  School  of 
Medicine;  Jacob  T.  Wilensky,  M.D.,  Univer- 
sity of  Illinois  College  of  Medicine  at 
Chicago.  The  course  will  be  held  at  the 
Omaha  Marriott  Hotel  and  various  laser 
models  will  be  available  for  demonstration. 
Ira  A.  Priluck,  M.D.,  Chief,  Division  of 
Ophthalmology,  Creighton  University  is 
course  director. 


CREIGHTON  MEDICAL  ALUMNI  DINNER, 
Sunday,  October  30,  1983  at  the  Red  Lion 
Inn.  Cocktails  (cash  bar)  begin  at  6:30  p.m. 


with  dinner  served  at  7:30  p.m.  Reservations 
should  be  made  in  advance  through  the 
Medical  Dean’s  Office  (Telephone:  (402) 
280-2600),  California  at  24th  Street,  Omaha, 
NE  68178.  Tickets  are  $19.00  per  person. 

THE  USE  OF  MICROSURGERY  IN 
TREATING  DISEASE  IN  THE  FEMALE 
PELVIS,  November  12,  1983.  Boys  Town 
Institute  Auditorium,  Saint  Joseph  Hospital, 
Omaha,  Nebraska.  The  guest  faculty  for  this 
program  is  Dr.  Hugo  Verhoeven  from  the 
University  of  Dusseldorf,  Germany.  Course 
Director  is  Thomas  S.  Pruse,  M.D.,  Creighton 
University  School  of  Medicine. 

* * * 

GOOD  SAMARITAN  HOSPITALS  UPDATE 
ON  PERINATAL  CARE  — 1983.  Septem- 
ber 7,  1983  at  the  Ramada  Inn,  Kearney, 
Nebraska.  The  physician’s  session  will  be 
from  5:30  p.m.  - 10:00  p.m.  There  will  be 
a session  for  nurses  from  8:30  a.m.  - 4:30 
p.m.  For  further  information  contact  Mary 
Daake,  Director,  Educational  Services,  Good 
Samaritan  Hospital,  Kearney,  NE  68847; 
(308)  236-4633. 

COMPREHENSIVE  CARE  OF  THE  BURN 
PATIENT — September  16-17, 1983,  Hyatt 
Regency  Hotel,  Kansas  City,  Missouri. 
Sponsors:  American  Burn  Association,  Saint 
Elizabeth  Community  Health  Center.  Con- 
tact: Robert  W.  Gillespie,  M.D.,  St.  Elizabeth 
Community  Health  Center,  555  South  70th, 
Lincoln,  NE  68510.  CME  Credits:  24  hours 
of  credit  in  Category  I.  Credit  through  the 
Lincoln  Medical  Education  Foundation. 
CEU:  Approval  requested  from  ANA  through 
Nebraska  Nurses  Association.  Registration 
Fee:  Physicians  $225.00  (U.S.),  Residents 
$125.00,  Nurses/Allied  Professionals 
$125.00. 


AN  NIH  CONSENSUS  DEVELOPMENT 
CONFERENCE  ON  THE  TREATMENT 
OF  HYPERTRIGLYCERIDEMIA  — 
September  27-29,  1983,  Masur  Auditorium, 
Warren  Grant  Magnuson  Clinical  Center, 
National  Institutes  of  Health,  Bethesda, 
Maryland.  Sponsored  by  the  National  Heart, 
Lung,  and  Blood  Institute  and  the  NIH 
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Office  for  Medical  Applications  of  Research. 
To  register,  contact  Mr.  Peter  Murphy, 
Prospect  Associates,  2115  East  Jefferson 
Street,  Suite  401,  Rockville,  Maryland 
20852;  telephone  (301)  468-6555. 

HOWARD  B.  HUNT  CANCER  SEMINAR  — 
“Malignant  Lymphomas  - Current  Con- 
cepts” Reserve  Friday  and  Saturday,  Sep- 
tember 30  and  October  1,  1983,  to  attend 
the  Nebraska  Methodist  Hospital’s  1983 
Howard  B.  Hunt  Cancer  Seminar  “Malignant 
Lymphomas  - Current  Concepts”  at  the 
Nebraska  Methodist  Hospital,  Omaha. 
Featuring  these  nationally-known  oncolo- 
gists: Stephen  Carter,  M.D.,  Bristol 

Laboratories,  New  York  City;  Peter  Mauch, 
M.D.,  Harvard  Medical  School,  Boston; 
Constan  W.  Berard,  M.D.,  St.  Jude’s  Child- 
ren’s Hospital,  Memphis,  Tennessee. 


PEDIATRIC  CRITICAL  CARE  UPDATE  - 
1983  — October  27-28,  1983.  This  two-day 
seminar  for  physicians,  nurses  and  allied 
health  personnel  is  designed  to  provide  up- 
to-date  information  concerning  the  acute 
care  of  the  critically-ill  pediatric  patient. 
There  will  be  general  presentations  as  well 
as  small  group  sessions.  Topics  to  be 
included  are:  high  frequency  ventilation, 
drugs  used  in  the  treatment  of  heart  failure 
and  circulatory  shock,  management  of  head 
and  spinal  cord  injuries,  current  surgical 
interventions  in  repair  of  congenital  heart 
defects.  Course  chairman  is  Dr.  Philip 
Hofschire.  Registration  fee  $100.00. 

30TH  ANNUAL  FAMILY  PRACTICE  RE- 
VIEW — October  24-29, 1983  and  February 
20-25,  1984.  Denison  Auditorium,  Univer- 


sity of  Colorado  School  of  Medicine,  Denver, 
Colorado.  Hours:  40  Category  I AMA  hours, 
40  prescribed  AAFP  credit  hours.  Contact: 
The  Office  of  Postgraduate  Medical  Educa- 
tion, The  University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Box  C- 
295,  Denver,  Colorado  80262,  phone  (303) 
394-5241. 


5 1ST  ANNUAL  POSTGRADUATE  AS- 
SEMBLY — Omaha  Mid-West  Clinical 
Society,  Oct.  31,  Nov.  1 and  2,  1983,  The 
Red  Lion  Inn,  Omaha,  Nebraska.  For  in- 
formation, contact:  Miss  Lorraine  E.  Seibel, 
Executive  Secretary,  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  Street,  #210- 
A,  Omaha,  Nebraska  68114. 


In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 


William  A.  Albano,  M.D.  (Bom  August  6, 1945, 
died  July  7,  1983)  — Medical  Specialty  — 
Surgical  Oncology.  Doctor  Albano  was  a 
graduate  of  Creighton  University  School  of 
Medicine  in  1971.  He  was  a member  of  the 
Nebraska  Medical  Association.  Survivors 
include  his  wife,  Mary  Jo;  sons,  William, 
Robert  and  Andrew;  daughter  Michelle;  and 
parents,  Mr.  and  Mrs.  Alexander  Albano, 
Brickhouse,  N.J. 


Welcome  New  Members 


Thomas  O.  Paulson,  M.D. 
2112  W.  Faidley 
Grand  Island,  NE  68801 


Charles  R.  Adams,  M.D. 
109  No.  15th 
Norfolk,  NE  68701 
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WashingtoN otes 


(Continued  from  page  14A) 

by  reverting  to  the  prevailing  charge  limits  in 
effect  for  the  program  prior  to  the  annual 
update  that  took  place  July  1,  1983.  They 
would  be  held  at  that  level  from  October  1 
until  July  1,  1984.  Because  the  measure  would 
limit  only  prevailing  fees,  it  is  less  restrictive 
than  the  Reagan  Administration  proposal  to 
limit  both  prevailing  and  customary  fees. 
Physician  reimbursement  savings  in  the  Fi- 
nance proposal  are  estimated  at  $1,375  million 
over  the  next  three  years. 

Another  $359  million  in  savings  would  come 
from  increasing  Part  B premiums  each  year  so 
that  they  always  would  cover  25%  of  the  cost  of 
the  medical  services  reimbursed  under  that 
part  of  Medicare.  A temporary  provision 
setting  premiums  at  25%  of  program  costs  is 
scheduled  to  end  December  31,  1984. 

The  combined  savings  from  the  two  pro- 
posals would  finance  a two-year,  $1.8  billion 
health  plan  for  the  unemployed.  States  would 
be  required  to  put  up  matching  funds  and  to 
means  test  eligibility.  Benefits  could  not  be 
provided  to  any  family  with  an  income  greater 
than  the  state’s  median  income  for  similarly 
sized  families.  The  state  could  collect  up  to  8% 
of  the  jobless  worker’s  unemployment  check  to 
help  pay  for  benefits. 

Meanwhile,  repeated  postponements  of  HIU 
deliberations  on  the  House  floor  have  led  to 
speculation  that  support  for  the  measure  may 
be  cooling. 

The  issue  is  to  be  brought  to  the  floor  under 
a rule  that  would  first  bring  up  the  House 
Commerce  Committee’s  three-year,  $6.8  bil- 
lion entitlement  plan  but  would  then  substitute 
a two-year,  $4  billion  block  grant  measure 
endorsed  by  the  Ways  and  Means  Committee. 

Only  three  amendments  would  be  permitted 
under  the  rule.  Two  deal  with  abortion.  One 
would  require  an  assets  test  for  those  receiving 
HIU  benefits.  No  other  substitutes,  such  as  a 
less  costly  plan  pushed  by  Rep.  Thomas  Tauke 
(R-IA),  would  be  permitted. 

The  AMA  has  written  House  members 
urging  defeat  of  the  current  rule  because  it  is 
“excessively  restrictive.” 


Stockman  Hits  Hospice  Benefits 

A new  wrinkle  has  developed  in  the  con- 
tinuing controversy  over  a new  Medicare 
hospice  benefit  scheduled  to  take  effect 
November  1. 

0MB  Director  David  Stockman  wants  to  set 
“eligibility”  standards  that  would  limit  the 
number  of  hospice  patients  to  just  over  30,000 
in  the  first  year,  rising  to  about  40,000  over  the 
next  two  years.  Only  currently  existing 
hospices  could  participate  in  Medicare  initially. 
He  argues  that  otherwise,  rather  than  saving 
money  as  intended,  the  hospice  benefit  will 
cost  $350  million  to  $800  million  over  the  next 
three  years. 

Stockman  also  wants  to  keep  the  cap  on 
total  expenditures  per  hospice  patient  at  less 
than  the  $6,500  Congress  thought  it  was 
enacting.  The  cap  became  an  issue  earlier 
when  HCFA  said  that  using  the  methodology 
called  for  in  the  law,  it  came  up  with  a cap  of 
$4,332.  Stockman  wants  the  cap  to  remain  at 
that  level. 

HHS  Secretary  Margaret  Heckler,  who 
sponsored  the  bill  creating  hospice  coverage 
while  she  was  in  Congress,  agreed  with  House 
Ways  and  Means  Committee  members  to  a 
provision  to  raise  the  cap  to  the  $6,500  level. 
Ways  and  Means  and  the  Senate  Finance 
Committee  attached  provisions  to  do  that  to  a 
bill  providing  health  insurance  for  the  un- 
employed. The  provisions  could,  however,  fall 
victim  to  a Presidential  veto  of  the  health  plan 
for  the  unemployed. 

Meanwhile,  the  National  Hospice  Organiza- 
tion says  Heckler  has  discussed  the  regulations 
with  them  and  made  some  desirable  revisions. 
Rates  of  payment  for  hospices  have  been 
increased,  for  instance,  though  NHO  repre- 
sentatives say  they  are  still  inadequate. 

NHO  President  Don  Gaetz  said  the  organi- 
zation also  has  concerns  over  some  clinical 
issues  that  have  been  largely  ignored  in  the 
flap  about  the  rates.  For  instance,  Gaetz  said 
NHO  wants  the  department  to  upgrade  the 
staffing  requirements  for  inpatient  facilities 
and  to  put  some  teeth  in  a provision  assuring 


September  1983  Nebraska  Medical  Journal  311 


the  continued  involvement  in  the  case  of  the 
patient’s  attending  physician. 

The  hospice  regulations  were  to  have  been 
published  in  March  but  have  been  held  up  by 
the  ongoing  controversy.  Now  some  critics 
think  the  delay  is  deliberate  and  that  the 
regulations,  which  by  law  are  to  be  out  in  final 
form  September  1,  will  be  issued  as  an  interim 
final  regulation,  making  changes  unlikely. 
Another  possibility  that  worries  hospice  sup- 
porters is  that  the  November  1 date  the  benefit 
is  to  take  effect  will  be  postponed  — an 
outcome  Gaetz  said  would  prompt  legal  action 
from  NHO. 

Medicare  Index  Increased  July  1 

The  index  governing  increases  in  Medicare’s 
“reasonable”  charge  limits  for  physicians 
increased  by  5.85%  effective  July  1. 

The  Health  Care  Financing  Administration 
estimates  that  unless  it  is  repealed,  the  new 
index,  published  in  the  July  1 Federal  Register, 
will  increase  Medicare  payments  to  physicians 
by  about  $270  million  over  the  year  it  remains 
in  effect. 

The  Reagan  Administration  had  requested 
that  the  index  be  frozen  and  the  Senate 
Finance  Committee  has  voted  to  roll  back  the 
index  to  the  pre-July  1 level. 

Pacemaker  Legislation  Imperils 
Prospective  Pricing 

Recently-introduced  legislation  to  reduce 
Medicare  payments  for  cardiac  pacemaker 
implantations  could  politicize  Medicare’s 
prospective  pricing  system  before  it  even  gets 
off  the  ground,  according  to  critics  who  include 
Medicare  officials,  hospitals  and  physicians. 

The  legislation,  introduced  July  14  by  Sen. 
John  Heinz  (R-PA)  and  Rep.  Ron  Wyden  (D- 
OR),  would  reduce  payments  for  cardiac 
pacemaker  implantation  to  both  physicians 
and  hospitals.  The  hospital  reductions  would 
be  achieved  by  lowering  the  rates  for  pace- 
maker implantation  in  the  new  diagnosis 
related  groups  (DRGs)  payment  system 
Medicare  will  begin  phasing  in  October  1. 

DRG  rates  have  not  been  established  yet, 
and  the  American  Medical  Association  and  the 
American  Hospital  Association,  among  others, 
have  claimed  that  lowering  the  pacemaker 


DRG  rates  before  they  are  even  settled  on  is 
“premature.” 

AMA,  AHA  and  others  fear  that  the 
pacemaker  legislation,  which  its  sponsors  say 
could  save  $200  million  in  fiscal  1984,  could  be 
tied  to  the  Congressional  budget  action  and 
move  rapidly  through  Congress  without  ade- 
quate debate.  To  stave  off  that  possibility,  a 
number  of  the  groups  — including  AMA,  AHA, 
the  Health  Industry  Manufacturers  Associa- 
tion, the  American  College  of  Cardiologists, 
and  the  Federation  of  American  Hospitals  — 
have  sent  letters  to  Congress  urging  that  the 
pacemaker  bill  not  be  enacted  too  hastily. 

Specifically,  the  Heinz  and  Wyden  proposal 
would  reduce  the  two  DRGs  associated  with 
cardiac  implantation  by  15%  and  the  two 
associated  with  reimplantation  by  30%.  Sur- 
gical fees  would  be  reduced  by  25%,  but 
Medicare  would  pay  100%  of  the  allowable 
charge,  thus  eliminating  the  current  20% 
patient  coinsurance  for  the  procedure. 

Called  the  Medicare  Pacemaker  Reform 
and  Patient  Protection  Act,  the  measure 
would  also  reduce  the  frequency  of  pacemaker 
monitoring.  Current  provisions,  which  are 
under  review  by  the  Health  Care  Financing 
Administration,  permit  about  12  transtele- 
phonic  monitoring  sessions  and  from  four  to 
eight  office  visits  per  patient  per  year.  Heinz 
and  Wyden  propose  to  reduce  the  monitoring 
frequency  by  50%  and  reimbursement  levels 
for  transtelephonic  monitoring  by  25%. 

They  are  also  calling  for  the  establishment 
of  a national  pacemaker  registry  under  the 
auspices  of  the  FDA.  FDA  ran  a demonstration 
of  this  concept  for  several  years  but  dropped  it 
for  lack  of  funding.  Estimated  annual  cost  of 
the  registry  is  $1  million  a year. 

Wyden  and  Heinz  are  pushing  theh  measures 
as  an  alternative  to  the  administration’s 
proposals  to  reduce  Medicare  spending.  Con- 
gressional health  committees  have  until  late 
September  to  recommend  some  $400  million 
in  Medicare  cuts  called  for  in  Congress’  fiscal 
1984  budget  resolution.  Preliminai’y  discus- 
sion in  both  the  Senate  Finance  Committee, 
where  Heinz  is  a member,  and  House  Com- 
merce health  subcommittee,  where  Wyden 
serves,  generated  some  interest  in  the  pace- 
maker limits,  though  both  panels  are  awaiting  a 
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Congressional  Budget  Office  review  of  the 
legislation. 

In  discussions  before  the  Commerce  health 
subcommitee,  Heinz  and  Wyden  claimed  that 
no  further  study  of  their  proposal  is  needed. 
They  say  it  is  substantiated  by  the  findings  of  a 
Senate  Committee  on  Aging  investigation 
about  a year  ago  that  concluded  that  “hun- 
dreds of  millions  of  Medicare  dollars  are  being 
wasted”  in  the  $2  billion-a-year  pacemaker 
industry. 

This  year,  Heinz  and  Wyden  estimate  that 
about  150,000  Americans  will  have  a pace- 
maker implanted.  About  80%  of  these  will  be 
Medicare  beneficiaries.  About  30%  will  be 
receiving  a pacemaker  that  replaces  an  earlier 
one.  Rarely,  will  Medicare  collect  on  war- 
ranties covering  some  of  the  replaced  pace- 
makers, they  say. 

The  two  legislators  also  contend  that  the 
reductions  they  propose  are  justified  because: 
hospitals  pay  $3,000  to  $5,000  for  pacemakers 
which  cost  only  $600  to  $900  to  manufacture; 
the  Veterans  Administration  (V.A.)  pays  about 
17%  less  per  pacemaker  than  Medicare; 
surgical  fees  range  from  $750  to  $2,500  and 
are  based  on  earlier,  riskier  implant  operations. 

The  Reagan  Administration  does  not  sup- 
port the  Heinz  and  Wyden  proposal,  however, 
and  HCFA  Administrator  Carolyne  Davis, 
PhD,  told  the  Commerce  Subcommittee  the 
legislation  is  unnecessary  because  the  DRG 
system  itself  will  give  hospitals  an  incentive  to 
hold  down  pacemaker  prices. 

Davis  added  that  the  proposed  reductions 
would  limit  access  to  pacemakers  for  some 
patients  and  “unfairly  penalize”  hospitals  that 
have  held  down  pacemaker  costs.  A HCFA 
task  force  on  pacemaker  reimbursement  con- 
cluded that  the  V.A.  pays  less  for  pacemakers 
than  Medicare  because  the  V.A.  purchases  and 
warehouses  the  devices  — something  Medi- 
care doesn’t  want  to  do  for  its  larger  bene- 
ficiary population,  she  reported. 

Meanwhile,  Congress  has  been  hearing  from 
the  health  industry. 

American  Medical  Association  Executive 
Vice  President  James  H.  Sammons,  M.D.,  in  a 
letter  to  Senate  Finance  Committee  Chairman 
Robert  Dole  (R-KS)  said  the  Heinz  and  Wyden 
provisions  are  “of  major  concern  because  of 


their  impact  on  the  availability  and  quality  of 
care  for  Medicare  beneficiaries  in  need  of 
pacemakers,  and  because  of  the  precedent 
they  would  establish  for  redefining  the  practice 
of  medicine  through  the  Medicare  law.” 

“The  regulations  establishing  the  new 
system  have  not  even  been  published  for 
public  comment,”  the  letter  continued.  “We  do 
not  believe,  therefore,  that  it  would  be  well 
advised  to  start  manipulating  the  system 
before  it  has  even  been  structured.” 

The  letter  also  said  the  reductions  in 
reimbursement  to  surgeons  improperly  as- 
sumes that  “all  surgeons  implanting  pace- 
makers base  their  fees  on  more  expensive 
medical  technologies  no  longer  utilized.”  And 
it  warned  that  reduced  payments  to  surgeons 
could  lead  to  a “significant  reduction  in  the 
rate  of  assignment  for  this  procedure.”  The 
AMA  supported  the  concept  of  a National 
Pacemaker  Registry. 

In  a similar  vein,  the  American  College  of 
Cardiologists  wrote  several  Congressmen  that 
the  legislation  assumes  that  “less  costly 
pacemakers  will  be  as  effective  as  the  more 
expensive  models  and  that  current  monitoring 
is  excessive.  The  medical  validity  of  the 
assumptions  has  not  been  determined.”  said 
the  ACC  which  along  with  the  American  Heart 
Association  is  developing  guidelines  on  pace- 
makers implants. 

The  American  Hospital  Association  urged 
Congress  to  “wait  until  Eifter  the  DRG  prices  are 
published  and  evaluated  before  considering 
any  change  in  payment  rate.” 

HIMA  complained  that  “the  proposal” 
reaches  far  beyond  pacemakers.  It  assaults  the 
integrity  of  the  Medicare  prospective  payment 
system.” 

‘Emergency’  Centers  Claim  AMA  Foul 

An  organization  that  represents  about  a 
quarter  of  the  nation’s  800  or  so  freestanding 
emergency  medical  care  centers  has  asked  the 
Federal  Trade  Commission  (FTC)  to  force  the 
American  Medical  Association  to  rescind  or 
modify  its  guidelines  for  the  operation  of  the 
emergency  centers. 

The  Dallas-based  National  Association  of 
Freestanding  Emergency  Centers  (NAFEC) 
on  July  13  filed  a complaint  asking  for  an  FTC 
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investigation  of  the  guidelines,  alleging  that 
they  violate  antitrust  law. 

The  guidelines  were  part  of  an  AMA  Board 
of  Trustees  report  that  was  amended  and 
approved  in  June  by  the  House  of  Delegates. 
The  House  had  called  for  the  development  of 
operational  criteria  for  the  rapidly-growing 
freestanding  emergency  centers  at  its  Interim 
1982  meeting. 

John  J.  Coury,  M.D.,  Chairman  of  the  AMA 
Board,  immediatley  denied  the  allegations  in 
the  complaint: 

“The  guidelines  approved  by  our  House  of 
Delegates  last  month  were  just  that  — 
guidelines,”  he  said.  “The  AMA  House  of 
Delegates  does  not  issue  mandatory  regula- 
tions, and  the  guidelines  it  adopted  do  not  in 
any  way  constitute  restraint  of  trade.” 

Dr.  Coury  also  pointed  out  that  ethical 
standards  approved  by  the  House  state  clearly 
that  “in  matters  strictly  of  a policy  nature,  a 
physician  who  disagrees  with  the  position  of 
the  American  Medical  Association  is  entitled 
to  the  freedom  and  protection  of  his  point  of 
view.” 

The  “operational  criteria”  the  report  sug- 
gests to  identify  those  centers  which  “can  truly 
offer  a full  range  of  emergency  medical 
services”  deal  with  hours,  staffing,  equipment 
and  referral  arrangements  of  the  center. 

In  its  complaint  NAFEC,  which  prefers 
guidelines  it  has  developed  for  its  members, 
claimed  the  AMA  guidelines  are  “overbroad” 
and  would  make  freestanding  emergency 
centers  the  “equivalent  of  acute  trauma 
centers.”  The  complaint  also  charges  that 
“because  the  AMA  wields  tremendous  politi- 
cal influence,  the  guidelines  constitute  un- 
reasonable restraint  of  trade  and  will  impede 
the  growth  of  FECs  and  deny  the  public  cost- 
effective  care.” 

The  NAFEC  disagrees  particularly  with 
AMA  criteria  requiring  the  centers  calling 
themselves  freestanding  “emergency”  care 
centers:  to  stay  open  24  hours  a day,  seven 
days  a week;  to  include  registered  professional 
nurses  on  their  staffs;  to  meet  certain  equip- 
ment requirements,  including  on-the-premises 
lab  capability  and  two  monitor  defibrillators; 
and  make  emergency  medical  services  avail- 
able regardless  of  the  patient’s  ability  to  pay. 


In  contrast,  the  NAFEC  guidelines  call  for 
the  facility  to  remain  open  at  least  70  hours 
seven  days  a week;  maintain  “appropriate” 
nursing  and  ancillary  staff;  maintain  some 
emergency  equipment,  not  including  on-the- 
premises  lab  services;  provide  free  care  only  in 
life-threatening  situations. 

The  NAFEC  complaint  was  announced  at  a 
Washington  press  conference  by  NAFEC 
President  Drennon  Stringer,  M.D.,  a Dallas 
physician  who  has  just  opened  his  third 
emergency  center.  Dr.  Stringer  said  NAFEC 
objects  to  the  AMA  criteria  because  they  are 
more  stringent  than  those  of  the  American 
College  of  Emergency  Physicians  and  than 
those  that  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  applies  to  some  classes  of 
hospitals.  NAFEC  is  working  with  the  Am- 
bulatory Accreditation  Association  for  Health 
Care  to  develop  its  own  accreditation  program 
for  freestanding  emergency  centers. 

Stringer  accused  the  AMA  of  trying  to  bring 
“undue  economic  hardship  on  the  freestanding 
centers  by  “raising  our  operating  costs  and 
destroying  our  competitive  edge.”  He  added 
that  AMA’s  fears  of  patient  misunderstanding 
of  the  use  of  the  term  “emergency”  by  the 
clinics  are  unfounded.  Only  2%  of  the  free- 
standing emergency  clinics’  patients  have  life- 
threatening  conditions,  he  claimed. 

At  least  four  states  have  attempted  recently 
to  regulate  the  freestanding  centers  and 
NAFEC  has  opposed  final  regulations  in  all 
the  states.  Stringer  said  NAFEC  fears  the 
“AMA  pronouncement”  on  freestanding  emer- 
gency care  will  be  a “green  light”  for  other 
regulation. 

The  NAFEC  complaint  was  filed  with  FTC 
Commissioner  James  Miller  and  the  Bureau  of 
Economics.  FTC  is  under  no  obligation  to  act 
on  the  complaint. 

Limits  Called  for  on  Medicare 
Patient  Payments 

A Medicare  advisory  panel  wants  to  limit  to 
about  $900  a year  the  share  of  Medicare- 
covered  hospital  and  physician  bills  paid  by 
Medicare  patients. 

Medicare  premiums  would  increase  to  about 
$420  a year,  but  beneficiaries  would  no  longer 
need  to  buy  private  insurance  to  supplement 
their  Medicare,  the  panel  believes. 
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The  new  plan,  approved  by  the  Social 
Security  Advisory  Council,  would  establish 
new  limits  for  both  medical  (Part  B)  and 
hospital  (Part  A)  services  for  beneficiaries  who 
agree  to  increases  of  about  $250  a year  in  what 
they  now  pay  for  part  B.  Beneficiaries  who 
couldn’t  or  wouldn’t  pay  the  increased  pre- 
mium would  have  to  forego  Part  B coverage 
and  would  have  new  hospital  cost-sharing 
exceeding  what  most  beneficiaries  now  pay. 

The  Council  has  asked  its  staff  to  come  up 
with  a proposal  for  aiding  those  for  whom  the 
new  premium  would  be  a hardship,  however, 
and  some  members  are  beginning  to  raise 
other  questions  about  the  plan. 

The  Council,  chaired  by  former  Indiana  Gov. 
Otis  Bowen,  is  appointed  every  four  years  to 
look  at  the  Social  Security  program.  This  year 
it  was  instructed  to  focus  on  Medicare.  Its 
recommendations  were  due  by  July  1,  but  the 
Council  has  been  granted  a three-month 
extension. 

All  the  Council’s  recommendations  are 
subject  to  further  revision  and  some,  such  as 
the  new  copayment  structure  and  changes  in 
the  physician  claims  assignment  process,  are 
still  being  fleshed  out.  Their  implementation 
would  require  legislative  action  that  is  not 
considered  likely  in  this  Congress. 

Medicare  Physician  Fee  Freeze 

Despite  the  concerns  of  the  American 
Medical  Association  and  fears  that  Medicare 
patients  may  be  hurt  in  the  process.  Congress 
is  seriously  considering  a Reagan  Administra- 
tion proposal  to  freeze  Medicare  payments  to 
physicians. 

The  powerful  Senate  Finance  Committee 
has  already  approved  a more  limited  version  of 
the  proposal  and  a House  Commerce  health 
Subcommittee  has  hinted  that  it  might  move  in 
the  same  direction  if  it  could  find  some  way  to 
assure  that  physicians  wouldn’t  simply  bill 
their  patients  for  fee  increases  not  picked  up 
by  Medicare. 

Under  the  original  proposal,  the  economic 
index  that  governs  increases  in  the  maximum 
payments  Medicare  will  made  for  a patricular 
service  would  have  been  frozen  for  a year  at 
the  1982/83  level.  However,  the  index  is 
updated  on  July  1 each  year  and  rose  on 


schedule  this  year  by  5.85%.  Any  Congres- 
sional action  now  will  have  to  roll  the  index 
back  to  its  82/83  level. 

The  freeze  on  physician  fees  is  tempting  to 
Congressional  committees  charged  with  re- 
ducing Medicare  expenditures  because  it  is 
estimated  to  save  $700  million  in  1984  — more 
than  enough  to  meet  the  Congressional  budget 
resolution’s  mandate  that  Medicare  expendi- 
tures be  reduced  by  $400  million  in  1984. 
However,  the  budgetmakers  also  say  Medicare 
savings  should  not  come  from  increased  costs 
to  patients.  It  is  the  fear  that  the  freeze  on 
payments  to  physicians  may  lead  to  cost 
increases  for  patients  that  raises  questions 
about  its  approval. 

The  Finance  Committee  avoided  the  ques- 
tions raised  in  the  budget  resolution  directive 
by  adopting  its  curbs  on  Medicare  payments  to 
physicians  as  a financing  mechanism  for  a 
health  plan  for  the  unemployed  instead  of  as  a 
budget  proposal.  Several  Finance  members 
objected  to  the  tactic  but  Finance  Chairman 
Robert  Dole  (R-KS)  reportedly  wanted  to 
expose  the  paradox  of  creating  a new  benefit 
program  for  one  class  of  Americans  while 
Congress  is  engaged  in  cutting  benefits  to 
another  group. 

The  Finance  plan  also  contains  a significant 
modification.  Whereas  the  Administration’s 
proposal  would  have  applied  to  both  the 
“customary”  and  “prevailing”  fee  limits,  the 
Finance  proposal  would  freeze  only  the  “pre- 
vailing” fee  limits.  The  practical  effect  of  that 
change  is  to  limit  the  freeze  only  to  physicians 
charging  Medicare’s  maximum  limits  rather 
than  to  all  physician  fees.  As  a result.  Finance 
estimates  savings  from  the  proposal  at  only 
$325  million  in  FY  84  and  about  $1.5  billion 
over  the  following  two  years.  The  remainder  of 
the  $1.8  billion  required  to  finance  the  health 
plan  for  the  unemployed  would  come  from 
increases  in  the  Medicare  Part  B premiums. 

The  House  Commerce  Health  Subcommit- 
tee is  also  looking  at  limits  on  Medicare 
payments  to  physicians.  However,  unlike 
Finance,  the  Commerce  panel  is  considering 
the  proposal  only  as  part  of  its  budget  package. 

Commerce  subcommittee  Chairman  Rep. 
Henry  Waxman  (D-CA)  said  he  believes  it  “is 
only  natural  that  consideration  should  be  given 
to  controls  on  payments  to  physicians  — a 
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group  which  has  so  far  largely  avoided  any 
sacrifices  in  the  effort  to  reduce  the  federal 
deficit.”  But  he  added  that  although  changes 
are  needed  in  Medicare’s  physican  reim- 
bursement policies,  the  limits  proposed  by  the 
Administration  “are  really  no  more  than  back- 
door increases  in  costs  to  the  elderly. 

During  a day  long  hearing  July  18,  Waxman 
and  other  subcommittee  members  repeatedly 
asked  witnesses  whether  the  freeze  on  Medi- 
care payments  to  physicians  would  result  in 
increased  costs  to  Medicare  patients. 

Health  Care  Financing  Administration  head 
Carolyne  Davis,  PhD,  defended  the  freeze  on 
grounds  that  Medicare  physicians  expendi- 
tures “have  been  increasing  by  highly  in- 
flationary rates.  In  1982,  they  increased  21% 
to  more  than  $13  billion,  and  they  are  expected 
to  rise  another  19%  in  1983.” 

Davis  also  maintained  that  freezing  pay- 
ments to  physicians  would  probably  have  only 
a “minimal”  impact  on  patients’  costs.  The 
HCFA  administrator  also  noted  that  the 
American  Society  of  Internal  Medicine  has 
agreed  to  go  along  with  a one-year  freeze  and 
that  the  average  physician  salary  was  $86,000 
in  1981.  Medicare  assignment  rates  have  been 
growing  as  competition  heats  up  among 
physicians,  she  told  the  subcommittee,  so  “I 
don’t  think  physicians  necessarily  will  raise 
their  fees.” 

Jerald  Schenken,  M.D.,  Vice  Chairman  of 
the  American  Medical  Association’s  Council 
on  Legislation,  disagreed.  “The  AMA  believes 
it  is  inappropriate  for  the  government  to  freeze 
professional  payments  under  Medicare  while 
at  the  same  time  allowing  payments  to  “other 
suppliers  of  goods  and  services  to  “continue 
without  a similar  freeze,”  the  Omaha  patholo- 
gist asserted. 

Furthermore,  he  observed,  the  freeze  could 
be  a “disincentive  to  physician  acceptance  of 
Medicare.”  In  1982,  54.2%  of  total  charges  to 
Medicare  patients  and  52.8%  of  all  Medicare 
claims  were  assigned,  with  physicians  identify- 
ing inadequate  Medicare  reimbursement 
levels  as  a primary  reason  for  not  taking 
assignment.  By  increasing  the  “disparity” 
between  what  Medicare  pays  and  what  other 
patients  are  charged,  the  freeze  could  lead  to 
changes  in  assignment  rates  and  “increased 
costs  to  beneficiaries.” 


The  Administration  has  suggested  other 
budget  cuts  including  increases  in  the  Medi- 
care Part  B deductible  and  premiums,  both  of 
which  are  supported  by  the  AMA. 

Both  Waxman  and  Rep.  Ron  Wyden,  (D- 
OR)  scolded  the  AMA  for  favoring  increases  in 
Medicare  patients’  costs  while  opposing  a 
ceiling  on  physicians  fees.  “We  all  have  to 
make  sacrifices  but  your  testimony  doesn’t 
give  the  impression  we’re  all  in  it  together,” 
Wyden  charged. 

Dr.  Schenken  replied  that  while  the  AMA 
would  prefer  no  changes  in  Medicare,  the 
program’s  budgetary  problems  necessitate 
cuts,  and  increases  in  Part  B premiums  and 
deductibles  “create  the  least  problems”  for 
patients,  physicians  and  Congress.  He  added 
that  the  AMA  thinks  the  increased  copay- 
ments should  be  offset  by  a new  catastrophic 
cost  benefit  in  Medicare. 

Waxman  and  Wyden  also  pressed  HCFA 
and  AMA  witnesses  to  cooperate  in  the 
development  of  directories  of  physicians  ac- 
cepting Medicare  assignment. 

The  Finance  Committee  has  approved  a 
requirement  that  Medicare  contractors  develop 
directories  identifying  physicians  who  take  at 
least  25%  of  Medicare  claims  on  assignment. 
HCFA  has  developed  a directive  that  would 
implement  a similar  plan  as  of  July  1,  1984. 

Davis  said  the  HCFA  directive  is  being 
reviewed  by  Department  of  Health  and  Human 
Services  lawyers  to  make  sure  it  doesn’t 
embroil  the  department  in  litigation  similar  to 
an  AMA  and  Florida  Medical  Association  suit 
filed  in  1978  to  prevent  release  of  a list  of 
Medicare  payments  to  all  physicians.  A 
Federal  District  Court  in  Florida  ruled  that  the 
list  was  invasion  of  physicians’  privacy.  She 
added  that  identifying  physicians  taking  as- 
signment “part  of  the  time”  may  not  be 
particularly  helpful  to  Medicare  patients. 

The  Florida  suit  alleged  that  the  list  of 
physicians  and  salaries  developed  by  HHS  was 
inaccurate  and  Dr.  Schenken  expressed  con- 
cern about  accuracy  in  the  proposed  Medicare 
directories.  He  added  that  patients  might 
erroneously  assume  that  physicians  with 
assignment  rates  lower  than  the  25%  cutoff  do 
not  take  assignment  on  any  cases. 

Waxman  further  prodded  Dr.  Schenken  to 
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promise  that  physicians  will  not  increase  fees 
to  patients  if  Congress  freezes  Medicare  pay- 
ments to  physicians. 

Dr.  Schenken  responded  that  AMA  Presi- 
dent Frank  Jirka,  M.D.,  has  asked  physicians 
to  “use  reasonable  restraint”  in  their  fee 
increases  and  said  the  AMA  will  continue  to 
encourage  restraint.  But  he  added  that  Medi- 
care fee  levels  are  already  inadequate  and  said 
the  final  determination  of  fees  is  strictly  up  to 
the  physician  and  his  patient. 

Waxman’s  panel  is  also  looking  at  alterna- 
tives to  the  Administration’s  freeze  proposal. 
Possibilities  suggested  by  committee  members 
and  other  witnesses  include:  combining  the 
freeze  with  a mandate  that  physicians  treating 
Medicare  patients  accept  all  claims  on  assign- 
ment; applying  Medicare  limits  to  only  those 
physicians  where  there  is  a surplus  supply; 
mandating  assignment  or  freezing  payment 
only  for  certain  services  such  as  surgical 
procedures;  moving  to  negotiated  fee  sche- 
dules, developing  financial  and  administrative 
incentives  to  physician  assignment;  paying 
physicians  on  the  basis  of  time  involved  in 
treatment;  integrating  the  physician  payment 
for  hospital  services  into  the  hospital  diagnosis 
related  group  (DRG);  and  developing  Medi- 
care PPOs. 

Despite  the  Finance  Committee’s  action  on 
physician  reimbursement  limits  and  the  Com- 
merce Committee’s  interest,  final  approval  by 
Congress  is  far  from  assured.  The  Finance  plan 
would  have  to  be  approved  by  the  Senate  and 
House  concurrence  for  its  use  as  funding  for 
health  insurance  for  the  unemployed  would  be 
required.  It  is  also  possible  the  President 
would  veto  such  a plan. 

If  not  approved  as  funding  for  a health  plan 
for  the  unemployed,  a limit  on  physician 
reimbursement  would  once  again  become  a 
budget  issue  subject  to  complaints  it  does  not 
meet  the  directive  that  Medicare  cuts  not 
affect  beneficiaries.  Both  the  House  and  the 
Senate  have  postponed  until  late  September 
the  deadline  for  committees  to  complete  action 
on  1984  budgert  recommendations. 


Baby  Doe  — Again 

If  the  government  has  its  way,  hospitals  will 
once  again  be  required  to  post  warnings  that  it 


is  illegal  to  withhold  medical  treatment  from 
handicapped  newborns. 

After  months  of  deliberation,  the  Depart- 
ment of  Health  and  Human  Services  this 
month  unveiled  its  new  version  of  the  con- 
troversial “Baby  Doe”  rule  that  was  struck 
down  in  court  this  spring. 

Critics  of  the  rule  charge  that  nothing 
substantial  has  changed.  Instead  of  requiring 
the  posting  of  the  notice  in  delivery,  maternity, 
and  intensive  care  wards,  the  rule  requires  that 
the  notice  be  posed  in  nursing  stations  and  the 
rule-making  period  for  public  comment  has 
been  extended  to  60  days,  instead  of  the 
previous  15  days. 

“The  changes  don’t  obviate  our  concerns 
with  the  substance  of  the  rule,”  said  Elizabeth 
B.  Derter,  an  attorney  representing  the  Ameri- 
can Academy  of  Pediatrics,  which  successfully 
challenged  the  original  rule.  “The  actual  rule 
has  not  changed  at  all,”  she  said. 

Only  the  new  rule’s  long  preamble  and 
appendix  make  concessions  to  physicians’ 
concerns.  “(Federal  law)  does  not  compel 
medical  personnel  to  attempt  to  perform 
impossible  or  futile  acts  or  therapies.  It  does 
not  require  the  imposition  of  futile  therapies 
which  merely  prolong  the  process  of  dying, 
such  as  a child  born  with  anencephaly  or  intra- 
cranial bleeding,”  it  says.  Nor  does  it  interfere 
with  routine  medical  judgments  about  care  of 
premature  or  low  birth  weight  infants,  the  rule 
says. 

However,  a rule  is  needed  when  non- 
medical, or  “subjective”,  choices  arise,  it  says. 
Judgments  not  to  treat  an  infant  because  of 
race,  physical  disability,  or  mental  handicaps 
are  not  medical  judgments,  it  adds.  “Any 
judgment  that  a person  is  not  worthy  of 
treatment  is  not  a medical  judgment,  even  if 
made  by  physician.” 

Pregnant  Women:  Don’t  Use  Accutane 

Physicians  across  the  country  will  be  re- 
ceiving “Dear  Doctor”  letters  reminding  them 
that  the  acne  drug  Accutane  should  not  be 
used  in  pregnancy.  Women  who  use  the  drug 
should  also  rely  on  an  effective  contraceptive, 
according  to  manufacturer  Hoffman-LaRoche. 

Three  women  who  took  the  drug  recently 
delivered  infants  with  severe  central  nervous 
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system  defects.  The  birth  defects,  which  are 
similar  to  those  seen  in  lab  animals,  will  not 
cause  the  drug  to  be  taken  off  the  market. 

Hoffman- LaRoche  also  plans  to  issue  special 
warning  stickers  to  pharmacies  and  revise 
warnings  on  package  inserts. 


AIDS  Hotline 

The  federal  government’s  new  AIDS  Hotline 
(800-342-AIDS)  will  expand  from  three  to 
eight  lines  to  handle  the  average  8,000  to 
10,000  calls  it  receives  each  day,  according  to 
the  Public  Health  Service. 

An  estimated  90%  of  all  callers  ask  about 
the  symptoms  or  method  of  transmission  of 
disease.  Others  give  details  of  their  sex  lives, 
or  proclaim  AIDS  as  God’s  punishment  of 
homosexuals.  Twenty-four  hours  a day,  callers 
can  hear  a 3-minute  tape  recorded  description 
of  the  disease.  Between  8:30  a.m.  and  5:30 
p.m.  (EST),  Public  Health  Service  employees 
will  answer  a caller’s  specific  questions. 

The  expanded  service  will  more  than  double 
the  capacity  of  the  PHS  to  handle  calls.  But 
Secretary  of  Health  and  Human  Services 
Margaret  M.  Heckler  advises  callers  who  are 
unable  to  get  through  to  keep  trying.  “I  intend 
to  provide  these  people  with  all  the  help  and 
information  we  can,”  she  said. 

The  government  is  also  sending  an  8-page 
“AIDS  Information  Bulletin”  updated  the 
first  and  third  Monday  of  each  month  to  local 
health  departments.  The  bulletin  will  describe 
Public  Health  Service  investigations  into  AIDS 
cause  and  treatments.  Additionally,  a 2-page 
leaflet  called  “Facts  About  AIDS”  will  be 
available  to  the  public.  Copies  of  the  bulletin 
and  leaflet  are  available  by  writing  the  Public 
Health  Service,  Office  of  Public  Affairs,  Room 
72 IH,  200  Independence  Avenue,  SW,  Wash- 
ington, D.C.  20201. 


AIDS  Threatens  Blood  Supply 

Several  months  ago,  a young  West  Cost  man 
who  was  a frequent  donor  of  blood  appeared  at 
his  physician’s  office  showing  several  classic 
symptoms  of  AIDS.  Within  days,  plasma 
manufacturer  Travenol  Labs  traced  the  path  of 
his  plasma  and  discovered  that  187  vials  of  the 
material  were  already  on  hospital  shelves.  A 
quickly-launched  recall  of  the  product  soon 
placed  the  material  safely  in  company  storage. 

Plasma  manufacturers  say  that  this  incident 
proves  the  effectiveness  of  monitoring,  record- 
keeping, and  tracking.  But  elsewhere  across 
the  country,  where  a total  of  17  hemophiliacs 
have  died  from  AIDS  thought  to  have  been 
transmitted  through  blood,  there  is  concern 
that  this  type  of  voluntary  recall  system  puts 
hemophiliacs  at  unnecessary  risk. 

In  July,  a Food  and  Drug  Administration 
advisory  panel  met  in  Washington  to  hear 
manufacturers’  and  hemophiliacs’  concerns. 
Their  conclusion:  the  federal  government 
should  not  step  in  and  demand  a recall  on  old 
or  suspect  plasma.  The  FDA  will  continue  to 
advise  manufacturers,  if  needed,  but  will  not 
mandate  action. 

“We  just  can’t  justify  a recall  that  could  dry 
up  the  plasma  supply,  based  on  our  current 
information,”  said  panel  member  Louis  W. 
Sullivan,  M.D.,  President  and  Dean  of  More- 
house School  of  Medicine.  Added  June  Os- 
borne, M.D.,  Professor  of  Pediatrics  and 
Medical  Microbiology  at  the  University  of 
Wisconsin,  “If  we  recommend  a resounding 
federal  stance,  it  may  be  a long  time  before  we 
can  reassess  and  undo  it.  Science  is  moving  too 
fast  to  warrant  a firm  federal  position.” 

So  until  the  appearance  of  an  AIDS  screen- 
ing test  for  plasma,  the  characterictics  of  the 
disease  — a long  incubation  period,  high 
mortality  rate,  lack  of  apparent  infectious 
organisms,  and  minimal  therapy  — will  con- 
tinue to  produce  uneasiness  in  both  hemo- 
philiacs and  manufacturers. 
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OFFICERS 

Dwaine  J.  Peetz,  M.D.,  Neligh 
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Harry  W.  McFadden,  M.D Omaha 
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COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D..  Chairman Kearney 
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James  E.  Ramsay.  M.D Atkinson 

Joseph  E.  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D Nebraska  City 

CO.MMISSION  ON  CLINICAL  MEDICINE 
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Jackson  Bence.  M.D Grand  Island 
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James  S.  Carson,  M.D McCook 

Francis  D.  Donahue.  .M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

COMMITTEE  ON  ATHLETIC  .MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Stanley  M.  Bach.  M.D Omaha 

Jackson  Bence.  M.D Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Charles  W.  Newman,  M.D Lincoln 

Richard  Raymond.  M.D O'Neill 

W.  Michael  Walsh.  M.D Omaha 

George  F.  Sullivan,  R.P.T Lincoln 

Wayne  Wagner.  A.T.C Omaha 
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William  L.  Rumbolz,  M.D.,  Chairman Omaha 
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Robert  Osborne,  M.D.,  Chairman Lincoln 

Jehangir  Bastani,  M.D Lincoln 

Harry  C.  Henderson,  Jr.,  M.D Omaha 

J.  Whitney  Kelley,  M.D Omaha 

David  K.  Kentsmith,  M.D Omaha 

Charles  W.  Landgraf,  Jr.,  M.D Omaha 

William  B.  Long,  M.D Omaha 

V.  .Scott  Moore.  M.D Lincoln 
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Richard  M.  Tempero,  M.D.,  Chairman Omaha 

Mark  A.  Christensen.  M.D Omaha 

Michael  Breiner,  .M.D Lincoln 

Dale  W.  Ebers,  M.D Lincoln 

Stuart  P.  Embury.  M.D Holdrege 

Richard  A.  Hranac.  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Larry  Roffman,  M.D Omaha 

Robert  M.  Stryker.  M.D Omaha 

Richard  Tollefson.  .M.D Wausa 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Jerald  R.  Schenken,  M.D.,  Chairman Omaha 

Christopher  C.  Caudill,  M.D Lincoln 

Monroe  D.  Dowling,  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Robert  Sidner,  M.D Kearney 

Todd  Sorensen,  M.D Scottsbluff 

Ex-Officio: 

Robert  F.  Shapiro,  M.D Lincoln 

Craig  L.  Urbauer,  M.D Lincoln 

COMMISSION  ON  LEGISLATION  & LEGAL  AFFAIRS 

Robert  Shapiro,  M.D.,  Co-Chairman Lincoln 

Craig  L.  Urbauer,  M.D.,  Co-Chairman Lincoln 

Judy  Butler,  M.D Superior 

James  H.  Dunlap,  M.D ..Norfolk 

Vernon  F.  Garwood.  M.D Lincoln 

Ronald  Klutman,  M.D Columbus 

Charles  W.  Landgraf.  Jr.,  M.D Omaha 

Max  W.  Linder.  M.D Lincoln 

John  T.  McGreer,  HI,  M.D Lincoln 

Bruce  Miller,  M.D Lincoln 

Richard  A.  Raymond,  M.D O’Neill 

Blaine  Y.  Roffman,  M.D Omaha 

Charles  S.  Wilson.  M.D.  Lincoln 

Ex-Officio: 

Jerald  R.  Schenken,  M.D. Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  D.  Harry,  M.D.,  Chairman Lexington 

Robert  L.  Bass,  M.D Elkhom 

Warren  G.  Bosley,  M.D.  . . . ^ Grand  Island 

Charles  F.  Damico,  M.D Hastings 

A.  Dean  Gilg,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

John  P.  O’Gara,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 
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Paul  H.  Phillips.  M.D Scottsbluff 
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C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Rodney  Basler,  M.D Lincoln 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 
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James  Carson,  M.D McCook 
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Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 
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Craig  L.  Urbauer,  M.D Lincoln 

Thomas  H.  Wallace,  M.D Gordon 
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You’re  interested  in  a praetiee  opportunity 
in  any  of  the  Midwest  or  Mountain  states 
where  you  ean  start  a rewarding  praetiee 
in  a good  environment  that  offers  you 
time  with  your  family, 

Jiim 

we’d  like  to  help  make  your  best  mateh 
in  one  of  our  75  eommunities 
which  offer  challenge  and  growth, 
and  ideal  surroundings  for  your  family. 

We  continue  our  assistance 
as  your  practice  grows  because 
we  are  as  committed  to  yoiu-  practice 
as  you  are. 

\ U’e  make  the  intelligent  mateh. 

r J OFFICE  OF  RURAL  HEALTH 

V / UNIVERSITY  OF  NORTH  DAKOTA  SCHOOL  OF  MEDICINE 

Grand  Forks.  ND  58201  (701)  777-3848 

Contact  Mary  Halan  Patton.  Ph.O. 
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Physicians'  Classified— 

Adverdsements  in  this  column  are  ran  at  a rate  of  twenty  ceata 
per  wt^d  with  a minimom  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  iweceding  date  of  pnbUcation 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  onless  otherwise 
instructed.  Where  numbers  f<^ow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  BoQding,  Lincoln,  Nelwaska  68508. 


FAMILY  PRACTITIONER  NEEDED:  Two 
Boarded  Family  Physicians  with  full  time  residency 
teaching  experience  seek  a third  associate.  Pro- 
gressive West  Central  Nebraska  community  of 
3,500.  Modem  superiorly  equipped  clinic  and 
hospital.  Please  contact  Joe  Davis,  M.D.  or  Larry 
Wilson,  M.D.,  902-20th  Street,  Gothenburg,  NE 
69138.  (308)  537-7131. 

FOR  SALE  OR  LEASE:  Physician  forced  to 
close  established  practice  in  Columbus,  Nebraska, 
for  health  reasons.  Available  well  located  medical 
building  and  modern  equipment.  For  sale  or  lease. 
Adaptable  to  family  practice  or  specialty.  If 
interested  please  contact  Herbert  D.  Kuper,  M.D., 
at  121  E.  Parkway,  Columbus,  Nebraska  68601. 

POSITION  WANTED:  Young  Board  Eligible 
General  Surgeon  with  vascular  experience  seeking 
an  opening  as  an  associate  or  partner  in  a larger 
town,  preferably  Omaha.  Trained  in  the  East. 
Available  immediately.  Contact  Box  004,  Nebraska 
Medical  Journal,  1512  First  National  Bank  Bldg., 
Lincoln,  NE  68508. 

PHOENIX,  AZ.  PRACTICE  FOR  SALE:  Re- 
tiring after  37  years  at  location  near  all  major 
hospitals.  Practice  — $20,000;  $5,000  down,  $400 
monthly.  $600  office  rent  includes  utilities,  taxes. 
Property  (if  desired)  — $100,000,  has  two  rentals 
($250  and  $185).  Phone  (602)  253-3092. 

SEEKING  LOCUM  TENENS:  Board-certified, 
experienced  F.P.  seeking  locum  tenens  opportuni- 
ties during  October,  November  and  December 
1983.  CV  and  references  on  request.  For  details 
write  or  call:  Stuart  B.  McConnell,  M.D.,  111  S. 
49th  Ave.,  Apt.  #7,  Omaha,  NE  68132.  (402)  553- 
4689. 

EMERGENCY  MEDICINE:  Part-time  and  locum 
tenens  positions  available  in  10  emergency  depart- 
ments located  throughout  Nebraska.  Competitive 
income,  professional  liability  insurance  and  flexible 
scheduling  provided.  Respond  in  confidence  to:  Jan 
Bird,  Spectrum  Emergency  Care,  Inc.,  Chase  Stone 
Center,  Ste.  1070,  Colorado  Springs,  CO  80903; 
1-800-525-3681. 


U 


U.S.A.F.  Recruiting 3 

U.S.  Army  Recruiting 6 

Upjohn  Company 12 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalinanc'®  m 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.'^ 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  I.  Kales  A et  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmcinn-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM;  Curr  Ther  Res 
l3:\S-22,  Jan  1971.  4.  Kales  A et  al:  JAMA  Z4/:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scheirf  MB,  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978.  6.  Kales  A el  al:  Clin 
Pharmacol  Ther  /9;576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27:S4\-540,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  II.  Karacan  I,  Williams  RL,  Smith  JR;  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  I5th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 


Dalmane’^  <S 

(flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregncint  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
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occur  the  day  following  ingestion.  Not  recommended  for 
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and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abmpt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
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edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
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stomach,  nausea,  vomiting,  dicirrhea,  constipation,  Gl 
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Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 
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pam HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


CmtemporaryHypnoticTherapy  \ 


Dalmane®  [flurazepam  HCl /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
inpor^t 
criteria: 

•Rapid  onset  of  sleep.^ 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  to  14  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights; 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.''^'^ 


RAR\^ 

OCT  0 3 1983'^ 

NEVt^  YORK  ACADEMf 

OF  MEDICINE 


15-mg/30-mg  capsules 


\ 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


(Y)pynjjfil  © 1983  by  Rrxbe  I’rtxlucls  Inc,  All  righls  resr'rved. 

Please  see  summary  of  product  information  on  reverse  side. 


Dalmane® 

flurazepam  HCI/Roche 


yOL.  68,  NO.  10 


OCTOBER  1983 


THE  NEBRASKA 
MEDICAL  JOURNAL 


Contents 


Editorial 

Physicians’  Interaction 
with  Government 

Jerald  R.  Schenken,  M.D. 

319 

Original  Articles 

The  Incidence  and  Prevention  of 
Complications  of  Total  Parental 
Nutrition 

Jon  S.  Thompson,  M.D. 

Keith  L Madison,  PharmD 
Robert  E.  Hodges,  M.D. 

321 

Experience  with  Needle  Catheter 
Jejunostomy  for  Postoperative 
Nutritional  Support 

Jon  S.  Thompson,  M.D. 

Cynthia  A Burrough,  R.D. 

Paul  E.  Hodgson,  M.D. 

326 

A Preliminary  Study  of  a Rural 
Obstetrical  Practice 

Implementation  of  a Computer  Assisted 

Drug  Monitoring  Program  in  a 

Community  Hospital  334 

Samuel  E.  Boon,  M.D. 

Robert  W.  Gillespie,  M.D. 

Kurt  E.  Clyne,  M.S.,  R.Ph. 


Memories  of  Medicine 

338 

Paul  Q.  Baker,  M.D. 

Features 

President’s  Page 

340 

The  Auxiliary 

341 

Welcome  New  Members 

342 

William  R.  Yates,  M.D. 
Jeffrey  W.  Hill,  M.D. 


-6Z00T  AN, 

MbOA  M3N'eetmgs 

IS  G«eoT  isva  z 

d3Q  SlVOIOQI«3d-AbVbSn 

)3W  dO  AW3QV0V  *N  3Hi 
OOOA  M3N 


342 


For  effective  symptomatic  relief  of  allergies  and 
nasal  congestion  with  little  excess  drying 


1 


NEW  from  BOOTS 

RUTUSSn 

sustained  release 
capsules 

Each  capsule  contains  75  mg  of  phenylpropanolamine 
hydrochloride  and  12  mg  of  chlorpheniramine  maleate 

Antihistaminic— Decongestant 

Potent  relief... Available  on  prescription  only 

• Phenylpropanolamine  (75  mg) — widely- 
used  decongestant 

• Chlorpheniramine  (12  mg)— effective  anti- 
histamine with  some  anticholinergic 
(drying)  activity 

• Easy-to-swallow  capsule  and  convenient 
b.i.d.  dosage  regimen 


RU-TUSSX 

sustained  release 
capsules 


Before  prescribing,  see  complete  prescribing  information.  The  following  is 
a brief  summary. 

DESCRIPTION:  Each  sustained  release  capsule  contains  12  mg  of 
Chlorpheniramine  Maleate,  USP  and  75  mg  of  Phenylpropanolamine 
Hydrochloride,  USP  in  a base  to  provide  prolonged  activity. 

INDICATIONS:  For  the  treatment  of  the  symptoms  of  seasonal  and 
perennial  allergic  rhinitis  and  vasomotor  rhinitis,  including  nasal  obstruc- 
tion (congestion). 

CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  components,  con- 
current MAO  inhibitor  therapy,  severe  hypertension,  bronchial  asthma, 
coronary  artery  disease , stenosing  peptic  ulcer,  pyloroduodenal  or  bladder 
neck  obstruction.  Do  not  use  in  children  under  12  years. 

Do  not  use  this  drug  in  patients  with  narrow-angle  glaucoma,  obstructive 
or  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debilitated  patient, 
unstable  cardiovascular  status  in  acute  hemorrage,  severe  ulcerative 
colitis,  toxic  megacolon  complicating  ulcerative  colitis,  myasthenia  gravis. 
Do  not  use  in  nursing  mothers. 

Use  in  treating  lower  respiratory  tract  symptoms,  including  asthma,  is 
contraindicated. 

WARNINGS:  Caution  patients  about  activities  requiring  alertness  (e.g., 
operating  vehicles  or  machinery).  Antihistamines  are  more  likely  to  cause 
dizziness,  sedation,  and  hypotension  in  elderly  patients.  Patients  should 
also  be  warned  about  the  possible  additive  effects  of  alcohol  and  other 
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may  occur. 
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asthma,  increased  intraocular  pressure,  hyperthyroidism,  cardiovascular 
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Drug  Interactions;  MAO  inhibitors.  Alcohol  or  CNS  depressants,  especially 
anesthetics,  barbiturates,  and  narcotics. 

ADVERSE  REACTIONS:  Prolongs  the  response  to  nervous  stimulation, 
potentiates  the  response  to  norepinephrine,  and  inhibits  the  response 
totyramine. 
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pheniramine Maleate.  Other  possible  side  effects  common  in  antihista- 
mines in  general  include  perspiration,  chills,  dryness  of  mouth,  nose 
and  throat. 

Cardiovascular  System:  Hypotension,  headache,  palpitations,  tachycardia, 
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Hematologic  System:  Hemolytic  anemia,  thrombocytopenia,  agranulo- 
cytosis. 

Nervous  System:  Sedation,  dizziness,  disturbed  coordination,  fatigue, 
confusion,  restlessness,  excitation,  nervousness,  tremor,  irritability,  in- 
somnia, euphoria,  paresthesias,  blurred  vision,  diplopia,  vertigo,  tinnitus, 
acute  labyrinthitis  histeria,  neuritis,  convulsions. 

Gastrointestinal  System:  Epigastric  distress,  anorexia,  nausea,  vomiting, 
diarrhea,  constipation. 

Genitourinary  System:  Urinary  frequency,  difficult  urination,  urinary 
retention,  early  menses. 

Respiratory  System:  Thickening  of  bronchial  secretions,  tightness  of 
chest  and  wheezing,  nasal  stuffiness. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  individualized 
according  to  the  needs  and  resp>onse  of  the  patient.  Adults:  one  capsule 
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under  12  years  of  age. 

OVERDOSAGE:  Treatment  of  the  signs  and  symptoms  of  overdosage  is 
symptomatic  and  supportive.  In  the  event  of  overdosage,  emergency 
treatment  should  be  started  immediately. 

Treatment:  The  patient  should  be  induced  to  vomit,  even  if  emesis  has 
occured  spontaneously.  Vomiting  by  the  administration  of  ipecac  syrup  is 
a preferred  method.  However,  vomiting  should  not  be  induced  in  patients 
with  impaired  consciousness.  Stimulants  (analeptic  agents)  should  not  be 
used.  Vasopressors  may  be  used  to  treat  hypotension.  Short-acting 
barbiturates,  diazepam  or  paraldehyde  may  be  administered  to  control 
seizures.  Hyperpyrexia,  especially  in  children,  may  require  treatment  with 
tepid  water  sponge  baths  or  a hypothermic  blanket.  Apnea  is  treated  with 
ventilatory  support. 

HOW  SUPPLIED:  Green  and  clear  capsules  with  green  and  white  beads. 

Bottles  of  100  tablets.  NDC  0524-0031-01 

Store  at  controlled  room  temperature  15-30°C  (59®-86®F). 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
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ManuscripU  should  be  submitted  in  dupbcate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8V4  X 1 1 ia  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Mjinuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicqs),  volume  number,  inclusive  pages,  and 
year  of  pubbcation.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8W  X 1 1 in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  pllblication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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Pertussis  Vaccine 

The  diphtheria-tetanus-pertussis  (DPT)  vac- 
cine was  cast  into  the  national  limelight  last 
year  with  the  airing  of  the  controversial 
television  documentary  “DPT:  Vaccine  Rou- 
lette.” Footage  of  writhing,  brain-damaged 
children  sent  thousands  of  parents  to  their 
pediatricians,  questioning  the  need  for  the 
mandatory  shot.  Some  parents,  seeing  the 
program,  reasoned  that  the  risks  of  the  vaccine 
outweigh  its  benefits. 

A new  Public  Health  Service  report  now 
recommends  investigation  and  eventual  im- 
provement of  the  vaccine,  with  compensation 
for  vaccine-injured  persons  in  the  meantime. 

The  government  report,  unveiled  last  month 
before  a hearing  of  the  Senate  Committee  on 
Labor  and  Human  Resources,  recommends: 

— establishing  risk-benefit  discussions  between 

parents  and  physicians; 

(Continued  on  page  6A) 
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CLARKSON  MEDICAL 
OLECTURE  SERIESia 


ORTHOPAEDICS  AND  FAMILY  PRACTICE 

Friday,  November  18,  1983  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  4:30  p.m. 


Featured  speakers  include:  Donald  C.  Ferlic,  M.D., 

Elvis  Jeff  Justis  Jr.,  M.D.,  Angus  M.  McBryde  Jr.,  M.D. 


Topics  include: 

Office  and  emergency  room  treatment  of  com- 
mon hand  injuries 
Elvis  Jeff  Justis  Jr.,  M.D. 

Diagnosis  and  treatment  of  shoulder  and  elbow 
injuries 

Donald  C.  Ferlic,  M.D. 

Diagnosis  and  treatment  of  running  injuries  of 
the  lower  extremities 
Angus  M.  McBryde  Jr.,  M.D. 

Panel  discussion 
Grand  rounds 


Treatment  of  common  fractures  in  children 
John  F.  Connolly,  M.D. 

Frequently  misdiagnosed  orthopaedic  conditions 
Michael  T.  O'Neil,  M.D. 

Taping  and  casting  techniques  — hands-on  in- 
structions using  plaster  and  fiberglass  material 
Thomas  P.  Ferlic,  M.D. 

C.M.E.  and  A.A.F.P.  credits  to  be  awarded 
Dinner  Dance:  Peony  Park  Ballroom,  8100  Cass 
St.,  7:30  p.m. 

Bishop  Clarkson  Memorial  Hospital,  44th  and 
Dewey  Ave.,  Omaha,  NE  68105 

For  more  information,  call  402-559-3645 


WashingtoNotes 


(Continued  from  page  4A) 

— monitoring  incidence  and  severity  of  vaccine 
side  effects; 

— reporting  all  side  effects  to  manufacturers 
and  the  Centers  for  Disease  Control; 

— accelerating  the  development  and  testing  of 
improved  vaccines. 

The  new  report’s  urging  of  government 
support  — through  grant  contracts  and  NIH 
vaccine  evaluation  units  — may  accelerate  the 
search  for  a better  vaccine.  Three  commercial 
vaccine  manufacturers  are  now  attempting  to 
acquire  a new  Japanese  acellular  vaccine,  or  at 
least  the  vaccine’s  manufacturing  process; 
others  are  considering  U.S.  development  of  a 
similar  product.  In  the  future,  manufacturers 
hope  to  produce  more  specific  and  highly 
purified  proteins  for  use  as  immunogens. 

Federal  compensation  for  vaccine-related 
injuries  is  also  suggested  by  the  report. 
Supporters  of  a compensation  program  have 
long  argued  that  the  public,  not  the  individual, 
benefits  from  mandatory  vaccination  programs. 


so  the  public  should  be  prepared  to  pay  for  any 
injuries  an  individual  may  experience.  But  for 
the  first  time,  the  PHS  recommends  that  the 
Department  of  Health  and  Human  Services 
consider  vaccine  compensation. 

A compensation  bill  — to  be  introduced  by 
Sen.  Paula  Hawkins  (R-FL)  in  September  after 
agreement  between  the  American  Academy  of 
Pediatrics  and  a parents  group  called  Dis- 
satisfied Parents  Together  — already  waits  on 
the  legislative  horizon.  One  provision,  already 
agreed  upon,  can  be  expected:  a simple, 
speedy,  inexpensive,  and  no-fault  federal 
program.  The  bill  should  ensure  that  the  award 
of  compensation  will  not  depend  on  identifica- 
tion of  the  vaccine  manufacturer,  proof  by 
negligence  by  the  doctor,  or  a defect  in  the 
vaccine  itself,  parents  and  pediatricians  have 
agreed. 

Yet  there  is  still  substantial  debate  over 
specific  points  in  the  bill.  Parents  believe 

(Continued  on  page  lOA) 
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Anxious  patients 
improve  in  just 
a few  days 


And  what  is  more  reassuring 
to  an  excessively'  anxious 
patient  than  medication  that 
promptly  starts  to  relieve  his 
discomforting  sy’mptoms? 

Valium®  (diazepam/Roche) 
begins  working  within  30  to 
90  minutes.  Patients  continue 
to  improve  in  just  a few  days, 
and  relief  continues  through- 
out the  course  of  treatment. 

Tliere  are  otlier  impor- 
tant benefits  witli  Valium  as  well — along  w itli  its 
broad  clinical  nuige,  Valium  has  an  elficacy/safety’ 
profile  tliat  few,  if  any,  drugs  can  match.  Tliis 
record  has  been  achieved  witli  expensive  clinical 
experience,  undoubtedly  including  yours.  And, 
as  y'ou  must  have  obser\'ed,  side  effects  more 
serious  tlian  drowcsiness,  fatigue  or  attxia  rarely 
occur  Nevertheless,  as  w'ith  any  CNS-acting 
agent,  patients  should  be  cautioned  about  driv- 
ing, operating  hazardous  machinery  or  ingesting 
alcohol  or  otlier  CNS-depressant  drugs  while 
taking  \^ium. 

Yet  anotlaer  benefit  \alium  affords  is  flexibility: 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets.  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2V2  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
Valrelease"^”  ( diazepam/Roche) 
15-mg  slow-release  capsules, 
knowing  that  Valrelease  will  assure  all  the  benefits 
of  Vilium  5 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  Vilium  (or  \^lrelease) 
is  typically  as  smooth  as  its  start  in  short-term 
tlierapy  However,  \^lium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  y^ou  diminish  dosage,  the  built-in 
tapering  aaion  of  Vilium  and  Vftlrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
w'hen  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

\^um*€ 

diazepam/Roche 


CopvTight  ©1983  by  Roche  Products  Inc.  All  rights  reserved. 


For  a summary  of  product  information,  please  turn  the  page.  Z RQCHE 


VaJium*  (diazcpam/Roche)®  Tablets 

Valrelcase'”  ( diazepam/Roche  )(^  slow-release  Capsules 

Injectable  Valium®  (diazepam/Roche) 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxiet\-  disorders,  or  short-term  relief  of  symptoms 
of  anxien:  Anxiety  or  tension  associated  with  the  .stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunaively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
.spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders, 
athetosis;  stiff-man  .syndrome.  Oral  forms  may  be  used  adjunaively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used  adjunaively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reaaions  prior  to  endoscopic/surgical  procedures;  cardioversion. 

The  effeaiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings;  As  with  most  CNS-aaing  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (eg.,  operating  machiner)',  driving)  With- 
drawal .symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
ob.served  with  abrupt  di.scontinuation,  usually  limited  to  extended  use  and 
exce.ssive  doses  Infrequently,  milder  withdrawal  .symptoms  have  been  reported 
following  abrupt  di.scontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months.  After  extended 
therapy,  gradually  taper  do.sage.  Keep  addiaion-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy,  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant 

oKAi,  Advise  patients  against  simultaneous  inge.stion  of  alcohol  and  other  CNS 
depre,s.sanLs 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  forms  adjunctively  in  convulsive  dis- 
orders, possibilih'  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  increase  in  fre- 
quenev'  and/or  .severity  of  .seizures. 

iMRCTABLE  To  reciuce  the  possibility  of  eenous  thrombosis,  phlebitis,  local  irritation, 
swelling  and.  rarely,  vascular  impairment  when  used  I V inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  (1  ml)  given:  do  not  use  stnall  veins,  i.e.,  dorsum 
of  hand  or  wrist,  use  extreme  care  to  avoid  intra-arterial  administration  or 
extravasation  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  l.V,  it 
may  he  injected  slowly  through  the  mfusion  tubing  as  close  as  possible  to  the 
vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
re.serve  because  of  po.ssibility  of  apnea  and/or  cardiac  arrest,  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depre.ssants  increases  depression  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available.  WTien  u.sed  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  do.sage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered  to  patients  in  shtxrk,  coma,  acute 
alcoholic  intoxication  with  depression  of  vital  signs. 

I las  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
jxnit  rhal  variant  status.  Not  recommended  for  OB  use. 

Kfficac\/safety  not  established  in  neonates  (age  30  days  or  le.ss);  prolonged  CNS 
depression  ob.served  In  children,  give  slowly  (up  to  0.25  mg/kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  min- 
utes, If  no  relief  after  third  administration,  appropriate  adjunctive  therapy  is 
recommended 

Precautions:  II  combined  with  other  p.sychotropics  or  antlconvuLsants,  carefully 
consider  individual  pharmacologic  effects  — particularly  with  known  compounds 
which  may  potentiate  action  of  diazepam,  i e . phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  antidepres,sants.  Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying  depre.ssion  who  may  have  suicidal 
tendencies  Observe  u.sual  precautions  in  impaired  hepatic  funaion,  avoid  accu- 
mulation in  patients  with  compromtsed  kidney  function.  Limit  oral  do.sage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  overse- 
dation  ( initially  2 to  2'a  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated) 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
as,sociaiion  with  lagamei  (cimelidine)  admini.stration.  The  clinical  significance  of 
this  is  unclear 

iNiH  lAiin-  Although  promptly  controlled,  seizures  may  return,  readmini.sier  if 
necessary,  not  recommentleil  for  long-term  maintenance  therape  laryngospasnv 
increased  cough  reflex  are  possible  cluring  peroral  endoscopu  procedures;  use 
topical  ane.sthetic.  have  necessarc'  countermeasures  available  llvpotension  or 
muscular  weaktiess  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol  Use  lower  do.ses  (2  to  5 mg)  for  elderh/debilitated 
Adverse  Keaetions  Side  effects  most  commonly  reported  were  tlrowsiness, 
fatigue,  ataxi.i  Infrequently  etuountered  were  confusion,  constipation,  depres- 
sion. diplopia,  ilvs.irtliria,  headache,  hypotension,  incontinence,  laundice, 
c hanges  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred  s|X'ecli, 
tremor,  tirinary  retention,  vertigo,  blurred  vision  Paradoxical  reactions  such  as 
.iciile  hvpere.xcited  states,  .inxiety,  hallucinations,  increasc-d  muscle  spasticity. 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported,  should 
these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts, 
liver  funaion  tests  advisable  during  long-term  therapy.  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  aaivity,  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

i.saECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hepoaaivity,  stmeope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia. 
In  pieroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effea. 

ORAL  Adults:  Anxiety  disorders,  relief  of  symptoms  of  artxiety — Milium  (diaze- 
pam/Roche) tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or  1 or  2 \ftlrelea.se  capsules  (15  to 
30  mg)  daily.  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed.  Adjunaively  in  skeletal  muscle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
claily.  Adjunaively  in  convulsive  disorders — tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or 
1 or  2 capsules  (15  to  30  mg)  once  daily. 

Geriatric  or  debilitated  patients.  Tablets — 2 to  2Vi  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions).  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  \yium  has  been  determined  as  the  optimal  daily- 
dose. 

Children.  Tablets — 1 to  214  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months).  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months ) 

injectable  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  l.M.  or  I V, 
depending  on  indication  and  severity;  Larger  doses  may  be  required  in  some 
conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfaaory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patients 
and  when  sedative  drugs  are  added.  (See  Warnings  and  Ach-erse  Reaaions.) 

For  dosages  in  infants  and  children  see  below;  have  resu-scitative  facilities 
available. 

l.M  use:  by  deep  injection  into  the  muscle. 

I V use.  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  ml)  giien.  Do 
not  use  small  veins,  i.e.,  dorsum  of  hand  or  urist  Use  extreme  care  to  cuktid 
intra-arterial  administration  or  extreuasation  Do  not  mix  or  diltde  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible 
to  administer  Valium  directly  IV,  it  may  be  injected  slowly  through  the 
infusion  tubing  as  close  as  possible  to  the  vein  insertion. 

Moderate  anxiety-  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I M.  or  l.Y,  and 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  l.M  or  l.V,  repeat 
in  3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  l.M.  or  I V initially, 
then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults.  5 to  10  mg 
LM.  or  l.V  initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may 
require  larger  doses);  in  children  administer  IV  slowly:  for  tetanus  in  infants 
over  30  days  of  age.  1 to  2 mg  LM.  or  l.V,  rep>eai  every  3 to  4 hours  if  nece,s.sar\-; 
in  children  5 years  or  older.  5 to  10  mg  repeated  e\-ery  3 to  4 hours  as  needed 
Respiratory  assistance  should  be  available. 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (l.V  route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  inter\-als  up 
to  30  mg  maximum.  Repeat  in  2 to  4 hours  if  necessary,  keeping  in  mind  possi- 
bility of  residual  aaive  metabolites.  Use  caution  in  pre,sence  of  chronic  lung 
disease  or  unstable  cardiovascular  status.  Infants  (over  30  days)  and  children 
(under  5 years).  0.2  to  0.5  mg  slowly  every  2 to  5 min.,  up  to  5 mg  (IV  pre- 
ferred). Children  5 years  plus.  1 mg  ex-ery  2 to  5 min.,  up  to  10  mg  (slow  I V 
preferred);  repeat  in  2 to  4 hours  if  needed  EEG  monitoring  may  be  helpful. 

In  endoscopic  procedures,  titrate  l.V  dosage  to  desired  .sedative  respon.se,  gener- 
ally 10  mg  or  le,ss  but  up  to  20  mg  (if  narcotics  are  omined)  immediately  prior  to 
procedure;  if  l.V  cannot  be  u.sed,  5 to  10  mg  LM  approximately  30  minutes  prior 
to  prtxredure.  As  preoperative  medication,  10  mg  I M ; in  cardioversion,  5 to 
15  mg  l.V  within  5 to  10  minutes  prior  to  procedure.  Once  acute  symptomatology 
has  been  properly  controlled  with  injeaable  form,  patient  may  be  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdosagc:  Manifestations  include  .somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  re.spiration,  pulse,  bkxxl  pre.ssure;  employ 
general  supportix  e measures,  L\;  fluids,  adequate  airway.  U.se  lex-arterenol  or 
metaraminol  for  hyptrtension.  Dialysis  is  of  limited  value. 

How  Supplied; 

ORAL  Valium  .scored  tablets  — 2 mg,  xvhitc;  5 mg,  yellow.  10  mg,  blue — bottles  of 
100  and  500;  Pre.scripiion  Paks  of  50,  available  in  trays  of  10;  Tel-E-Dosc®  pack- 
ages of  100,  available  in  trays  of  4 rexerse-numbered  boxes  of  25  and  in  fxxxes 
containing  10  strips  of  10. 

Valrelease  (diazepam/Roche)  slow-release  cap.sules — 15  mg  (yellow  and  blue), 
bottles  of  100;  Pre.scripiion  Paks  of  30. 

i.NjECTABu;  Ampuls.  2 ml,  boxes  of  10;  Vials,  10  ml.  btjxes  of  1.  lel-E-Jea*  (di.s- 
po.sable  syringes),  2 ml,  boxes  of  10  Each  ml  contains  5 mg  diazepam,  com- 
pounded with  40%  propylene  glxcol,  10%  ethyl  alcohol,  5%  .stxiium  benzoate 
and  benzoic  acid  as  buffers,  and  15%  benzx  l alcohol  as  pre.serxatix-e 


ORGANIZATIONS,  STATE 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W McClure,  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  681 24 
American  Diabetes  Association  — Nebraska  .Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St.  Oak  Park  Plaza.  Ste.  216,  Omaha  68114 
.American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen.  Acting  Executive  Director 
3624  Farnam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr  Edward  Carter.  Executive  Director 
8901  Indian  Hills  Dr..  Ste.  107,  Omaha  68114 
American  Red  Cross 
P O Box  83267 
1701  "E"  St.  Lmcoln  68501 
Arthritis  Foundation.  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St.  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H Heavey,  President 
P.O.  Box  3248.  Main  Station.  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O’Brien.  M.D.,  Dean 
California  at  24th  St.  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw.  Exec.  Director 
5017  Leavenworth  St..  Omaha  68106 
Dairy  Council  of  Central  Slates,  Inc. 

Suite  103,  Hillcrest  Bldg. 

76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
1047  South  St..  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 
Mr.  Joe  Wilsoa  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P.  Wall.  Director 
6th  Floor.  State  Capitol  Bldg..  Lincoln  68509 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212.  215  Centennial  Mall.  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital.  8301  Dodge  St.  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty.  M.D.,  Secretary 
634  Doctors  Bldg..  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St,  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman.  Executive  Director 
2217  No.  91st  Plaza.  Omaha  68134 
National  Multiple  Sclerosis  Society  - Nebraska-Iowa  Midlands 
Chapter 

3624  Leavenworth.  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road.  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton.  M.D..  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Ophthalmology 
John  D.  Griffiths.  M.D.,  President 
8601  W.  Dodge  Rd..  #210,  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D. 

201  Ridge  St,  #311,  Council  Bluff,  lA  51501 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke,  President 

Craft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Gerald  N.  Siedband,  M.D.,  President 
Bryan  Memorial  Hospital.  4848  Sumner,  Lincoln  68506 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  MiU  Rd..  Ste.  5,  Omaha  68154 
Nebraska  Chapter  — American  Academy  of  Physician  Assistants 
Bonnie  Shearer.  PA-C,  President 
706  Sherman  Dr.,  Bellevue  68005 
Nebraska  Chapter  — American  College  of  Pediatrics 
Dale  Ebers.  M.D.,  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 
Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E.  Taylor.  M.D.,  F.A.C.P.,  Governor 
Box  81009.  Lincoln  68501 


Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  President 
8300  Dodge  St.  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
Jolin  F.  Aita.  M.D.,  Medical  Advisor 
105  So.  49th  St,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards.  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Henneman.  President 
3608  Worthington,  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  "0"  St,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount  President 
Box  94833.  1335  "L”  St.  Lincoln  68509 
.Nebraska  League  for  Nursing 

Patricia  B.  Perry.  R.N.,  Ph.D.,  President 
333  So.  44th  St.  Omaha  68131. 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak.  Executive  Director 
Suite  26,  10730  Pacific  St.  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza.  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs.  R.N.,  Secretary-Treasurer 
645  So.  20th,  #E-15,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Robert  P.  Marshall,  Pharm.D.,  R.P.,  Exec.  Director 
600  So,  12th.  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
David  K.  Kentsmith,  M.D.,  President 
2821  South  87th  Ave.,  Omaha  68124 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  St,  Omaha  68106 
Nebraska  Public  Health  Association 
President  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

John  A.  Haggstrom.  M.D..  President 

Children's  Memorial  Hospital,  8303  Dodge  St,  Omaha  68114 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
John  J.  McCarthy,  M.D.,  President 
9936  Harney  Parkway  South.  Omaha  68114 
Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott,  M.D.,  President 
120  Wedgewood  Dr.,  Ste.  A.  Lincoln  68510 
Nebraska  Society  for  Respiratory  Therapy 
Steve  Lupes.  RRT,  President 

Bergan  Mercy  Hospital,  75th  & Mercy  Rd.,  Omaha  68124 
Nebraska  State  Department  of  Health 

Gregg  F.  Wright,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St..  Omaha  68114 

Nebraska  State  Society  of  American  Association  of  Medical 
Assistants 
Elaine  C.  Arps 

709  No.  116th  St..  #C-9,  Omaha  68154 
Nebraska  Urological  Association 

Charles  F.  Damico,  M.D.,  F.A.C.S.,  President 
2115  No.  Kansas,  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St,  #210-A,  Omaha  68114 
Cerebral  Palsy  of  Nebraska 

Joyce  Richter,  Client  Services  Rep. 

P.O.  Box  80103,  Lincoln  68501 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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WashingtoNotes 

(Continued  from  page 

compensation  should  be  available  regardless 
of  how  long  ago  the  injury  occurred;  pedia- 
tricians believe  there  should  be  a time  limit  on 
injuries  suffered  after  vaccination.  Parents 
urge  mandatory  reporting  on  CDC  of  all  side 
effects,  replacing  the  current  passive  and 
voluntary  system;  pediatricians  will  recom- 
mend that  the  costs  of  the  program  be  raised 
by  a surcharge  on  the  vaccine,  thus  indirectly 
taxing  the  vaccine  recipient. 

Video  Terminals  Not  Harmful 

In  many  instances,  video  display  terminals 
(VDTs)  have  been  introduced  into  workplaces 
with  little  attention  to  human  factors,  illumina- 
tion engineering,  or  industrial  and  organiza- 
tional psychology,  a National  Academy  of 
Sciences  research  panel  has  concluded. 

“We  strongly  recommend  that  manufac- 
turers and  users  of  VDT  equipment  draw  upon 

(Continued  on  page  12A) 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherry, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson,  Wymore.  Counties:  Gage, 
•Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek, 
West  Point.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madi- 
son, Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D.,  Fremont  Codnties: 
Boone,  Burt,  Colfax,  Dodge,  Merrick, 
Nance,  Platte,  Washington. 

Sixth  District:  Councilor:  Robert  Herool- 
sheimer,  M.O.,  Seward.  Counties:  But- 
ler, Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Robert 

Quick,  M.D.,  Crete.  Counties:  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Sabne, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:’  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine. 
Buffalo,  Custer,  Dawson.  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper,  Harlan.  Hayes,  Hitch- 
cock, Kearney,  Phelps.  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan.  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
.ScottsbI'jff.  Counties:  Banner,  Box 

Butte,  Cheyenne.  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioutt. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Keith-Perkins-Chase  .... 

Platte- Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nehr 

Washington-Burt 

York 


James  Miller,  Hastings Terence  Newman,  Hastings 

David  Johnson,  Osmond 

Wendell  Fairbanks,  Alliance  Michael  Songer,  Alliance 

Mark  Meyer,  Kearney Gilbert  Rude,  Kearney 

Larry  Rudolph,  Nebraska  City Gerald  Luckey,  David  City 

Richard  Brendel,  Plattsmouth Glen  K.  Knosp,  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

Leonard  Chadek,  West  Point E.  L.  Sucha,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books.  Broken  Bow 

Mark  Jones,  Lexington John  Ford,  Lexington 

Randall  Morton,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  Billerbeck,  Randolph Robert  Benthack,  Wayne 

Wayne  Zlomke,  Ord 

Klemens  E.  Gustafson,  Beatrice Louis  J.  Gogela,  Jr.,  Beatrice 

R.  M.  Fruehling,  Grand  Island Gordon  D.  Francis,  Grand  Island 

John  C.  Wilcox,  Aurora Lee  Wilkens,  Aurora 

Melvin  Campbell,  Ainsworth John  Bryd,  Valentine 

Gordon  0.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

H. A.  Dinsdale,  Lincoln  Paul  Collicott,  Lincobi 

Gerald  Rounsborg,  North  Platte. . . . Cleve  Hartman,  North  Platte 

Joseph  David,  Norfolk Charles  E.  Henkel,  Norfolk 

Milton  Simons,  Omaha Fred  F.  Paustian,  Omaha 

Gordon  Adams,  Norfolk G.  Tom  Surber,  Norfolk 

J.  F.  Hutchins,  Gordon James  F.  Panzer,  Gordon 

Dean  R.  Thomson,  Nebraska  City  . . . Paul  R.  Madison.  Nebraska  City 

Berl  W.  Spencer,  Ogallala Johnson,  C^allala 

Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Robert  E.  Turns,  Crete Robert  E,  Turns,  Crete 

Thomas  Heywood,  Papillion J.  Paul  Glabasina,  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen,  Jr„  Wahoo 

David  Imes,  Gering Robert  Heasty,  Scottsbluff 

R.  W.  Herpolsheimer,  Seward Roger  Meyer,  Utica 

Carroll  Verhage,  Geneva Chas.  F.  Ashby,  Geneva 

Paul  M.  Scott,  Auburn Gary  Ensz,  Auburn 

David  A.  Allerheiligen,  McCook . . . . E,  C.  Beyer,  McCook 

L.  I,  Grace,  Blair  Alan  Holmes,  Blair 

•James  D.  Bell,  York B.  N.  Greenberg,  York 
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An  acJded  complication... 
in  the  treatment  of  bacterial  bronchitis* 


BntI Svmffljry.  Consulllha  pichage  INtralurp tor  protcflbitig 
tntormahon 

IfigioaUoAs  aod  Usaga:  Cecior*  (cetador.  Lilly)  is  indicated  m the 
■roatment  of  the  tollovnng  infections  when  caused  by  susceptible 
Strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Strep(DCOCCi/s  pneumonne  (Di/^ococcus  poeumonae) . 
mthJenae.  andS  pyogenes  (groupAbeta'hemolyticstreplococo) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Cofitraindicatfon;  Ceclor  t$  contraindicated  m patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Wanloos;  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  Of  PARTIAL  CROSS- 
ALLERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 

aAssEs 

Aniib*ot>cs  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (indudmg  macrolides.  semisynihelic 
peniaitms.  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  (bagnosis  in  patients  who  develop  diarrhea  m assooation  with  the 
use  of  antibiohcs  Such  colitis  may  range  m seventy  from  mild  to 
IrtMhreatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  C/osirujium  ditfiate  i$  one  primary 
cause  of  antibiotic-assocated  colitis 
Mild  cases  of  pseudomembranous  colitis  usuaity  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  indude  sigmoidoscopy,  appropriate  bactenoiogic  studies,  and 
fluid  eiedrotyte  and  protein  supplementation  When  the  colihs  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe  oral  vancomycin  is  the  drug  of  dtoice  for  antibiotic- 
assooated  pseudomembranous  colitis  produced  by  C diffioie  Other 
causes  of  colitis  should  be  ruled  out 

Precautions;  General Precaufrons — If  an  allergic  reaction  to  Cedor 
occurs,  the  drug  should  be  discontinued,  and.  it  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Cedor  may  result  in  the  overgrowth  of 
nonsusceptibie  organisms  Careful  observation  of  the  patient  is 
essential  If  supenntection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positnre  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobuiin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  test  may 
be  due  to  the  drug 

Cedor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
dimcai  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  for 
glucose  m the  urine  may  occur  This  has  been  observed  with 
Benedict  sand  Fehimgs  solutions  and  also  with  Clinitesr*  tablets  but 
not  with  TeS'Tape*  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gaslromteshnal  disease,  particularly 
colitis 

Usage  tn  Pregnanqf—Pregnancy  Category  B — Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  limes 
the  human  dose  and  m ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  ol  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nurstng  Mothers — Small  amounts  of  ^dor  have  been  detected  in 
mother  s milk  following  administrabon  of  single  500-mg  doses 
Average  levels  were  0 18,  0 20.  0 21.  and  0 16  meg  ml  at  two,  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor'  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  C/»Wren— Safety  and  effectiveness  ol  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
ot  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
muiliforme  or  the  above  skin  manifestations  accompanied  by 
arthfitis  arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  SO  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain — Transitory  abnormalities  in  clinical 
laboratory  lest  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  of  SGOT.  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hemafopo/efre— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(tin  40) 

Renal — Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

[061782R1 


'Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  otH  influenzae  * 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillm-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis'— ore 
sensitive  to  treatment  with  Ceclor.’-® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.^ 
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WashingtoNotes 

(Continued  from  page  10 A) 

available  scientific  data  in  designing  and 
selecting  VDT  work  and  equipment,”  the 
panel’s  report  says. 

As  the  use  of  VDT’s  have  increased  — an 
estimated  10  million  terminals  are  now  used  by 
clerical  workers,  typesetters,  computer  pro- 
grammers, writers,  editors,  and  air  traffic 
controllers  — so  have  worker  complaints. 
Blurred  vision,  tired  eyes,  muscular  aches  and 
stress  are  the  most  common  VDT-associated 
health  problems. 

But  it  is  the  conditions  of  employment  — 
such  as  poor  lighting,  repetitive  tasks,  and  a 
poorly  designed  workstation  — that  may 
prompt  worker  complaints,  the  panel  said. 

Based  on  the  panel’s  review  of  current 
literature  for  the  National  Institute  of  Oc- 
cupational Health  and  Safety,  they  concluded: 
Tt  seems  likely  that  with  proper  design  of  VDT 
display  characteristics,  workplace  lighting, 
workstations,  and  jobs,  VDT  work  need  not 
cause  any  unique  visual  problems.” 

The  common  visual  fatigue  associated  with 
VDT  use  seems  similar  to  the  temporary 
fatigue  associated  with  other  close  visual  tasks. 
However,  some  visual  problems  are  unique  to 
VDTs:  oculomotor  discomfort,  produced  by 
frequent  focusing  and  back-and-forth  glances 
between  written  and  visual  test  at  different 
distances;  a phototrophic  response,  causing 
the  operator’s  eyes  to  move  away  from  the 
display  image  towards  reflected  images  on  the 
screen;  and  strain  resulting  from  VDT  screens 
positioned  at  angles  or  distances  incompatible 
with  bifocal  eyeglasses. 

The  lighting  in  most  offices  is  designed  for 
work  at  a vertical  level;  VDT  screens,  however, 
are  horizontal  and  develop  glare.  Special 
filters,  while  reducing  glare,  may  also  reduce 
the  quality  of  luminance  of  the  display  image. 
So  filters  should  be  used  only  as  a supplement, 
not  a replacement,  for  proper  lighting,  the 
panel  suggested. 

It  is  “highly  improbable”  that  the  radiation 
emitted  by  VDTs  causes  cataracts,  the  panel 
concluded.  Animal  and  human  studies  show 

(Continued  on  page  344) 
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you’re  considering  in-office  hematology  testing... 

temalology  Systems  From  Bio-Dynamics 
tave  The  Advantages  You  Can  Count  On. 


he  excellence  of 

roulter-bullt  Instruments  — Bio-Dynamics 
the  soie  source  of  Couiter-built  hematoiogy  instru- 
lents  for  the  doctor's  office.  Coulter  is  the  instrument 
jf  choice  in  most  hospital  and  reference  laboratories, 
nd  the  Coulter  name  is  synonymous  with  cell  count- 
g systems  today.  Now  the  acclaimed  Coulter 
rinciple  of  electronic  sizing  and  cell  counting — the 
iost  sophisticated,  accurate  and  reliable  method 
vailable — is  brought  to  the  physician  office  lab  by 
o- Dynamics. 

he  expertise  cf  BIc-Dynamics— 

io-Dynamics  personnel  are  experts  in  helping  you  to 
hoose  systems  that  suit  your  individual  needs,  in 
jpplying  reagents,  and  in  on-site  training  of  office 
ersonnel,  When  you  purchase  or  lease  a 
io-Dynamics  hematology  system,  you  have 
icquired  a complete  service  organization  to  meet 
ill  your  office  testing  needs. 

V system  to  suit  the  needs 
>fyour  practice  — These  systems  are  the  most 
lependable,  accurate  and  sophisticated  available 
)day.  Most  functions  are  fully  automated,  so  the 
/stems  are  very  easy  to  use.  Self-monitoring,  self- 
leaning and  compact,  they  are  perfectly  designed 
)r  the  doctor's  office.  With  a variety  of  features  to 
:hoose  from,  one  of  these  systems  is  sure  to  be  right  for 
ie  needs  of  your  practice. 


Experience  counts  in 
hematology  systems  from 
Bio-Dynamics 
The  first  name  in 
physician  office  diagnostics 


to-Dynamics 

Boehringer  Mannheim  Division 

15  Hague  Road,  Indianapolis,  IN  46250 


Free  stethoscope  and  financial  analysis  ^ 

Send  in  this  coupon  to  request  a no-obligation  demonstration 


of  the  new  Bio- Dynamics  hematology  systems  and  you  will  receive  a / 

free  stethoscope  and  computerized  financial  analysis  of  ^ 
the  benefits  of  hematology  testing  to  your  practice, ^ 
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In  vitro  studies  demonstrate 

Bactericidal  activity 


wi^  minimal 
resistance 

Percent  of  isolates  of  common  uropathogens  sensitive  to  BACTRIM  and  to  other  antimicrobials 


RAPID  IN  VITRO  DESTRUCTION 
OF  E.  COLI* 


Kill  curve  kinetics  of  Bactrim 


nitrofur- 

antoin 


and  its  individual  components 
against  E.  coli  in  vitro. ' 


'Analogous  to  cephalothin,  the  primary  antibiotic  disc  used  in  testing. 

Source:  The  Bacteriologic  Report,  BAC-DATA  Medical  Information  Systems.  Inc.,  Winter  Series,  1981-82 
Numbers  under  percentages  refer  to  the  protected  number  of  isolates  tested. 


The  bactericidal  action  of  Bactrim  has  been  demonstrated  in  vitro  on  laboratory  strains 
of  E.  coli'-^  and  on  clinical  isolates  of  E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis 
and  Morganella  morganP — the  most  common  causative  organisms  of  urinary  tract 
infections.''  More  than  100  published  studies  attest  to  the  efficacy  of  Bactrim  in  recurrent 
urinary  tract  infections  due  to  these  organisms.^  In  comparative  studies  with  other  antimi- 
crobials, Bactrim  has  consistently  demonstrated  unsurpassed  efficacy  during  therapy®" 
Resistance  to  Bactrim  develops  more  slowly  than  to  either  of  its  components  alone 
in  vitro*  Among  urinary  tract  isolates,  resistance  has  rarely  emerged  in  susceptible 
strains.®'^  Bactrim  is  contraindicated  in  pregnancy  at  term,  during  lactation,  in  infants  less 
than  two  months  old  and  in  documented  megaloblastic  anemia  due  to  folate  deficiency 
Initial  episodes  of 
uncomplicated  urinary 
infections  should  be 
treated  with  a single- 
agent antimicrobial. 


Bactrim"  DS 


(trimethoprim  and  sulfamethoxazole/Roche] 

b.i.d.  for  recurrent  uriruiry  tract  infections 

*ln  vitro  data  do  not  necessarily  predict  clinical  results. 


Copyright  © 1983  by  Hoffmann-La  Roche  Inc  All  rights  reserved. 


See  next  page  for  references  and  a summary  of  product  information. 
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Bactrim  DS 

[tnmethoDrim  and  sulfamethoxazole/Roche] 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  sus- 
ceptible strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a 
single  effective  antibacterial  agent  rather  than  the  combination.  Note:  The 
increasing  frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials, 
especially  in  these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers 
an  advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the 
safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is 
not  indicate  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any 
age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible 
strains  of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  in  physi- 
cian's judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis. 
Contraindications;  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernic- 
terus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A [5-hemolytic  strepto- 
coccal tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated 
with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivify  reac- 
tions, hepatocellular  necrosis,  agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis  has  been  reported 
as  well  as  an  increased  incidence  of  thrombopenia  with  purpura  in  elderly  patients  on 
certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may 
be  early  signs  of  serious  blood  disorders.  Frequent  CBC's  are  recommended:  therapy 
should  be  discontinued  if  a significantly  reduc^  count  of  any  formed  blood  element  is 
noted. 

Precautions:  General:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  func- 
tion, possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related, 
may  occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinal- 
yses, with  careful  microscopic  examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong  prothrombin  time  in  those  receiv- 
ing warfarin;  reassess  coagulation  time  when  administering  Bactrim  to  these  patients 
Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C.  Because  trimethoprim  and 
sulfamethoxazole  may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only 
if  potential  benefits  justify  the  potential  risk  to  the  fetus 
Adverse  Reactions;  All  major  reactions  to  sulfonamides  and  frimethoprim  are 
included,  even  if  not  reported  with  Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplas- 
tic anemia,  megaloblastic  anemia,  thrombopenia.  leukopenia,  hemolytic  anemia,  pur- 
pura. hypoprothrombinemia  and  methemoglobinemia.  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrol- 
ysis. urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  hepatocellular  necrosis,  diarrhea,  pseudomembranous  coli- 
tis and  pancreatitis.  CNS  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness  Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon  Due  to 
certain  chemical  similarities  to  some  goitrogens.  diuretics  (acetazolamide,  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction, diuresis  and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may 
exist.  In  rats,  long-term  therapy  with  sulfonamides  has  product  fhyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN. 
AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength). 

2 tablets  (single  strength)  or  4 teasp,  (20  ml)  b i d for  10-14  days  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tracf  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creati- 
nine clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  mUmin, 
use  one-half  the  usual  regimen  Bacfrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength).  2 tablets  (single  strength)  or 
4 teasp,  (20  ml)  b.i.d  for  14  days 
PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  In  equal  doses  every  6 hours  lor  14  days  See  complete  product  information 
for  suggested  children's  dosage  table. 

SupplM;  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100  and  500;  Tel-E-Dose»  packages  of  100; 
Prescriplion  Paks  of  20.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole — bottles  of  100  and  500;  Tel-E-Dose*  packages  of  100;  Prescription 
Paks  ot  40  Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfa- 
methoxazole per  teaspoonful  (5  ml);  cherry  flavored— bottles  of  100  ml  and  16  oz 
(1  pint)  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  tea  spoonful  (5  ml);  fruit-licorice  flavored — botfles  of  16  oz  (1  pint) 
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UaSa  Savings  Bonds 
is  growing  daily 
atGilbarco 
in  Greensboroa 


Barton  Brown 
Assistant  Treasurer 
“In  my  opinion,  for  the  small  inves- 
tor, U.S.  Savings  Bonds  are  a 
good  investment.  With  a guaran- 
teed floor  of  7.5%  and  the  backing 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 

Physicians'  Interaction 
with  Government 


Reproduced  from  AMPAC  Sustainer 

(From  a speech  presented  at  the  University 
of  Vermont  Medical  Center,  October,  1982) 

INTERACTIONS  between  phy- 
sicians and  government  are 
critical  for  the  survival  of  our 
nation,  our  profession,  and  the  quality  of 
medical  practice  as  we  know  it  today.  In 
understanding  the  political  system  and  the 
response  of  various  physicians,  the  following 
observations  reflect  my  experiences  in  over  20 
years’  involvement  of  political  issues  and 
political  campaigns: 

1.  To  many  people,  politics  is  a dirty  word. 
However,  the  political  process  is  every- 
where in  life.  Politics  is  dealing  with  your 
wife,  your  children,  your  boss,  your  teach- 
er, your  student,  almost  anyone  or  gorup 
with  which  you  have  contact. 

2.  Physicians  often  have  deeply  held  feelings 
(which  is  good)  about  many  things  (not 
always  based  on  personal  experience  or 
facts)  and  feel  that  they  must  express 
them  to  others.  This  was  amply  described 
by  Arnold  Reiman,  M.D.  in  a recent  New 
England  Journal  of  Medicine  editorial. 

3.  Politics  is  dealing  with  people.  Physicians 
should  be  as  well  prepared  for  this  as 
anyone  but  for  a variety  of  reasons,  they 
often  are  not. 

4.  Enlightened  self-interest,  provided  that  it 
is  tempered  with  a broad  outlook,  is  an 
important  and  understandable  feeling. 
However,  physicians’  commitment  to  pa- 
tient care  sometimes  limits  their  vision 
and  their  ability  to  act  rationally. 

5.  Most  people,  including  physicians,  do  not 
believe  and/or  understand  the  nature  of 
single-issue  politics.  Specifically,  they  often 
do  not  understand  when  they  themselves 
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are  actually  functioning  in  this  way. 
Physicians  have  a tendency  to  demand 
complete  and  total  support  on  the  part  of  a 
politician  on  a specific  issue  regardless  of 
the  politician’s  prior  and  subsequent 
commitment  and  support  of  the  whole 
family  of  issues  important  to  the  physician 
and  to  organized  medicine. 

6.  Medicine  can  no  longer  exist  in  a vacuum. 
Too  many  people  in  the  community  are 
involved  and  amazingly  well  informed 
about  both  the  professional  and  political 
issues  facing  the  profession. 

7.  Physicians  are  human  beings  and  seek 
comfort  in  social  settings.  They  often 
cloister  with  other  MDs  and  are  somewhat 
isolated  from  the  rest  of  the  community. 
Recreation  tends  to  be  in  conjunction  with 
other  physicians. 

8.  Physicians  feel  that  they  are  patient 
advocates,  but,  to  some  degree,  they  have 
become  out  of  touch  with  their  patients  for 
a variety  of  reasons,  some  of  which  are 
social,  political,  professional,  educational, 
and  economic. 

9.  Physicians  are  doers  and  not  generally 
followers.  Sometimes  this  interferes  with 
their  ability  to  get  together  and  take  group 
action.  In  addition,  physicians  often  do  not 
have  the  time,  talent,  experience,  knowl- 
edge, or  inclination  to  get  involved  in  the 
political  process. 

10.  In  politics  the  best  results  are  based  on 
communications  between  people  who  have 
mutual  trust.  Trust  is  never  appropriately 
developed  overnight  and  certainly  not 
after  the  fact.  Because  of  their  profes- 
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sional  situations,  physicians  many  times 
do  not  have  the  opportunity  to  develop 
relationships  with  the  others  involved  in  a 
specific  problem  prior  to  a contact  over  a 
specific  issue  so  that  trust  and  respect  are 
developed  prior  to  a physician’s  request 
for  action. 

11.  The  best  results  are  obtained  when  there 
is  a “win-win”  situation.  Physicians  must 
understand  that  there  must  be  something 
in  it  for  the  physician,  the  patient  and  the 
politician  and  clearly  explain  these  op- 
portunities during  their  request. 

12.  To  a physician  starting  out  in  practice  and 
considering  involvement  in  politics,  I 
would  make  the  following  recommenda- 
tions. 

a.  Develop  an  understanding  of  the  func- 
tion of  the  organizations  affecting  you 
and  your  patients  (i.e.  government, 
business,  professional  associations,  uni- 
versities, hospital  staffs,  etc.)  before 
you  pass  judgment  on  them. 

b.  Before  embarking  on  political  activism, 
decide  how  you  personally  can  best 
support  the  organization  or  institution 
of  your  choice.  Support  can  be  moral, 
vocal,  financial,  or  operational.  Choose 
the  method  that’s  best  for  you  con- 
sidering your  practice  requirements 
and  your  abilities. 

c.  Evaluate  the  nonmedical  activities 
available  in  your  community,  especially 
as  they  impact  on  you,  your  practice, 


and  your  hospital,  either  directly  or 
indirectly.  Participation  in  organiza- 
tions such  as  The  Chamber  of  Com- 
merce, United  Way,  Rotary,  etc.  may  be 
a valuable  steppingstone  to  political 
activism.  Politics  is  not  just  knowing 
politicians,  it  is  getting  things  done. 

d.  Get  to  know  the  people  involved  long 
before  an  issue  arises.  Make  it  a point 
to  get  to  know  appropriate  members  of 
your  board  of  health,  city  council,  state 
legislature,  congress,  and  your  governor 
if  possible,  directly  through  appropriate 
intermediaries.  This  can  be  done  by 
personal  contacts,  mutual  friends,  or 
simply  writing  or  calling  them  or  their 
organizations  and  volunteering  your 
help. 

e.  Always  coordinate  your  efforts  with 
those  like-minded  physicians  in  your 
community.  This  will  include  but  not  be 
limited  to  those  who  are  active  in  your- 
county  and  state  medical  associations, 
especially  on  government  relations  and 
political  action  committees. 

Politics  is  interesting,  fun,  and  rewarding 
but  specialized,  time  consuming,  and  difficult. 
Active  participation  is  not  for  everyone  but 
contributing  moral,  vocal,  and  financial  sup- 
port to  the  political  activities  of  those  phy- 
sicians in  your  community  whose  basic  prin- 
ciples and  commitment  you  share,  is  the 
obligation  of  every  practicing  doctor. 

Good  luck. 
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ORIGINAL  ARTICLES 


The  Incidence  and  Prevention 
of  Complications  of  Total 
Parenteral  Nutrition 


SINCE  the  introduction  of  total 
parenteral  nutrition  (TPN)  ap- 
proximately 15  years  ago,  this 
method  of  nutritional  support  has  been  em- 
ployed increasingly  as  a part  of  the  treatment 
of  a variety  of  medical  and  surgical  disorders. 
The  potential  morbidity  of  this  therapy  was 
recognized  early  on  by  Dudrick,  et.  al.,*  and 
there  are  now  many  reports  of  the  various 
mechanical,  metabolic,  and  septic  complica- 
tions that  can  occur.  Despite  increasing 
recognition  and  understanding  of  the  potential 
complications,  they  still  occur  frequently.  The 
purpose  of  this  study  was  to  record  the  fre- 
quency of  complications  in  patients  receiving 
TPN  at  our  institution  and  to  evaluate 
methods  currently  used  to  prevent  them. 

Materials  and  Methods 

We  reviewed  the  records  of  75  consecutive 
adult  patients  who  received  TPN  during  an  18- 
month  period  at  the  University  of  Nebraska 
Medical  Center.  Only  those  patients  receiving 
TPN  centrally  were  included  in  this  study.  The 
study  group  comprised  40  men  and  35  women 
whose  average  age  was  59  years  (19-87).  Their 
primary  diagnoses  are  shown  in  Table  1. 

At  the  University  Hospital  there  is  a 
nutritional  support  team  consisting  of  two 
physicians,  a pharmacist,  a nurse  specialist, 
and  a clinical  dietitian.  Although  this-  team  was 
available  for  consultation,  only  26  (35%) 
patients  receiving  TPN  were  referred  to  and 
routinely  monitored  by  them.  The  placement 
of  central  lines  and  the  ordering  of  nutrient 
solutions  were  performed  by  many  physicians 
at  various  levels  of  training,  under  the  super- 
vision of  the  medical  staff.  Dressing  changes 
and  often  placement  of  catheters  were  super- 
vised by  the  mu'se  specialist.  Radiopaque, 
polyvinyl  chloride  catheters  (Deseret)  were 
used  routinely  and  all  except  two  catheter 
insertions  were  via  an  infraclavicular  sub- 
clavian puncture.  A recommended  protocol  for 
laboratory  monitoring  was  available.  Generally 
electrolytes  and  glucose  levels  were  deter- 
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mined  daily  during  the  first  week  of  therapy. 
Complete  blood  counts  and  chemistry  profiles 
were  obtained  once  or  twice  a week.  Chemistry 
profile  included  calcium,  phosphorus,  glucose, 
BUN,  creatinine,  albumin,  uric  acid,  SCOT, 
alkaline  phosphatase,  total  bilirubin,  and  cho- 
lesterol. Serum  iron  and  iron  binding  capacity 
and  trace  elements  were  measured  less  often. 

Nutritional  support  guidelines,  as  developed 
by  the  nutritional  support  team  and  the 
hospital  nutrition  committee,  were  generally 
followed  in  these  patients.  Nutrient  solutions 
contained  25%  Dextrose  and  either  4.25%  or 
3.4%  amino  acids  derived  from  Travasol®. 
Initial  electrolytes  included  30  meq.  potassium 
chloride,  20  meq.  potassium  phosphate,  30 
meq.  sodium  chloride,  30  meq.  sodium  acetate, 
8 meq.  magnesium  sulfate,  and  4.6  meq. 
calcium  gluconate.  Ten  ml.  of  a trace  element 
formulation  containing  10  meq.  chromium,  2 
mg.  copper,  1.5  mg.  manganese,  5 mg.  zinc, 
and  10  ml.  MVI-12  were  given  on  a daily  basis. 
Ten  mg.  of  vitamin  K was  administered 
intramuscularly  once  each  week.  Heparin  was 
not  given  but  insulin  was  added  to  the  TPN 
solutions  when  required.  All  TPN  solutions 
were  prepared  under  laminar  flow  hoods  by 
trained  personnel  under  supervision  of  a 
pharmacist. 

Both  mechanical  and  septic  catheter  com- 
plications were  noted.  Mechanical  compli- 

Correspondence  to:  Jon  S.  Thompson,  M.D.,  Department  of  Surgery, 
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cations  included  pneumothorax,  hemothorax, 
hydromediastinum,  arterial  puncture  or  hema- 
toma, brachial  plexus  injury,  venous  throm- 
bosis, and  catheter  malpositioning.  Septic 
complications  included  wound  infections  and 
catheter  related  infections.  Proven  catheter 
sepsis  required  blood  and  catheter  tip  cultures 
to  be  positive  for  the  same  organism  and 
defervescence  soon  after  catheter  removal. 
Presumed  catheter  sepsis  required  only  posi- 
tive blood  cultures  and  defervescence  follow- 
ing catheter  removal. 

Metabolic  complications  were  arbitrarily 
defined  as  abnormal  laboratory  values  for  any 
of  the  following:  sodium  potassium,  glucose, 
phosphorus,  magnesium,  creatinine,urea  nitro- 
gen, bilirubin,  and  liver  enzymes.  Values  were 
chosen  which  were  beyond  the  upper  and 

TABLE  1 

Primary  Diagnosis  of 
Patients  Receiving  TPN 


Malignant  Conditions 

Bile  Duct  1 

Carcinoid  1 

Cervix  2 

Colon  7 

Esophagus  1 

Lymphoma  5 

Nasopharynx  1 

Ovary  7 

Pancreas  5 

Parotid  1 

Prostate  2 

Uterine  1 

TOTAL  34  (45%) 

Benign  Conditions 

Fistula  or  Perforation  4 

Inflammatory  Bowel  Disease  5 

Intestinal  Obstruction  6 

Pancreatitis  6 

Peptic  Ulcer  Disease  6 

Short  Bowel  Syndrome  3 

Other  11 

TOTAL  41  (55%) 


lower  limits  of  normal  for  our  laboratory. 
Normal  ranges  in  our  laboratory  are:  sodium 
134-145  meq/L,  potassium  3. 5-4. 7 meq/L, 
glucose  60-115  mg/dl,  phosphorus  2. 4-4.6 
mg/dl,  magnesium  1.6-2. 4 mg/dl,  creatinine  < 
1.4  mg/dl,  urea  nitrogen  5-22  mg/dl,  bilirubin 
< 1.2  mg/dl,  alkaline  phosphatase  15-80  units, 
and  SGOT  < 25  units. 

Results 

Data  from  75  consecutive  patients  were 
included  in  this  study.  The  average  duration  of 
TPN  therapy  was  20  days  (range  5-114  days). 
Fifty-seven  (76%)  patients  underwent  oper- 
ation during  their  hospitalization.  Thirty  (40%) 
required  insulin  supplementation  to  control 
hyperglycemia.  Malignancies  were  present  in 
34  (45%).  Twenty-three  (30%)  patients  ex- 
pired during  their  hospitalization  but  none  of 
these  deaths  could  be  attributed  to  TPN 
therapy. 

Ninety-eight  central  catheters  were  placed 
in  the  75  patients.  Ninety-one  polyvinyl 
chloride  catheters  and  seven  silastic  (Hick- 
man) catheters  were  inserted.  There  was  an 
overall  incidence  of  mechanical  complications 
of  8%  and  catheter  related  sepsis  occurred  in 
10%  (Table  2).  Only  8 (29%)  of  28  catheters 
removed  for  suspected  sepsis  resulted  in 

TABLE  2 

Catheter  Related  Complications 

Number  of  Catheters  Inserted  98 
Mechanical  Complications 


Pneumothorax  3 

Malpositioning  3 

Subclavian  Vein  2 

Thrombosis 

TOTAL  8 (8%) 


Septic  Complications 


Wound  Infection  2 

Proven  Sepsis  of  Catheter  4 

Presumed  Sepsis  4 

TOTAL  10  (10%) 
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TABLE  3 

Metabolic  Abnormalities 


Sodium 

> 

155 

meq/L 

1 

( 1%) 

< 

130 

meq/L 

30 

(40%) 

Potassium 

> 

5.5 

meq/L 

7 

( 9%) 

< 

3.0 

meq/L 

11 

(15%) 

Glucbse 

> 

250 

gm/dl 

30 

(40%) 

< 

60 

gm/dl 

2 

( 3%) 

Phosphate 

> 

6.0 

mg/dl 

10 

(13%) 

< 

2.5 

mg/dl 

35 

(47%) 

Magnesium 

< 

1.5 

mg/dl 

8/49 

(16%) 

findings  of  proven  or  presumed  catheter 
sepsis.  Catheters  were  removed  more  fre- 
quently and  catheter  related  sepsis  was  found 
more  commonly  in  patients  who  had  opera- 
tions during  hospitalization  (12%  versus  4.3%). 

The  incidence  of  metabolic  abnormalities  is 
shown  in  Table  3.  The  most  frequent  ab- 
normalities were  hypophosphatemia  in  47% 
and  hyperglycemia  in  40%.  Electrolyte  im- 
balance, especially  hyponatremia,  was  also 
common  but  was  not  always  associated  with 
TPN  therapy. 

Abnormalities  of  hepatic  and  renal  function 
are  shown  on  Table  4.  One  or  more  liver 
function  tests  were  abnormal  (bilirubin  > 
2mg/dl,  SCOT  2 times  normal,  alkaline  phos- 
phatase 2 times  normal)  preoperatively  in 
approximately  25%  of  patients.  During  TPN 
therapy,  an  additional  35%  of  patients  de- 


TABLE  4 

Hepatic  and  Renal  Function 


Abnormal 

Hepatic  Function  Tests 
Before  TPN 

19 

(25%) 

Abnormal 

Hepatic  Function  Tests 
During  TPN 

27 

(36%) 

Abnormal 

Renal  Function  Tests 
Before  TPN 

5 

( 7%) 

Abnormal 

Renal  Function  Tests 
During  TPN 

5 

( 7%) 

veloped  abnormal  values  although  other  rea- 
sons for  abnormal  liver  function  often  existed. 
Liver  enzyme  elevations  were  more  frequent 
than  elevated  bilirubin.  Renal  failure  (cre- 
atinine > 2 mg/dl,  BUN  >30)  was  present  in  5 
(7%)  patients  when  TPN  was  initiated,  and  5 
(7%)  patients  developed  abnormal  renal  func- 
tion during  TPN  therapy  but  not  necessarily  as 
a result  of  that  therapy.  As  expected,  renal 
function  became  impaired  more  often  in 
patients  receiving  nephrotoxic  medications 
such  as  Gentamicin. 

Discussion 

Despite  increasing  awareness  among  medi- 
cal personnel  of  the  potential  morbidity  of 
TPN  therapy,  complications  continue  to  occur. 
Most  of  these  complications  are  metabolic 
abnormalities  related  to  infusion  of  high 
calorie  nutrient  solutions  in  metabolically 
unstable  patients.  Others  are  related  to  the 
insertion  and  maintenance  of  central  venous 
catheters.  Avoidance  of  complications  requires 
an  understanding  of  nutritional  metabolism, 
strict  adherence  to  sterile  techniques  in  the 
preparation  and  administration  of  TPN,  and 
careful  monitoring.  While  many  of  these 
complications  can'  be  life-threatening,  there 
were  no  deaths  in  our  patients  that  were 
clearly  related  to  TPN  therapy. 

Eighty  percent  of  these  patients  had  at  least 
one  significant  metabolic  abnormality,  the  two 
most  frequent  being  hyperglycemia  and  hypo- 
phosphatemia. These  results  are  similar  to  the 
63%  incidence  of  complications  and  preva- 
lence of  hyperglycemia  and  hypophosphatemia 
reported  by  Weinsier,  et.  al.^  Liver  function 
tests  deteriorated  in  less  than  half  of  our 
patients,  whereas  other  investigators  have 
reported  an  incidence  of  approximately  75%.^’^ 
While  serum  glucose  and  phosphate  abnor- 
malities are  directly  related  to  TPN  thera- 
py, electrolyte  balance,  renal  and  hepatic 
functions  are  more  often  influenced  by  the 
patient’s  underlying  illness  and  its  treatment. 

Maintaining  normal  metabolic  parameters 
during  TPN  therapy  is  desirable  to  prevent  the 
potentially  life-threatening  complications  of 
hypophosphatemia,  hyperglycemia,  hypogly- 
cemia, and  other  less  common  metabolic 
abnormalities.^’  ^ This  requires  not  only  careful 
monitoring  but  also  appropriate  modification 
of  the  nutrient  solution’s  composition  to  meet 
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each  patient’s  changing  requirements.  In  a 
recent  analysis  of  hypophosphatemic  pa- 
tients,we  found  that  those  who  were  hyper- 
glycemic, required  insulin  during  parenteral 
nutritional  support,  or  who  had  a history  of 
alcoholism,  chronic  weight  loss  or  prolonged 
use  of  antacids  or  diuretic  therapy  required 
greater  supplementation  with  phosphates  to 
prevent  hypophosphatemia.  By  providing  more 
phosphate,  we  hoped  to  decrease  the  incidence 
of  hypophosphatemia.  The  risk  of  developing 
hypophosphatemia  during  TPN  is  greatest  in 
chronically  malnourished  patients;  therefore, 
slower  initial  rates  of  infusion  are. necessary  as 
well  as  increased  phosphate  supplementation.® 
Meguid,  et.  al.,®  have  suggested  that  replacing 
up  to  one-third  of  glucose  calories  with  fat  can 
reduce  glucose  related  and  hepatic  metabolic 
complications.  Changes  in  the  composition  of 
nutrient  solutions  may  also  be  beneficial  for 
patients  with  hepatic,  renal,  and  respiratory 
failure.^’  ® 

Catheter-related  complications  are  also  po- 
tenially  life-tlireatening.  Significant  mechan- 
ical catheter  complications  (pneumothorax 
and  subclavian  vein  thrombosis)  occurred  in 
5%  of  patients.  This  is  similar  to  other 
reports.^’  ® Even  assuming  that  approximately 
50%  of  cases  of  subclavian  vein  thrombosis  are 
not  clinically  apparent,^®  the  incidence  of  this 
complication  was  quite  low  without  the  addi- 
tion of  heparin  to  the  TPN  solutions,  or  the 
routine  use  of  the  reportedly  less  thrombo- 
genic  silastic  catheter.^  In  fact,  one  of  the  two 
venous  thromboses  in  this  study  occurred  with 
a silastic  catheter  in  place.  Catheter  mal- 
position was  a less  significant  problem  and 
occurred  at  an  acceptable  rate  of  3%.^'  ® 
Catheter-related  sepsis  occurred  in  10%  of 
patients.  This  also  is  within  the  range  reported 
by  others.^’®’^^  It  was  not  possible  to  document 
the  frequency  of  breaks  in  aseptic  technique  in 
caring  for  these  patients. 

The  prevention  of  catheter-related  com- 
plications is  clearly  related  to  observance  of 
established  guidelines  for  catheter  insertion 
and  maintenance.^^  Because  parenteral  nutri- 
tion is  not  an  emergency  procedure,  the  best 
conditions  should  prevail  for  preparation  of 
the  patient  and  insertion  of  the  catheter.  The 
catheter  should  be  used  only  for  administra- 
tion of  the  TPN  solution  under  sterile  con- 
ditions. The  risk  of  permitting  an  infected  line 


to  remain  in  place  is  considerable,  but 
unnecessary  removal  of  the  line  is  also 
undesirable.  The  management  of  suspected 
catheter-related  sepsis  requires  a careful  search 
for  other  potential  sources  of  infection  and  the 
appropriate  blood  and  catheter  cultures.  Iden- 
tifying the  TPN  catheter  as  the  source  of 
sepsis  is  particularly  difficult  in  patients 
undergoing  major  operations  during  their 
hospitalization.  In  this  study,  70%  of  catheters 
were  removed  unnecessarily.  Unnecessary  re- 
moval of  the  central  catheter  is  a common 
event  that  can  be  minimized  by  continued 
instruction  of  house  staff  and  faculty. 

The  role  of  a nutritional  support  team  in  the 
prevention  of  complications  during  TPN  ther- 
apy has  recently  been  emphasized.  Nehme*® 
reported  a prospective  study  comparing  mor- 
bidity in  patients  monitored  by  a nutritional 
support  team  with  morbidity  in  those  who  were 
not.  The  incidence  of  catheter-related  com- 
plications was  much  lower  in  the  nutritional 
support  team  group  (3%  versus  32%)  as  was 
the  incidence  of  metabolic  abnormalities  (11% 
versus  90%).  Such  a comparison  was  not 
possible  in  the  present  study.  However,  the 
role  of  the  nutrition  support  team  also  includes 
development  of  appropriate  nutritional  sup- 
port guidelines  and  nutritional  education  of 
hospital  personnel.  One  would  expect  that 
appropriately  educated,  knowledgeable  physi- 
cians should  be  able  to  achieve  a similar  low 
morbidity  under  most  circumstances.  In  our 
hospital,  nutritional  support  guidelines  are 
prepared,  printed,  and  distributed  as  a hand- 
book. In  addition,  formal  presentations  of  TPN 
indications,  methods,  hazards,  and  precau- 
tions are  made  at  major  medical  conferences 
and  informally  to  house  officers  and  nursing 
staff.  Although  not  evaluated  in  this  study, 
Friedman,  et.  al.^'*  have  demonstrated  that  a 
nutritional  support  team  can  improve  cost 
effectiveness  of  nutritional  support. 

Summary 

Significant  catheter-related  complications 
and  metabolic  abnormalities  continue  to  occur 
in  patients  receiving  TPN  therapy.  Prevention 
of  complications  requires  an  understanding  of 
nutritional  metabolism,  strict  adherence  to 
sterile  techniques  in  the  preparation  and 
administration  of  TPN,  and  careful  monitor- 
ing. A nutritional  support  team  is  important  in 
minimizing  the  frequency  and  consequences  of 
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these  complications  via  the  development  of 
management  guidelines,  education,  and  the 
appropriate  consultation. 
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Experience  with  Needle  Catheter 
Jejunostomy  for  Postoperative 
Nutritional  Support 


There  has  recently  been  renew- 
ed interest  in  using  the  gastro- 
intestinal tract  for  providing 
nutritional  support  to  surgical  patients.  While 
intubation  of  the  gastrointestinal  tract,  using  a 
feeding  tube  passed  through  the  nose,  is  a 
satisfactory  means  of  providing  enteral  nutri- 
tion in  many  patients,  placing  a feeding  tube 
into  the  intestine  at  the  time  of  operation  can 
avoid  the  discomfort  caused  by  nasal  tubes 
and  problems  with  placement  and  dislodge- 
ment.  Needle  catheter  jejunostomy  has  been 
recommended  to  provide  immediate  post- 
operative jejunal  feeding  of  an  element  diet. 
The  efficacy  and  safety  of  this  technique  have 
been  reported  by  several  authors. We 
reviewed  our  experience  with  needle  catheter 
jejunostomy  as  an  adjunctive  surgical  pro- 
cedure to  determine  the  optimal  use  of  this 
technique. 

Materials  and  Methods 

We  studied  prospectively  the  use  of  needle 
catheter  jejunostomy  in  35  adult  surgical 
patients  between  January,  1982  and  February, 
1983  at  the  University  of  Nebraska  Medical 
Center.  The  group  comprised  20  men  and  15 
women  whose  ages  ranged  from  20  to  93  years 
of  age.  The  operations  performed  in  the 
patients  are  shown  in  Table  1.  Postoperative 
complications,  unrelated  to  the  needle  cath- 
eter jejunostomy,  occurred  in  12  (34%) 
patients  and  there  were  5 (14%)  deaths, 
reflecting  the  seriousness  of  these  patients’ 
condition. 

Preoperative  nutritional  assessment  was 
performed  in  all  patients  and  repeated  weekly 
following  the  operation.  Nutritional  para- 
meters were  considered  abnormal  if  serum 
albumin  was  less  than  3.4  gram/100  ml.,  total 
lymphocyte  count  was  less  than  1500/mm^, 
body  weight  was  less  than  90%  ideal  body 
weight,  triceps  skin  fold  thickness  was  below 
the  15th  percentile  (<  6 mm.  men,  <13  mm. 
women)  or  arm  muscle  circumference  was 
below  the  15th  percentile  (<  24  cm.  men,  < 19 


JON  S.  THOMPSON,  M.D.* 

CYNTHIA  A.  BURROUGH,  R.D. 

PAUL  E.  HODGSON,  M.O. 

From  the  Departments  of 
Surgery  and  Clinical  Dietetics 
University  of  Nebraska  Medical  Center 
Omaha,  Nebraska 

cm.  women).  Needle  catheter  jejunostomy  was 
performed  in  patients  who  were  identified  to 
be  malnourished  preoperatively  (more  than 
two  abnormal  nutritional  parameters)  or  in 
whom  it  was  anticipated  that  oral  intake 
would  not  be  resumed  sooner  than  seven  days 
postoperatively. 

The  benefit  of  feeding  catheter  placement 
was  determined  using  the  criteria  described  by 
Page,  et.  al.^  Catheter  use  less  than  five  days 
was  defined  as  no  benefit,  5-10  days  as 
minimum  benefit,  and  greater  than  10  days  as 
significant  benefit. 

Technique  of  the 

Needle  Catheter  Jejunostomy 

Jejunostomy  tube  placement  was  as  follows: 
a 16  guage  polyethylene  catheter  was  intro- 
duced into  the  jejunum  10  cm.  distal  to  the 
ligament  of  Treitz  or  any  gastroenterostomy  or 
enteroenterostomy.  A 14  guage  needle  was 
used  to  create  a 5 cm.  submuscosal  tunnel  in 
the  antimesenteric  border  of  the  bowel  before 
entering  the  bowel  lumen.  The  catheter  was 
then  introduced  into  the  lumen  and  advanced 
approximately  25  cm.  The  catheter  guide  wire, 
which  facilitates  catheter  advancement,  was 
then  removed.  The  catheter  should  be  freely 
moveable  within  the  lumen  and  saline  should 
inject  easily  through  the  catheter.  The  catheter 
was  then  secured  with  a 3-0  silk  seromuscular 
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purse  string  suture  at  its  entrance  into  the 
jejunum  and  three  additional  Lembert  sutures 
were  placed  to  lengthen  the  catheter  tunnel. 
The  jejunum  was  attached  to  the  peritoneum 
with  two  additional  sutures  1 cm.  from  each 
side  of  the  catheter  exit  site  eifter  passing  the 
catheter  through  the  abdominal  wall.  The  tube 
was  simply  pulled  out  when  no  longer  needed. 

The  recommended  feeding  protocol  was  to 
begin  continuous  infusion  of  Vivonex  H.N.® 
approximately  12  hours  postoperatively.  The 
initial  infusion  was  to  be  a one-half  strength 
solution  at  a rate  of  50  cc/hour.  At  12  hour 
intervals,  first  the  rate  and  then  the  strength  of 
the  infusion  was  to  be  increased  so  that  full 
strength  Vivonex  H.N.®  was  infused  at  100 
cc/hour  by  the  fourth  postoperative  day.  The 
rate  of  infusion  was  either  slowed,  delayed,  or 

TABLE  1 

Operations  Performed  in  Patients  With 
Needle  Catheter  Jejunostomy 


Operat ion  Number  of  Patients 

Gastric  Resection  12 

Vagotomy,  Gastrojejunostomy  3 

Pancreaticoduodenectomy  5 

Drainage  of  Pancreatic  Pseudocyst  4 

Colectomy  5 

Lysis  Adhesions  3 

Miscellaneous  3 

TOTAL  35 


TABLE  2 

Duration  of  Enteral  Feeding 
Via  Catheter  Jejunostomy 

Duration  Number  of  Patients 


0 

- 5 

days 

6 

(17%) 

6 

- 10 

days 

12 

(34%) 

11 

- 14 

days 

9 

(26%) 

> 15 

days 

8 

(23%) 

discontinued  if  diarrhea  or  abdominal  dis- 
tension developed.  Paregoric  was  also  ad- 
ministered via  the  catheter,  either  as  a bolus  or 
in  the  feeding,  to  control  diarrhea  in  a few 
patients.  After  the  patient  was  tolerating  a 
regular  diet,  the  infusion  was  tapered  and 
discontinued.  Desired  caloric  intake  was  deter- 
mined by  the  dietician  using  the  Harris- 
Benedict  equation  and  modified  in  response  to 
changes  in  nutritional  parameters. 

Results 

Needle  catheter  jejunostomy  was  employed 
in  19  patients  because  they  had  abnormal 
nutritional  parameters  preoperatively  and  in 
16  patients  in  whom  it  was  anticipated  that 
oral  alimentation  would  not  be  resumed  for  at 
least  seven  days.  In  the  latter  group,  only  three 
(19%)  patients  resumed  oral  intake  by  the 
seventh  postoperative  day. 

The  average  duration  of  needle  catheter 
jejunostomy  use  was  14.6  days,  (range  0 to  58 
days),  (Table  2).  Seventeen  (49%)  patients 
received  jejunal  feedings  for  more  than  10 
days  and  were  felt  to  have  benefited  signifi- 
cantly fi’om  the  procedure.  Six  (17%)  patients 
received  feedings  for  less  than  five  days  and 
did  not  benefit  from  the  procedure.  There  was 
no  significant  difference  in  the  number  of 
patients  benefiting  from  the  procedure  be- 
tween the  patients  with  normal  and  abnormal 
nutritional  parameters  preoperatively.  Six 
patients  received  total  parenteral  nutrition 
postoperatively  either  because  the  catheter 
jejunostomy  was  not  functional  (two  patients) 
or  because  adequate  caloric  intake  could  not 
be  provided  via  the  enteral  route. 

Minor  complications,  which  limited  the  rate 
of  feeding  of  the  diet,  occurred  in  13  (37%) 
patients.  The  most  frequent  complications 
were  diarrhea  and  abdominal  distension  (Ta- 
ble 3).  In  twenty-four  patients,  the  infusion  was 
begun  the  first  postoperative  day.  The  onset  of 
enteral  feeding  was  delayed  in  1 1 patients  with 
abdominal  distension  or  in  whom  there  was 
concern  about  their  overall  condition.  Only  17 
(49%)  patients  tolerated  the  recommended 
infusion  protocol.  Four  patients  tolerated  rates 
greater  than  100  cc/hour.  There  was  no 
significant  difference  in  the  complication  rate 
or  between  the  patients  with  normal  and 
abnormal  nutritional  parameters  preopera- 
tively (31%  versus  42%). 
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One  patient  had  a jejunal  obstruction  at  the 
catheter  exit  site  requiring  reoperation  for  a 
major  complication  rate  of  3%.  There  were  no 
deaths  as  a result  of  the  procedure. 

The  average  daily  calories  provided  by 
enteral  feeding  in  the  first  postoperative  week 
was  1,141  calories.  Comparison  of  nutritional 
parameters  preop eratively  and  one  week  post- 
operatively,  revealed  maintenance  of  body 
weight  and  total  lymphocyte  count  but  a 
statistically  significant  decrease  in  serum 
albumin  (Table  4). 

Discussion 

It  is  now  generally  accepted  that  providing 
nutritional  support  during  the  perioperative 
period  can  improve  morbidity  and  mortality. 
Mullen,  et.  al,®  demonstrated  that  the  pre- 
operative administration  of  total  parenteral 
nutrition  (TPN)  significantly  decreased  post- 
operative complications  and  mortality.  Pre- 
operative nutritional  support  can  also  be 
delivered  enterally  in  selected  patients  using  a 
variety  of  newly  introduced  small  diameter 
feeding  tubes.  While  TPN  has  generally  been 
recommended  for  nutritional  support  im- 
mediately following  abdominal  operations, 
there  has  been  recent  enthusiasm  for  enteral 
feeding  in  the  immediate  postoperative  per- 
iod.^ ■* 

Immediate  postoperative  jejunal  feeding  is 
possible  because  small  bowel  motility  and 
absorptive  capacity  are  little  affected  by 
celiotomy  if  they  are  normal  preoperatively. 
Nachlas,  et.  al.,®  have  shown  that  small  bowel 
motility  returns  within  a few  hours  after 
cehotomy  whereas  gastric  motility  is  impaired 
for  24  to  48  hours  and  colonic  motility  for  3-5 
days.  Hoover,  et.  al.,^  and  Page,  et.  al.,^  found 
that  the  enteral  feedings  were  well  tolerated 
when  started  in  the  recovery  room.  We  have 
preferred,  as  do  Moore,  et.  al.,^  and  Cobb,  et. 


TABLE  3 

Minor  Complications  Related  to 
Needle  Catheter  Jejunostomy 


Complication  Number  of  Patients 


Persistent  Diarrhea  5 
Abdominal  Distension  4 
Obstructed  Catheter  2 
Dislodged  Catheter  2 

TOTAL  13  (37%) 


al.,^  to  initiate  enteral  feeding  on  the  first 
postoperative  day.  This  was  done  in  two-thirds 
of  our  patients. 

The  safety  of  immediate  postoperative 
enteral  feeding  via  needle  catheter  jejunos- 
tomy has  been  demonstrated  in  several  re- 
ports. Page,  et.  al.,"*  reported  a 2.5%  com- 
plication rate  in  199  patients  with  no  catheter- 
related  deaths,  bowel  obstruction,  perforation 
or  intraperitoneal  administration  of  feeding 
formula  Similar  low  complication  rates  have 
been  reported  by  others.^'®  We  had  one  patient 
with  a small  bowel  obstruction  secondary  to 
twisting  at  the  catheter  exit  site.  This  is  a rare 
complication  and  might  have  been  avoided  by 
placing  fixation  sutures  further  away  from  the 
catheter  exit  site.  Metabolic  complications  are 
unusual  although  Cobb,  et.  al.,^  reported 
gastric  hypersecretion  and  hyperglycemia  due 
to  the  enteral  feeding.  One  of  our  patients 
required  insulin  supplementation  for  hyper- 
glycemia, as  well. 

There  are  several  benefits  to  needle  catheter 
jejunostomy.  The  duration  of  intravenous 
therapy  can  be  shortened  and  patient  comfort 
is  often  improved.**  Page^  related  the  benefit  of 


TABLE  4 

Comparison  of  Preoperative  and  Postoperative  Nutritional  Parameters 


One  Week 

Preoperative  Postoperative 


% Ideal  Body  Weight 

108.1 

Total  Lymphocyte  Count 

1504 

Serum  Albumin 

3.13 

± 35.2  no. 2 ± 42.2  ns 

i 744  1265  ± 960  ns 

± .63  2.81  ± .51  p < .005 
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the  catheter  jejunostomy  to  the  duration  of  its 
use,  suggesting  that  use  for  less  than  5 days 
resulted  in  no  benefit  and  use  greater  than  10 
days  resulted  in  significant  benefit.  Thus,  one- 
half  of  our  patients  benefited  greatly  from  the 
procedure.  The  nutritional  benefits  have  also 
been  demonstrated.  Hoover,  et.  al.,^  reported 
in  a randomized,  prospective  study,  that 
nitrogen  balance  and  body  weight  were  main- 
tained significantly  better  in  the  enteral 
feeding  group  than  with  the  control  group. 
During  the  short  course  of  nutritional  support, 
however,  they  could  not  demonstrate  a re- 
duction in  morbidity  and  mortality.  We  found 
similarly  that  body  weight  and  total  lympho- 
cyte count  were  maintained  during  the  first 
postoperative  week.  Serum  albumin  did  de- 
crease significantly,  however. 

Elemental  diets,  such  as  Vivonex  H.N.®  have 
most  frequently  been  used  for  infusion  in  the 
needle  catheter  jejunostomy.  The  primary 
reason  has  been  the  low  viscosity  since  small, 
16  guage  catheters  are  employed  to  minimize 
catheter  related  morbidity.  The  low  pH  and  fat 
content  reportedly  minimize  the  stimulation  of 
pancreatic  and  biliary  secretions.^  It  remains 
controversial  whether  or  not  the  elemental  diet 
is  more  efficiently  absorbed.  Fairfull- Smith, 
and  Freeman,^  used  Isocal®  for  immediate 
ostoperative  feeding  in  patients  with  normal 
owel  function  and  found  that  it  was  very  well 
tolerated  and,  in  part,  may  be  associated  with 
less  disrrhea  because  it  is  iso-osmolar. 

Because  of  the  high  osmolality  of  elemental 
diets,  the  feedings  must  be  started  slowly  and 
advanced  gradually.  Diarrhea  and  abdominal 
distension  are  frequent  complications  and 
occurred  in  one-fourth  of  our  patients,  which  is 
similar  to  the  26-29%  reported  by  others.^’  ^ 
This  is  usually  controlled  by  limiting  the  rate 
of  infusion.  Only  one-half  of  our  patients  were 
able  to  follow  the  desired  infusion  protocol. 
Cobb,  et.  al.,^  have  reported  that  feeding 
difficulty  occurs  more  frequently  in  mal- 
nourished patients  but  this  was  not  sub- 
stantiated by  our  results. 

There  are  many  advantages  to  using  the 
needle  catheter  jejunostomy  for  immediate 
postoperative  nutritional  support.  Patient  dis- 
comfort is  minimized  by  avoiding  the  naso- 
enteric  route  for  enteral  feeding.  In  addition, 
following  upper  abdominal  operations,  it  may 
not  be  desirable  to  have  additional  tubes  from 


above  traversing  the  operative  area.  The 
nutritional  benefits  appear  to  be  comparable 
to  those  of  TPN  when  the  enteral  feedings  are 
tolerated.  Seventeen  percent  of  our  patients 
required  TPN  because  nutritional  require- 
ments could  not  be  met  with  the  enteral 
feeding  above  or  the  catheter  was  not  function- 
al. However,  enteral  feeding  is  associated  with 
fewer  significant  complications  than  TPN,  the 
cost  for  10  days  therapy  is  one-third  of  that  for 
TPN,  and  nursing  care  is  simplified.^’'*  In 
addition,  enteral  feeding  has  potential  ad- 
vantage in  maintaining  normal  gastrointestinal 
tract  structure  and  function.^ 

Our  experience  confirms  that  of  others  that 
immediate  postoperative  feeding  via  needle 
catheter  jejunostomy  is  safe  and  beneficial  in  a 
variety  of  situations.  Needle  catheter  je- 
junostomy should  be  considered  in  patients 
undergoing  either  elective  or  emergency  oper- 
ations of  the  upper  gastrointestinal  and  pan- 
creaticobiliary  tracts,  and  in  selected  lower 
gastrointestinal  procedures.  It  should  be  re- 
stricted, however,  to  patients  who  are  mal- 
nourished preoperatively  or  in  whom  it  is 
anticipated  that  oral  alimentation  will  not  be 
resumed  for  at  least  one  week  after  operation. 
This  would  include  patients  sustaining  severe 
trauma,  for  although  they  are  often  not 
malnourished  preoperatively,  the  potential  for 
complications  and  increased  nutritional  re- 
quirements make  postoperative  malnutrition 
likely.  While  immediate  postoperative  feeding 
may  not  be  possible  in  patients  with  ileus 
secondary  to  intra-abdominal  infection,  ob- 
struction or  extensive  retroperitoneal  dis- 
section, placement  of  the  catheter  retains  the 
option  of  its  later  use.  Obviously,  needle 
catheter  jejunostomy  is  of  limited  usefulness  in 
the  short  bowel  syndrome  and  other  mal- 
absorption disorders. 

In  summary,  needle  catheter  jejunostomy  is 
useful  as  an  adjunctive  procedure  for  pro- 
viding nutritional  support  in  patients  under- 
going major  gastrointestinal  operations.  While 
the  safety  and  efficacy  of  this  procedure  have 
been  supported  by  a large  clinical  experience, 
potentially  significant  complications  can  occur 
and  catheter  jejunostomy  should  be  performed 
only  in  properly  selected  patients. 
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A Preliminary  Study  of  a 
Rural  Obstetrical  Practice 


IN  July  1980  a rural  family  prac- 
tice clinic  was  started  in  Gene- 
va, Nebraska.  Geneva  is  a rural 
community  with  a 2400  population  serving  the 
surrounding  county.  The  total  patient-  popu- 
lation base  in  a 20  mile  radius  is  approxi- 
mately 12,000  people.  For  these  patients  trips 
to  larger  cities  and  delivery  by  obstetricians 
would  mean  traveling  up  to  100  miles.  A 
neighboring  satellite  clinic  was  established  in 
Clay  Center,  25  miles  west  of  Geneva.  From 
October  1980  through  August  1982,  100 
infants  were  delivered  in  the  Fillmore  County 
Hospital. 

Cesarean  section  coverage  was  available  by 
the  nearest  obstetrician  on  a consulting  basis. 
The  consulting  obstetrician  lives  55  miles  away 
making  it  about  one  hour  travel  time.  A 
preliminary  study  was  designed  to  look  at  the 
practice  characteristics  as  well  as  obstetrical 
and  neonatal  outcome  of  this  group  of  patients. 

METHODS 

The  rural  obstetrical  practice  was  based  on 
well-established  principles  of  prenatal  care.^ 
Initial  evaluation  included  a screening  for 
historical  and  laboratory  abnormalities  to 
detect  high  risk  pregnancies.  A standard  risk 
assessment  form  with  weighted  variables  was 
used  to  identify  high  risk  pregnancies.  Screen- 
ing occurred  throughout  pregnancy  for  chan- 
ges in  blood  pressure,  elevated  blood  sugar, 
anemia,  urinary  tract  infection,  and  fetal  well- 
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being.  The  prenatal  patients  were  encouraged 
to  become  active  in  on-going  prenatal  classes 
emphasizing  relaxation  and  breathing  exer- 
cises.^ Computer  assisted  patient  prenatal 
education  was  available  for  interested  pa- 
tients.^ 

At  the  onset  of  active  labor,  patients  were 
hospitalized.  Fetal  monitoring  was  used  in  the 
majority  of  primigravidas  and  in  selected 
multigravidas.^  Anesthesia  used  during  labor 
and  delivery  included  IV  narcotics,  as  well  as 
pudendal  and  local  Xylocaine.  Epidural  blocks 
were  not  used.  Several  patients  had  previously 
had  epidural  blocks  but  did  not  consider  it 
important  enough  to  deliver  in  a regional 
hospital. 

All  patients  were  monitored  for  abnormal 
labor  with  the  use  of  a modified  Friedman 
labor  graph.®  (see  figures  1 & 2).  This  graph 
adds  an  alert  and  action  lines  to  the  standard 
Friedman  curve  and  we  have  found  this 
valuable  in  our  situation.  The  alert  line 
identifies  patients  having  an  abnormal  labor. 
When  patients  cross  this  line,  a phone 
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Figure  1-Above  is  an  example  of  a modified 
Friedman  graph  as  described  by  Sehgal.^  Cervical 
dilatation  and  descent  of  the  presenting  part  are  on 
the  vertical  axis  with  time  in  hours  on  the  horizontal 
axis.  The  addition  of  an  alert  line  diagnoses 
abnormal  labor.  The  alert  line  starts  at  1 centimeter 


when  cervical  dilatation  is  3 centimeters  and  active 
labor  is  in  progress.  Crossing  the  alert  line  identifies 
abnormal  labor.  The  action  line  is  4 hours  to  the 
right  of  the  alert  line  and  is  used  for  planning 
operative  delivery  in  continued  failure  to  progress. 
Both  lines  have  a slope  of  1 centimeter  per  hour. 


FIGURE  II 

Modified  Friedman  Labor  Curve 


Figure  2-The  patient  enters  the  hospital  in  early 
labor  at  1 centimeter  at  six  A.M.  Labor  progresses 
imtil  3 centimeter  dilatation  is  reached  at  10  A.M. 
The  alert  and  action  lines  are  added  to  the  graph.  At 
12  noon  no  further  progress  has  been  made  and  the 
alert  line  is  crossed  designating  abnormal  labor, 
(point  A)  Phone  consultation  results  in  recommenda- 
tion for  oxytocin  augmentation.  Four  P.M.  is  set  as 


time  for  operative  delivery  if  no  further  progress  is 
made,  (point  B)  The  patient  progresses  to  5 centi- 
meters in  3 hours  (point  C)  but  again  fails  to  pro- 
gress. Operative  delivery  is  accomplished  as  the 
labor  line  approaches  the  action  line,  (point  D)  A 10 
pound,  6 ounce  infant  is  delivered  with  Apgars  of  3 
and  7 at  one  and  five  minutes. 
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consultation  is  obtained  with  the  consulting 
obstetrician.  Strategy  for  intervention  in  labor 
is  discussed,  then  anesthesia  and  the  operating 
room  team  are  notified  of  the  possible  need  for 
operative  delivery.  The  action  line  has  been 
used  as  an  indicator  of  need  for  operative 
delivery  in  patients  with  nonprogression  of 
labor.  Previous  studies  have  shown  the  out- 
come of  abnormal  labors  with  the  use  of  the 
modified  curve.®  If  the  action  line  is  crossed,  a 
decision  for  operative  delivery  is  made  in 
consultation  with  the  obstetrician.  The  family 
physician  delivers  patients  with  normal  labor 
patterns  as  well  as  caring  for  the  postoperative 
care  of  patients  delivered  by  cesarean  section. 
An  outcome  study  was  done  by  retrospectively 
reviewing  prenatal  office  and  hospital  records 
of  100  patients  delivered  at  the  Fillmore 
County  Hospital  by  the  authors. 

Results 

The  outstanding  factor  of  the  prenatal 
patient  population  was  the  low  incidence  of 
high  risk  pregnancy.  Only  3 patients  were 
considered  high  risk  on  initial  evaluation. 
Primigravida  patients  made  up  about  40 
percent  of  the  total  prenatal  group.  Only  seven 
patients  failed  to  gain  the  recommended 
twenty  pounds  during  pregnancy.®  During  the 
time  of  the  100  deliveries,  only  two  patients 
who  started  prenatal  care  were  transferred  to  a 
regional  hospital  for  delivery.  Additional  data 
concerning  the  prenatal  characteristics  of  our 
patient  population  are  summarized  in  Table  I. 

Abnormal  labors  were  identified  in  17 
patients.  An  example  of  a case  history  of  a 
patient  with  abnormal  labor  and  the  use  of  the 
modified  Friedman  labor  graph  is  described  in 
figure  2. 


The  total  cesarean  section  rate  was  10 
percent.  Five  primigravida  patients  were  oper- 
ated on  for  failure  to  progress  using  the  criteria 
previously  described.  Three  patients  under- 
went operative  delivery  for  a repeat  cesarean 
delivery.  Two  additional  patients  with  breech 
presentation  make  up  the  remaining  two 
cesarean  sections.  Ninety  patients  were  de- 
livered vaginally.  There  were  no  postoperative 
complications  in  the  cesarean  section  group. 
Three  vaginally  delivered  patients  experienced 
postpartum  hemorrhage  severe  enough  to 
require  currettage  by  the  family  physician. 
Forceps  were  required  for  11  vaginal  deliv- 
eries. Induction  of  labor  was  used  in  14 
patients.  No  vaginal  lacerations  have  resulted 
in  rectovaginal  fistulas  to  date.  One  patient 
developed  a postpartum  fever.  Urine,  vaginal, 
and  blood  cultures  were  negative  with  anti- 
biotics being  used  until  final  culture  reports 
were  available.  A summary  of  the  labor  and 
delivery  characteristics  are  given  in  Table  II. 

The  summary  of  neonatal  outcome  is  given 
in  Table  III.  There  were  no  intrapartum 
deaths.  Seven  patients  entered  prenatal  care 
and  had  spontaneous  abortions  before  12 
weeks.  There  were  two  stillbirths.  One  occurr- 
ed at  33  weeks  in  a high  risk  patient  with 
obesity,  controlled  hypertension,  cigarette  a- 
buse,  and  a previous  stillborn.  This  patient  had 
refused  obstetrical  referral.  One  stillbirth 
occurred  at  40  weeks,  before  the  onset  of 
labor,  in  a low  risk  patient.  Both  families 
refused  autopsy  for  definitive  evaluation  on 
the  cause  of  death.  Three  infants  required 
resuscitation  following  delivery.  Two  needed 
bag  and  mask  resuscitation  while  one  infant 
required  short  term  intubation.  One  infant  was 
transferred  to  a neonatal  intensive  care  center 
secondary  to  a phrenic  nerve  palsy.  No 


TABLE  1 

PRENATAL  PATIENT  PROFILE 


Primigravida  Multigravida 

Average  (range)  Average  (range) 

Total  100  Deliveries 
High  risk  initial  visit 
Age  in  years 
Weight  gain  in  pounds 
Delivery  week  by  EDC 
from  prenatal  record 


39 

1 

21.7  (14-29) 

28.7  (15-48) 
39.2  (34-43) 


61 

2 

27.3  (20-36) 

29.7  (12-65) 

40.7  (37-43) 
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TABLE  II 


LABOR  AND  DELIVERY  PROFILE 


Pr imigavida 

Multigravida 

% Total 

Stagel-admission  to  10  cm 
Time  in  hours  (range) 

9.7  (2-23) 

5.1  (4-20) 

Stage  II  (range)  minutes 

36  (1-150) 

13  (4-70) 

Stage  III  (range)  minutes 

6 (2-12) 

6 (2-24) 

Vaginal  Delivery 

33/39 

57/61 

90% 

Cesarean  Section 

6/39 

4/61 

10% 

Induction 

9/39 

5/61 

14% 

Augmentation  (abnormal- 

10/39 

6/57 

17% 

labor ) 

Forceps 

10/33 

1/57 

12% 

Episiotomy 

33/33 

52/57 

94% 

Laceration  degree-  0 

0/33 

6/57 

6% 

1-2 

17/33 

40/57 

67% 

3-4 

16/33 

7/57 

27% 

Fetal  Monitoring 

37/39 

32/61 

72% 

Postpartum  hemorrhage 
requiring  curettage 

1/39 

2/61 

3% 

Postpartum  fever 

0/39 

1/61 

1% 

TABLE  III 

NEONATAL  PROFILE 

Pr imigravida 

Multigravida 

Average  Weight  (range) 

7-3  (4-4  to  10-6) 

’ 7-14  (5-3  to  11-2) 

Apgars  (1-5  min) 

(7. 6-8. 9) 

(7. 6-8. 8) 

Breast  Feeding 

12/39 

39/61 

Resuscitation 

3/39 

0/61 

Congenital  Defects 
Cardiac 

2/39 

0/61 

Hip 

1/39 

3/61 

longterm  morbidity  in  any  delivered  infant  has 
been  identified  in  followup. 

Discussion 

This  study  demonstrates  that  a large  per- 
centage of  prenatal  patients  presenting  to  a 
rural  family  practice  clinic  were  low  risk 
pregnancies  on  initial  evaluation.  Some  special 
characterisitics  of  rural  obstetrics  deserve 
mention.  From  our  experience  to  date,  physi- 
cians in  training  considering  rural  practice 
should  receive  training  emphasizing  the  follow- 
ing: 

1.  Early  detection  of  high  risk  pregnancy 

2.  Fundamentals  of  prenatal  care,  with  em- 
phasis on  prevention 

3.  Early  detection  of  abnormal  labor 
patterns 


4.  Fetal  monitoring  of  labor  and  for  testing 
fetal  well-being 

5.  Familiarity  with  outlet  forceps  and  post- 
partum currettage 

6.  Coordination  of  nearest  referral  sources 

7.  Principles  and  practice  of  neonatal  re- 
suscitation 

Initial  data  analysis  has  not  shown  the  one 
hour  delay  in  obtaining  operative  delivery  to 
be  a problem.  Further  data  collection  will  be 
required  to  determine  if  this  is  a statistically 
significant  problem  when  attention  to  early 
detection  of  abnormal  labor  is  used.  The 
availability  of  more  rapid  operative  delivery 
would  have  to  be  compared  to  the  cost  of  long 
distance  travel  for  the  low  risk  obstetrical 
patient.  Inclement  road  conditions  during  the 
winter  and  precipitous  delivery  by  some 
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multigravidas  would  be  arguments  for  obtain- 
ing obstetrical  care  close  to  home.  Physicians 
more  than  sixty  miles  from  operative  delivery 
may  want  to  consider  obtaining  skills  in 
performing  cesarean  deliveries.  Coordination 
of  available  physician  services  with  the  rural 
areas  of  Nebraska  can  insure  optimal  care  for 
the  rural  pregnant  patient. 
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Implementation  of  a Computer 
Assisted  Drug  Monitoring  Program 
in  a Community  Hospital 


The  need  for  aggressive  amino- 
glycoside drug  monitoring  at 
Saint  Elizabeth  Community 
Health  Center  first  arose  from  our  inability  to 
achieve  and  maintain  therapeutic  blood  levels 
in  burn  patients  who  were  receiving  con- 
ventional gentamicin  doses  for  serious  life 
threatening  infections.  Daily  dosages  exceed- 
ing six  to  ten  times  the  maximum  recommend- 
ed were  frequently  necessary  to  achieve 
adequate  serum  levels  in  the  severely  burned 
patient. 

Determining  the  correct  aminoglycoside 
dosage  for  patients  with  gram-negative  in- 
fections has  concerned  physicians  for  some 
time.  The  physician  is  faced  with  making 
empirical  prescribing  decisions  when  utilizing 
drug  serum  levels.  This  frequently  results  in  a 
delayed  “trial  and  error”  dosage  adjustment 
period  often  in  the  subtherapeutic  range.  The 
conventionally  prescribed  aminoglycoside  dose 
of  “80  mg  q 8 hrs”  may  result  in  substan- 
tially low  and  ineffective  levels  if  used  routine- 
ly in  every  patient  requiring  aggressive  thera- 
py. Conversely,  this  standard  dose  may  be  too 
large  or  too  frequent  for  some  patients. 

These  observations  prompted  the  develop- 
ment of  a Consultant  Drug  Monitoring  Service 
established  through  the  Laboratory  and  Phar- 
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macy  Department  in  cooperation  with  the 
Medical  Director  of  the  Burn  Trauma  Unit. 
Unlike  conventional  prescribing  methods,  this 
service  works  closely  with  the  clinician  by 
utilizing  simple  drug  kinetic  equations  in  a 
unique  rapid  computerized  fashion. 

This  prospective  study  compared  and  eval- 
uated differences  seen  in  clinical  laboratory 
data  of  patients  who  received  either  gentami- 
cin or  tobramycin  and  were  monitored  by  the 
Drug  Monitoring  Services  to  a control  group  of 
patients.  Results  of  the  study  and  a brief 
description  of  the  program  are  presented. 

•Address  Reprint  Requests  to;  Dr.  Samuel  Boon,  Laboratory  Services, 
Saint  Elizabeth  Community  Health  Center,  555  South  70th  Street,  Lincoln, 
Nebraska  68510. 
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METHODS 

Saint  Elizabeth  Community  Health  Center 
is  a 208  bed  non-profit  acute  care  community 
hospital  with  special  care  facilities  for  burn 
injuries,  neonatal  disease  and  renal  failure. 
The  study  was  conducted  in  100  burn  and  non- 
burn patients  16  years  of  age  and  older  who 
were  treated  with  either  gentamicin  or  tobra- 
mycin for  a serious  gram  negative  infection 
during  1981  and  1982.  Forty-eight  patients 
were  monitored  by  the  Drug  Monitoring 
Service  and  compared  retrospectively  to  the 
data  of  52  patients  who  were  treated  in 
conventional  fashion.  Selection  of  patients  in 
each  group  was  accomplished  in  a sequential 
fashion  during  the  same  time  period. 

Each  patient  in  the  study  group  received 
either  gentamicin  or  tobramycin  according  to 
an  established  protocol  utilizing  patient  data 
and  selected  pharmacokinetic  equations.  A 
computer  program  was  developed  to  rapidly 
calculate  estimated  creatinine  clearance,  lean 
body  weight,  loading  dose,  and  dosing  interval. 


The  program  incorporated  first-order  kinetic 
equations  used  to  interpret  blood  level  data 
with  respect  to  dosage  adjustment.  Unless  the 
patient  was  already  started  on  aminoglycoside 
therapy,  a standard  loading  dose  of  2 mg/Kg 
was  administered  to  all  patients  in  the  study 
group.  Each  dose  was  administered  as  an 
intermittant  infusion  over  30-40  minutes. 

Following  administration  of  up  to  three 
maintenance  doses  to  allow  the  drug  to  reach 
steady-state  levels  in  the  body,  a peak  serum 
level  using  the  Emit  Assay  was  measured  one 
hour  from  the  start  of  antibiotic  infusion.  A 
trough  level  was  then  drawn  just  prior  to  the 
next  scheduled  dose.  Subsequent  dosage 
and/or  dosing  interval  adjustments  were  based 
on  serum  level  data.  Any  additional  peak  and 
trough  levels  were  then  measured  following 
every  third  dose  until  therapeutic  levels  were 
achieved. 

CRITERIA 

All  aminoglycoside  serum  levels  were  classi- 


TABLE  I. 

AMINOGLYCOSIDE  PRESCRIBING  DATA 


RESULTS 


CONTROL  GROUP  STUDY  GROUP 
(N=52)  (N=48) 


Patient  Age 


Average 

58.4  years 

57.5  years 

Range 

(17-95) 

(18  - 95) 

Prescribing  Rationale 

Prophylaxis 

7 (13.5%) 

1 (2%) 

Therapeutic 

36  (69.2%) 

31  (64.6%) 

Empiric 

9 (17.3%) 

6 (12.5%) 

Dosage  Per  Day 

Average 

3.49  mg/Kg 

4.82  mg/Kg 

Range 

(0.99-9.0  mg/Kg) 

(0.95-10.3  mg/Kg) 

Duration  of  Therapy 

Average 

10.4  days 

15.9  days 

Range 

(2-38  days) 

(3-71  days) 

Dosage  Adjustments 

Average 

0.58 

1.36 

Range 

(0-3) 

(0-3) 

Serum  Levels/Pt. 

Average 

2.6 

5.3 

Range 

(0-8) 

(1-22) 
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fied  as  either  a peak  or  trough  level  as  follows; 
Peak  Level:  All  serum  samples  drawn  within 

90  minutes  following  the  completion  of 
dose  were  classified  as  “peak”  levels  and 
placed  into  one  of  three  categories:  sub- 
therapeutic  (less  than  5 mcg/ml),  thera- 
peutic (5-10  mcg/ml),  or  toxic  (10  mcg/ml 
or  greater). 

Trough  level:  All  serum  levels  drawn  at  least 

60  minutes  prior  to  the  next  dose  were 
classified  as  “trough”  levels  and  placed 
into  one  or  two  categories:  non-toxic  (less 
than  or  equal  to  2 mcg/ml)  or  toxic  (great- 
er than  2 mcg/ml.) 

RESULTS 

Drug  treatment  difference  and  laboratory 
data  examined  daily  included  dosage,  dosage 
adjustments,  serum  levels,  duration  of  treat- 
ment, and  renal  function  (see  Table).  Despite 
evidence  of  serious  infection  in  92%  of  all 
patients,  there  were  significant  prescribing 
differences  between  the  two  groups. 

The  total  daily  dose  of  either  aminoglyco- 
side averaged  4.8  mg/Kg/day  in  the  study 
group  which  was  32%  greater  than  the  average 
dose  in  control  patients.  Duration  of  treatment 
was  longer  in  the  study  group  by  an  average  of 
five  days.  This  is  accounted  for  by  the  fact  that 
nearly  50%  of  the  patients  in  the  study  group 
were  immuno-compromised  burn  patients, 
thereby  requiring  longer  periods  of  treatment. 


PEAK  SERUM  LEVELS  (mcg/ml) 

Figure  1.  Steady-state  aminoglycoside  peak  levels 
in  the  study  group  demonstrate  a significant  differ- 
ence in  measured  frequency  within  the  stated 
therapeutic  range  of  5 to  10  mcg/ml. 


The  number  of  drug  serum  level  measure- 
ments in  the  study  group  averaged  5.3  per 
patient  treatment  compared  to  2.6  measure- 
ments in  control  patients.  Considering  the 
duration  of  treatment,  there  was  no  difference 
in  the  frequency  of  serum  level  measurements. 
Peak  and  trough  level  determinations  were 
performed  on  the  average  of  every  fifth  day  in 
both  groups. 

Peak  steady  state  serum  levels  in  the  study 
group  fell  into  the  therapeutic  range  of  5-10 
mcg/ml  with  an  83%  frequency  compared  to 
only  36%  in  the  control  population.  Con- 
versely, 62%  of  the  control  group  peak  levels 
were  considered  subtherapeutic  (less  than  5 
mcg/ml).  (Figure  1)  The  majority  of  drug 
serum  trough  levels  in  both  groups  measured 
below  2 mcg/ml  which  was  considered  appro- 
priate in  preventing  potentially  toxic  tissue 
accumulation  of  the  drug  between  doses. 
(Figure  2) 

Predicted  versus  measured  peak  and 
trough  levels  in  the  study  group  demonstrated 
excellent  correlation.  Using  the  T-test,  the 
correlation  coefficient  was  0.954  as  predicted 
levels  were  within  an  average  of  1 mcg/ml  of 
those  measured  (Figure  3). 

DISCUSSION 

Therapeutic  drug  concentrations  have  been 
achieved  by  the  computer  assisted  drug 
monitoring  program  and  has  resulted  in  an 
improved  treatment  response.  These  drugs 
have  a low  therapeutic  index,  and  concentra- 
tions necessary  for  optimal  efficacy  approxi- 
mate those  concentrations  associated  with  a 
higher  risk  of  toxicity.  A primary  goal  of  this 
program  is  to  provide  aggressive  use  of 
aminoglycosides  in  critically  ill  patients  who 
require  immediate  attention  yet  cannot  afford 
the  loss  of  renal  function. 

Zaske  found  a strong  temporal  relationship 
in  burn  patients  between  increased  patient 
survival  and  implementation  of  an  individual- 
ized regimen  similar  to  ours.  (1)  Support  for 
this  aggressive  type  of  individualized  therapy 
to  maintain  levels  between  5-10  mcg/ml  is  also 
documented  in  non-burn  patients.  (2)  The 
ability  to  predict  serum  levels  within  an 
average  of  1 mcg/ml  of  that  measured  by  using 
a computer  program  employing  basic  kinetic 
equations,  provided  the  majority  of  study 
patients  the  full  benefit  of  treatment.  This  was 
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accomplished  by  achieving  therapeutic  peak 
levels  and  avoiding  trough  levels  by  allowing 
sufficient  drug  washout  between  doses. 


CONTROL  GROUP 


STUDY  GROUP 


loo-i 


2 >2 


TROUGH  SERUM  LEVELS  (mcg/ml) 

Figure  2.  The  majority  of  aminoglycoside  trough 
levels  in  both  patient  groups  measured  less  than  2 
mcg/ml  at  steady-state. 


12-! 


PREDICTED  LEVELS  ug/ml 

Figure  3:  Aminoglycoside  levels:  Actual  versus 
predicted;  Measured  Peak  levels  are  indicated  by  (X) 
and  trough  levels  by  (O). 


It  is  important  to  realize  that  the  use  of 
kinetic  formulas  employed  to  make  maximum 
use  of  measurement  of  drug  serym  levels. 
Patients  with  unstable  renal  function  require 
constant  monitoring  of  serum  levels  with 
frequent  dosage  and  dosage  interval  adjust- 
ments to  maintain  consistent  therapeutic 
levels.  Loss  of  the  drug  through  bum  wounds  is 
another  example  where  it  was  difficult  to 
predict  serum  levels,  and  measurement  of  such 
levels  was  most  important.  Nonetheless,  renal 
function  monitoring  combined  with  the  use  of 
kinetic  applications  complemented  the  use- 
fulness of  serum  level  data  by  enabling  the 
physician  to  make  dosage  related  decisions 
with  a high  level  of  confidence  and  predicta- 
bility. 

Utilization  of  the  Clincial  Pharmacist  by  the 
physician  helps  to  process  all  the  information 
available  to  him.  Insuring  that  the  drug  is 
prepared  and  administered  properly,  and 
serum  levels  are  drawn  at  designated  times, 
the  pharmacist  is  able  to  process  such 
information  and  submit  computer-assisted 
dosage  recommendations  which  serve  to  aug- 
ment the  quality  of  care  provided  by  the 
physician. 

Aminoglycoside  drug  monitoring  has  been 
provided  at  Saint  Elizabeth  Community  Health 
Center  for  the  past  three  years.  The  use  of 
Kinetic  equations  for  drug  monitoring  origi- 
nally evolved  from  performing  manual  cal- 
culations, and  progressed  to  using  a hand 
held  calculator,  and  finally  to  the  present  on- 
line computer  system  with  printout.  Since 
many  drugs  follow  first  order  kinetics,  we 
expect  to  eventually  expand  the  drug  monitor- 
ing service  to  include  aminophylline,  digoxin 
and  other  agents  which  require  close  moni- 
toring and  demonstrate  a narrow  therapeutic 
index. 
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Memories  of  Medicine 


I HAVE  lived  during  a very 
interesting  period  of  time.  I was 
born  on  a farm  in  Iowa  in  1906. 
I remember  my  first  ride  in  an  automobile,  the 
first  airplane  I ever  saw,  the  first  time  I 
listened  to  a radio  (put  together  by  a friend) 
and  the  first  grapefruit  I ever  tasted.  In  1921 
the  family  moved  to  a homestead  in  Wyoming 
fifty  miles  from  town.  We  had  no  telephone, 
electricity  or  running  water.  Our  drinking 
water  was  obtained  with  a bucket  from  a water 
hole. 

When  I was  eleven  years  old,  I started 
driving  a Model  “T”  and  breaking  prairie  sod 
with  a walking  plow  and  horses.  We  graduated 
from  the  old  kerosene  lamp  to  the  wonderful 
mantle  lamp.  Breaking  wild  horses  to  work  and 
to  ride  was  a routine  job  in  those  days. 
Recreation  for  my  brother  and  me  was  riding 
bucking  steers  and  playing  horseshoes. 

I had  consulted  a doctor  only  one  time 
before  going  to  medical  college.  However,  in 
my  junior  year  at  medical  school,  I contracted 
acute  hemorrhagic  nephritis  from  an  erysipelas 
patient.  This  experience  taught  me  a lot  about 
doctors  and  patients,  but  set  me  back  a year  in 
medical  school. 

The  practice  of  medicine  fifty  years  ago  was 
much  different  than  now  as  we  had  no  sulfa  or 
penicillin.  When  penicillin  first  came  on  the 
market,  I had  a meningitis  patient  in  the 
hospital  that  would  not  respond  to  any  of  my 
therapy  and  was  running  a high  fever  every 
day.  I managed  to  get  some  experimental 
penicillin  and  injected  it  directly  into  the 
spinal  canal.  She  promptly  had  a severe 
convulsion  that  was  most  frightening.  However, 
the  next  day  her  temperature  was  normal.  She 
made  a prompt  and  complete  recovery  and  is 
now  a laboratory  technician  in  California. 

The  most  dreaded  disease  was  polio  which 
required  a great  deal  of  attention.  I treated 
several  cases  of  typhoid  and  one  case  of  small- 
pox. I lost  one  case  of  diphtheria  which  I saw 
too  late.  One  case  of  rattlesnake  bite  was 
treated  successfully.  Treating  fractured  hips 
was  unsatisfactory,  painful  and  prolonged. 
Early  in  my  practice  I had  occasion  to  treat  a 
young  man  who  got  his  left  leg  in  the  power 
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2401  Ave.  E 

Scottsbiuff,  Nebraska  69361 


takeoff  of  his  tractor  with  resulting  multiple 
fractures  and  lacerations  of  his  lower  leg.  I put 
the  bones  back  together  with  the  use  of 
Steinmen  pins  and  then  put  the  leg  in  a cast. 
Nature  was  kind  and  the  man  made  a good 
recovery  and  was  able  to  walk  well  without 
even  a limp. 

We  did  most  of  our  own  surgery  from 
ingrown  toenails  to  thyroidectomies.  The  most 
common  surgeries  were  tonsillectomies,  ap- 
pendectomies, hemorrhoidectomies  and  gall 
bladders. 

I delivered  dozens  of  babies  — mostly  in  the 
farm  homes  in  the  early  days  of  practice  using 
ether  or  chloroform.  I delivered  one  Indian 
baby  in  a small  tepee  on  a pile  of  rags  on  a dirt 
floor  with  no  complications.  Five  babies  in  one 
twenty-four  hour  period  was  a record  for  me.  I 
delivered  many  sets  of  twins  and  four  sets  of 
triplets.  The  last  set  of  triplets  was  for  a 
Mexican  woman  who  nursed  them  all.  One 
premature  baby  I delivered  weighed  2 pounds, 
9 ounces  and  is  now  a very  happy,  healthy 
eleven  year  old  girl. 

I made  a heroic  effort  to  deliver  babies 
without  tears  or  episiotomies  and  was  quite 
successful. 

Martha  Criley,  R.N.  was  the  only  help  two 
doctors  had.  She  was  janitor,  receptionist, 
bookkeeper,  office  assistant,  lab  technician 
and  anesthetist. 

Years  of  teaching  in  the  Nurses’  Training 
School  at  West  Nebraska  Methodist  Hospital 
in  Scottsbiuff  were  interesting  and  rewarding.  I 
taught  Obstetrics,  Minor  Surgery  and  Labora- 
tory Techniques.  Also,  I taught  Obstetrics, 
Gynecology  and  Tropical  Medicine  to  students 
at  Platte  Valley  Bible  College  — those  who 
expected  to  go  as  missionaries  to  very  primi- 
tive places  in  foreign  lands. 
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We  are  proud  that  we  have  a daughter  who  is 
a registered  nurse.  She  and  her  husband  are 
Christian  missionaries  in  Indonesia. 

I have  witnessed  the  elimination  of  many 
diseases  in  my  life  time.  Vaccines  have  been 


such  a wonderful  help.  I gained  much  satisfac- 
tion from  the  Family  Practice  of  Medicine  for 
fifty  years.  However,  I feel  that  the  Art  of 
Medicine  has  not  kept  pace  with  the  Science 
and  that  this  is  regretable. 
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MEDICAL  MALPRACTICE 
LEGISLATION 

Our  patients,  the  citizens  of  Nebraska,  saved 
$2,500,000  last  year  alone  in  medical  costs. 
How  was  this  feat  accomplished  in  this  era  of 
rising  health  care  costs?  This  savings  was 
brought  about  because  your  medical  associa- 
tion — lead  by  a small  group  of  hard-working 
dedicated  physicians  labored  long  and  hard  to 
gain  the  passage  of  LB  434  in  1976.  Our 
support  in  the  Legislature  at  that  time  was  led 
by  Senators  Loran  Schmit  and  John  DeCamp 
who  ably  succeeded  in  the  passage  of  this 
landmark  legislation.  Only  one  or  two  other 
states  have  achieved  similar  effective  legisla- 
tion. 

Now  eight  years  later,  some  changes  in  the 
law  have  become  necessary.  Circumstances 
such  as  those  created  by  inflation  must  be 
addressed.  The  lid  or  limits  probably  should 
be  expanded  to  meet  the  needs  brought  about 
by  the  decreasing  dollar  value.  A decision  must 
be  reached  as  to  the  real  value  of  the  panel. 
Does  the  panel  fulfill  its  mission,  e.g.  eliminat- 
ing nuisance  suits  or  investigating  the  fact 
whether  malpractice  actually  has  occurred?  Or 
does  the  panel  create  “double  jeopardy”  for 
the  defendant  physician?  Are  physicians 
tougher  on  fellow  physicians  than  a jury  would 
be?  These  and  many  other  questions  should  be 
answered  and  then  a solution  arrived  at  with 
the  end  goal  always  being  what  is  really  best 
for  our  patients,  the  citizens  of  Nebraska.  Also, 
since  the  law  has  been  used  now  for  some  7 
years  other  housekeeping  revisions  have  be- 
come necessary  in  the  wording  of  the  law. 
These  changes  should  be  instituted  after 
consultation  with  both  plaintiff  and  defense 
attorneys,  the  Departments  of  Insurance  & 
Health,  health  care  providers  and  insurance 
carriers. 

We  are  perceived  as  being  a privileged  class 
enjoying  the  umbrella  of  limited  liability. 
Actually,  in  fact,  this  has  been  an  important 
factor  in  controlling  health  care  costs.  Perhaps 


we  the  citizens  of  this  state  should  take  a hard 
look  at  supporting  limiting  liability  in  general. 
We  have  recently  read  the  headlines  pro- 
claiming that  the  taxpayers  of  Omaha,  Ne- 
braska, will  be  assessed  5 million  dollars 
because  a tree  was  blown  over  in  a wind 
storm.  I can’t  help  but  wonder  if  limitations  on 
liability  and  contingent  fee  recoveries  might 
have  saved  a considerable  sum  for  the  Omaha 
taxpayers.  Perhaps  some  sort  of  standard 
reparation  such  as  utilized  in  workers’  com- 
pensatory cases  could  be  augmented?  But  now 
we  as  physicians  must  stand  together  and  work 
to  conserve  the  basic  guidelines  utilized  in  our 
present  medical  liability  law.  Each  and  every 
one  of  our  members  must  help  in  the  upcoming 
task  in  the  Legislature.  Each  and  every  senator 
must  be  communicated  with  by  you.  Also,  we 
must  point  out  the  values  of  the  law  to  each 
and  every  citizen  of  this  state.  Every  physician 
has  enjoyed  the  benefits  of  LB  434  which  we 
pass  on  to  our  patients.  Now  each  and  every 
physician  must  stand  and  help  preserve  and 
improve  this  law. 

Dwaine  J.  Peetz,  M.D.,  President 

Nebraska  Medical  Association 
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The 

Auxiliary 


Programs  for  State  Health  Projects 


Promoting  awareness  and  prevention  of 
child  abuse  and  drunk  driving  will  be  the  focus 
of  the  American  Medical  Association  Aux- 
iliary’s 1983-84  Shape  Up  for  Life  campaign. 

In  1979,  the  AMA  Auxiliary  launched  Shape 
Up  for  Life  — its  nationwide  program  to 
promote  good  health.  The  Shape  Up  for  Life 
campaign  encompasses  areas  of  health  such  as 
nutrition,  exercise,  stress  management,  and 
substance  abuse. 

In  1983-84,  Shape  Up  for  Life  will  focus  on 
Children  and  Youth,  with  a special  emphasis 
on  prevention  of  child  abuse.  Drunk  driving 
will  also  be  spotlighted  under  the  Shape  Up  for 
Life  umbrella.  Promotion  of  public  awareness 
is  the  major  concern,  with  new  materials 
available  to  provide  information.  Two  new 
brochures,  entitled  “Child  Abuse  Prevention” 
and  “Drinking  and  Traffic  Safety,”  will  be 
available. 

Child  abuse  and  neglect  greatly  affect  our 
children  and  youth  — an  estimated  652,000 
cases  of  abuse  or  neglect  are  reported  each 
year.  The  AMA  Auxiliary  is  launching  a 
nationwide  program  to  help  prevent  this 
problem,  with  an  emphasis  on  community 
involvement  in  positive  parenting  education. 

Drunk  driving  is  a major  national  health 
concern.  More  than  26,000  Americans  are 
killed  each  year  by  drunk  drivers  — 5,000  of 
these  are  young  people,  making  drunk  driving 
the  number  one  kiUer  of  men  and  women  in 
their  teens  and  twenties.  The  AMA  Auxiliary  is 
following  the  lead  of  the  AMA  in  urging 
legislative  action  to  strengthen  and  enforce 
drunk  driving  laws. 

Write  your  legislators  urging  them  to  enact 
uniform  drinking  laws  for  all  states  and  raising 
the  legal  drinking  age  to  21. 

Make  measles  a memory,  immunize.  This  is 
a message  we  should  all  promote.  The  AMA 


passed  a resolution  in  June  to  encourage 
surveillance  systems  to  seek  out  those  not 
immunized  and  education  to  promote  aware- 
ness of  the  disease. 

We  have  six  chairmen  for  the  Health 
Projects.  Contact  them  for  information  and 
help.  They  are: 

1.  Child  Abuse 

Shirley  Johnson  (Mrs.  Palmer) 

7075  Lincolnshire,  Lincoln,  NE  68506 
489-9875 

2.  Decade  of  the  Disabled 

Mary  Ann  Skoog  (Mrs.  Donald) 

706  South  96th,  Omaha,  NE  68114 
391-2597 

3.  Nutrition  and  Physical  Fitness 
Sally  Becker  (Mrs.  Bill) 

R.R.,  Box  523,  Norfolk,  NE  68701 
371-9685 

4.  Organ  Donor 

Carolyn  Gregorius  (Mrs.  Charles) 

6300  Oaks  Hollow,  Lincoln,  NE  68516 
423-6605 

5.  Parental  Involvement  of  Marijuana  Use 
Among  Youth 

Jan  Haggstrom  (Mrs.  John) 

1125  South  94th  Street,  Omaha,  NE  68125 
397-6844 

6.  Safety  (Drunk  Driving) 

Eleanor  Ward  (Mrs.  Vernon) 

302  North  54th  Street,  Omaha,  NE  68132 
558-7641 

Health  projects  can  be  a powerful  means  of 
expression  for  your  auxiliary.  The  increased 
exposure  derived  from  organizing  innovative 
community  projects  can  provide  a very  posi- 
tive image  generating  excellent  public  relations 
for  auxiliary  members  and  their  physician 
spouses.  Working  together  with  other  organi- 
zations in  a coalition  can  add  greater  credibility 
to  the  medical  auxiliary  as  a community  leader. 
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Health  projects  create  an  excellent  incentive 
for  potential  auxiliary  members  to  join  a 
worthwhile  organization  involved  in  assessing 
meeting  the  health  needs  of  the  nation.  A 
feeling  of  great  personal  accomplishment  can 


be  achieved  by  assisting  with  vital  auxiliary 
programs. 

Marjorie  Olney  (Mrs.  Richard) 
1301  Piedmont  Road 
Lincoln,  NE  68510 


Welcome  New  Members 


Steffan  R.  Lacey,  M.D. 
105  No.  15th 
Norfolk,  NE  68701 


Robert  K.  Dahl,  M.D. 

131  E.  Ashton 
Grand  Island,  NE  68801 


Coming  Meetings 

UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 


ADVANCED  TRAUMA  LIFE  SUPPORT 
(ATLS)  — October  3 & 4,  1983;  November 
3 & 4,  1983;  March  15  & 16,  1984  and  May 
21  & 22,  1984,  these  courses  will  be  held 
at  the  Center  for  Continuing  Education, 
University  of  Nebraska  Medical  Center, 
42nd  and  Dewey  Avenue,  Omaha,  Nebraska 
68105.  These  courses  have  been  approved 
for  credit  for  AAFP  — 16.0  hours,  AMA  — 
16.0  hours,  and  ACEP  — 15.0  hours.  The 
registration  fee  for  the  course  is  $375.00. 

EXERCISE  TESTING  AND  TRAINING  OF 
PULMONARY  DISEASE  PATIENTS  — 
October  6-7,  1983.  This  symposium  will 
focus  on  state-of-the-art  information  regard- 
ing physiologic  responses  to  exercise  and 
exercise  training  in  patients  with  pulmonary 
disease.  Workshops  will  offer  demonstrations 
of  exercise  tolerance  testing,  discussion  of 
exercise  training  and  case  studies  of  im- 
pairment/disability in  patients  with  various 
pulmonary  disorders.  The  symposium  di- 
rector is  William  Bell,  Ph.D.  Course  faculty 
include  Dr.  Louis  Burgher,  Dr.  Lon  Keim, 
Dr.  Stephen  Smith  and  Dr.  Irving  Kass,  from 


the  Division  of  Pulmonary  Medicine,  Uni- 
versity of  Nebraska  Medical  Center.  Regis- 
tration fee  is  $120.00. 

PEDIATRIC  INTENSIVE  CARE  - October 
27-28,  1983.  This  two-day  seminar  for 
physicians,  nurses  and  allied  health  per- 
sonnel is  designed  to  provide  up-to-date 
information  concerning  the  acute  care  of  the 
critically-ill  pediatric  patient.  There  will  be 
general  presentations  as  well  as  small  group 
sessions.  Topics  to  be  included  are:  high 
frequency  ventilation,  drugs  used  in  the 
treatment  of  heart  failure  and  circulatory 
shock,  management  of  head  and  spinal  cord 
injuries,  current  surgical  interventions 
in  repair  of  congenital  heart  defects.  Course 
chairman  is  Dr.  Philip  Hofschire.  Registra- 
tion fee  $100.00 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Cocktail  Reception  in  Miami  Beach, 
Florida  — Tuesday,  October  11,  1983,  5:30- 
7:00  p.m.,  Lafayette  Room  of  the  Fontaine- 
bleau Hilton  Hotel;  in  conjunction  with  the 
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American  Academy  of  Family  Physicians 
meeting.  All  alumni,  spouses,  friends  and 
faculty  are  cordially  invited.  Cash  bar. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 

— Alumni  Centennial  Reception  in  Omaha 

— Monday,  October  31,  1983,  6:00-7:30 
p.m..  Red  Lion  Inn  Ballroom;  in  conjunction 
with  the  Omaha  Mid-West  Clinical  Society 
Postgraduate  Assembly.  Cash  bar.  All 
alumni,  spouses,  faculty  and  friends  are 
cordially  invited.  Followed  by  “Oldest 
Alumni”  Dinner  at  the  Red  Lion  Inn, 
Nebraska  and  Iowa  Rooms,  at  7:45  p.m. 
Class  reunions  will  be  held  in  Omaha  on 
October  29  and  30,  and  November  1. 


CREIGHTON  UNIVERSITY 

ALCOHOLISM  — A DISEASE?  October  2, 
1983,  Ahmanson  Law  Center,  Creighton 
University.  Faculty  for  this  one-day  course 
include  Joe  Takamine,  M.D.,  Chairman  of 
the  AMA  Committee  on  Alcoholism,  Cali- 
fornia; Stanley  Gitlow,  M.D.,  Mount  Sinai 
Hospital,  New  York  City;  David  Knott, 
M.D.,  Medical  Director,  Alcohol  and  Drugs 
Dependence  Clinic,  Memphis;  and  David 
Ohlms,  M.D.,  Director,  Hyland  Treatment 
Center,  St.  Louis.  Program  sponsors  are  the 
Douglas  County  Chapter  of  MADD,  Omaha 
Area  Council  on  Alcoholism,  Creighton 
University  School  of  Medicine. 

LASERS  IN  OPHTHALMOLOGY  — Octo- 
ber 12,  1983.  This  one-day  course  will 
provide  the  practicing  ophthalmologist  with 
the  practical  clinical  applications  of  laser 
therapy.  Emphasis  will  be  on  laser  treatment 
of  glaucoma,  retinal  disease,  and  laser 
applications  in  cataract  surgery.  Lecturers 
are  James  G.  Dobbie,  M.D.,  Northwestern 
University  School  of  Medicine;  Alan  L. 
Robin,  M.D.,  Johns  Hopkins  University 
School  of  Medicine;  Steven  P.  Shearing, 
M.D.,  University  of  Nevada  School  of 
Medicine;  Jacob  T.  Wilensky,  M.D.,  Univer- 
sity of  Illinois  College  of  Medicine  at 
Chicago.  The  course  will  be  held  at  the 
Omaha  Marriott  Hotel  and  various  laser 


models  will  be  available  for  demonstration. 
Ira  A.  Priluck,  M.D.,  Chief,  Division  of 
Ophthalmology,  Creighton  University  is 
course  director. 

CREIGHTON  MEDICAL  ALUMNI  DINNER, 
Sunday,  October  30,  1983  at  the  Red  Lion 
Inn.  Cocktails  (cash  bar)  begin  at  6:30  p.m. 
with  dinner  served  at  7:30  p.m.  Reservations 
should  be  made  in  advance  through  the 
Medical  Dean’s  Office  (Telephone:  (402) 
280-2600),  California  at  24th  Street,  Omaha, 
NE  68178.  Tickets  are  $19.00  per  person. 

THE  USE  OF  MICROSURGERY  IN 
TREATING  DISEASE  IN  THE  FEMALE 
PELVIS,  November  12,  1983.  Boys  Town 
Institute  Auditorium,  Saint  Joseph  Hospital, 
Omaha,  Nebraska.  The  guest  faculty  for  this 
program  is  Dr.  Hugo  Verhoeven  from  the 
University  of  Dusseldorf,  Germany.  Course 
Director  is  Thomas  S.  Pruse,  M.D.,  Creighton 
University  School  of  Medicine. 

* * * 

PEDIATRIC  CRITICAL  CARE  UPDATE  - 
1983  — October  27-28,  1983.  This  two-day 
seminar  for  physicians,  nurses  and  allied 
health  personnel  is  designed  to  provide  up- 
to-date  information  concerning  the  acute 
care  of  the  critically-ill  pediatric  patient. 
There  will  be  general  presentations  as  well 
as  small  group  sessions.  Topics  to  be 
included  are:  high  frequency  ventilation, 
drugs  used  in  the  treatment  of  heart  failure 
and  circulatory  shock,  management  of  head 
and  spinal  cord  injuries,  current  surgical 
interventions  in  repair  of  congenital  heart 
defects.  Course  chairman  is  Dr.  Philip 
Hofschire.  Registration  fee  $100.00. 


30TH  ANNUAL  FAMILY  PRACTICE  RE- 
VIEW — October  24-29,  1983  and  February 
20-25,  1984.  Denison  Auditorium,  Univer- 
sity of  Colorado  School  of  Medicine,  Denver, 
Colorado.  Hours:  40  Category  I AMA  hours, 
40  prescribed  AAFP  credit  hours.  Contact: 
The  Office  of  Postgraduate  Medical  Educa- 
tion, The  University  of  Colorado  School  of 


October  1983  Nebraska  Medical  Journal  343 


Medicine,  4200  East  Ninth  Avenue,  Box  C- 
295,  Denver,  Colorado  80262,  phone  (303) 
394-5241. 

5 1ST  ANNUAL  POSTGRADUATE  AS- 
SEMBLY — Omaha  Mid-West  Clinical 
Society,  Oct.  31,  Nov.  1 and  2,  1983,  The 
Red  Lion  Inn,  Omaha,  Nebraska.  For  in- 


Washing toNotes 

(Continued  from  page  12  A) 

that  the  levels  of  radiation  required  to  produce 
cataracts  are  thousands  to  millions  of  times 
higher  than  levels  or  radiation  emitted  by 
VDTs.  Common  fluorescent  lights,  sunshine, 
and  other  sources  of  radiation  are  more 
hazardous,  according  to  the  panel. 

Most  complaints  are  reported  by  workers 
who  must  perform  single  tasks  all  day, 
receiving  little  pay  and  few  responsibilities,  in 
job  that  stifle  initiative,  creativity,  and  a sense 
of  achievement.  Stress  may  be  influenced  by 
work  complexity,  the  sixe  of  the  workload, 
computer  system  breakdowns  and  processing 
delays,  and  threat  of  job  loss.  VDT  health 
problems  are  caused  by  jobs  “in  which  the 
work  is  not  organized  with  the  worker  in  mind, 
and  are  not  inherent  to  VDT  technology  and 
software.” 

It  is  too  soon  to  esablish  the  mandatory 
standards  for  VDT  design  and  use  already 
adopted  by  several  European  countries,  the 
panel  advised.  Rigid  standards  could  stifle 
technological  improvements,  moreover,  simpli- 
fied specifications  can  be  “misleading  and 
seductively  comforting,”  it  said. 

Abortion  Funding  Cuts  Sought 

Supporters  of  a bill  that  would  bar  federal 
funding  of  abortion  are  searching  for  the  218 
congressional  signatures  needed  to  get  the 
legislation  out  of  various  committees  onto  the 
House  floor. 

If  their  petition  drive  is  successful,  the  bill 
will  bypass  the  four  full  committees  and 
several  subcommittees  where  it  is  now  lan- 
guishing. 

The  bill,  HR  618,  would  impose  a ban  on 


formation,  contact:  Miss  Lorraine  E.  Seibel, 
Executive  Secretary,  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  Street,  #210- 
A,  Omaha,  Nebraska  68114. 

1984  ANNUAL  SESSION,  Nebraska  Medical 
Association,  April  27-30,  Omaha  Marriott 
Hotel. 


federal  funding  for  all  abortions  except  those 
to  save  a pregnant  woman’s  life;  bar  federal 
funds  for  insurance  policies  if  they  cover 
abortions;  withhold  federal  aid  from  hospitals 
that  fail  to  provide  food  or  medical  treatment 
for  handicapped  newborns;  and  encourage 
states  to  enact  new  anti-abortion  laws. 

The  AMA,  in  a recent  statement  to  the 
chairmen  of  the  four  committees  where  the  bill 
awaits  action,  expressed  its  opposition  to  any 
legislation  that  uses  health  care  funding 
mechanisms  to  deny  medical  care.  The  in- 
surance provision  of  the  bill  would  deny 
medical  care  to  those  served  by  federal 
agencies  such  as  the  Department  of  Defense  or 
Indian  Health  Services  or  those  on  federal 
programs  such  as  Medicaid,  CHAMPUS,  or 
Federal  Employees  Health  Benefit  Plan. 

Congress  Faces  Tough  Budget  Decisions 
After  Summer  Recess 

For  most  of  1983,  predictions  of  the 
imminent  demise  of  the  eight-year-old  Con- 
gressional budget  process  have  circulated  in 
Washington. 

And  after  a long  summer  recess.  Congress 
once  again  faced  the  thorny  issues  raised  by 
the  budget.  The  fate  of  a spate  of  proposed 
Medicare  changes  — including  limits  on 
Medicare  payments  to  physicians  — may  hang 
in  the  balance  this  fall. 

Enacted  in  1974,  the  never-easy  Congres- 
sional budget  process  has  grown  progessively 
more  difficult  as  the  federal  budget  deficit 
climbed  to  $200  billion  and  it  became  clear 
that  only  large  tax  increases,  sizable  reduc- 
tions in  popular  entitlement  programs,  or  both 
could  make  a dent  in  the  deficit. 
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Never  at  ease  with  either  of  those  tasks  and 
facing  an  election  year  in  which  both  the 
presidency  and  the  majority  in  the  Senate  are 
at  stake,  many  members  in  both  parties  would 
rather  not  take  on  the  budget. 

That  has  led  to  derisive  comments  from 
some  such  as  Sen.  Robert  Dole  (R-KS)  who 
called  the  budget  process  this  year  a “floating 
craps  game.”  It  has  also  resulted  in  the 
postponement  of  the  key  part  of  the  budget 
game  — “reconciliation”  of  the  Congressional 
budget  with  program  changes  to  achieve  the 
spending  and  revenue  balance. 

An  $860  billion  Congressional  budget  reso- 
lution approved  earlier  this  year  directed 
Congressional  committees  to  find  savings  of 
$12.3  billion  and  increase  revenues  by  $73 
billion  for  fiscal  years  1984-86.  It  set  a July  22 
deadline  for  completion  of  this  part  of  the 
reconciliation  process. 

The  deadline  was  pushed  back  to  September 
23,  however,  when  both  the  House  Ways  and 
Means  and  Senate  Finance  Committees  in- 
dicated they  would  not  meet  the  target  date. 
Now,  Congress,  if  it  is  to  have  the  budget  in 
place  by  the  beginning  of  the  new  fiscal  year 
October  1,  will  have  just  three  weeks  to  resolve 
the  fundamental  ideological  differences  that 
underlie  the  budget  debate. 

Perhaps  the  biggest  stickler  in  the  debate  is 
the  need  to  raise  new  taxes  — a task  for  which 
both  Finance  and  Ways  and  Means  appear  to 
have  little  stomach  in  a pre-election  year. 

Health  programs,  and  Medicare  in  particular 
also  will  come  in  for  a share  in  the  controversy. 
The  budget  resolution  calls  for  $400  million  in 
Medicare  cuts  next  year  and  budget  conferees 
specified  that  the  cuts  are  not  to  come  at  the 
expense  of  beneficiaries. 

On  the  other  hand,  the  Reagan  budget  had 
called  for  about  $2  billion  in  Medicare 
reductions,  some  $900  million  of  which  would 
have  come  from  freezing  Medicare’s  custom- 
ary and  prevailing  charge  levels  at  the  1982/83 
level.  Most  of  the  remainder  was  to  come  from 
increased  costs  to  beneficiaries. 

Debate  during  reconciliation  may  well  center 
on  the  Medicare  physician  fee  freeze  backed 
by  President  Reagan.  The  Senate  Finance 
Committee  voted  to  finance  health  insurance 
for  the  unemployed  through  a limited  phy- 


sician fee  freeze  affecting  only  prevailing  fees. 
Though  that  proposal  is  not  likely  to  survive  as 
a means  of  financing  benefits  for  the  un- 
employed, it  may  well  be  offered  again  as  a 
Medicare  reduction. 

There  are  many  who  will  argue  that  freezing 
payments  to  physicians  defies  the  conferees’ 
directive  that  Medicare  reductions  not  affect 
beneficiaries,  but  few  alternatives  are  available 
and  Sen.  Dole,  who  chairs  the  Finance 
Committee,  is  expected  to  contend  that 
physician  fee  freezes  may  be  one  of  the  least 
onerous  ways  of  meeting  the  budget  targets.  It 
is  possible  that  a physician  fee  limit  would  be 
tied  to  provisions  — such  as  changes  in  the 
Medicare  assignment  rules  — intended  to 
soften  the  impact  on  beneficiaries. 

Health-related  budget  recommendations 
will  come  from  the  House  Ways  and  Means 
and  Commerce  Committees  in  addition  to 
Senate  Finance.  The  House  and  Senate  will 
have  to  approve  their  respective  committees’ 
recommendations.  A House  and  Senate  con- 
ference then  must  resolve  any  differences  in 
the  budget  recommendations  of  the  two 
bodies.  Both  chambers  then  have  to  give  final 
approval  to  the  conference  committee’s  budget. 
Whether  that  can  all  be  accomplished  prior  to 
October  1 is  in  doubt,  although  it  is  possible 
that  Congress  will,  as  it  has  once  before, 
postpone  final  budget  action  until  after  the 
beginning  of  the  fiscal  year  for  which  the 
budget  is  effective. 

Once  it  has  dealt  with  — or  given  up  on  — 
the  budget  reconciliation.  Congress  can  move 
on  to  other  issues.  Chief  among  these  will  be 
the  Health  and  Human  Service  Department’s 
appropriations  for  fiscal  1984,  reauthorization 
of  the  National  Institutes  of  Health  and, 
perhaps,  health  insurance  for  the  unemployed 
and  reauthorization  of  the  federal  health 
planning  program. 

PRO  Draft  Regulations  by  OMB 

Long-awaited  regulations  for  the  Profes- 
sional Review  Organization  (PRO)  program 
finally  have  been  cleared  by  the  Office  of 
Management  and  Budget. 

But  the  proposed  regulations  are  so  vague, 
that  they  provide  little  guidance  to  the  many 
groups  lining  up  for  one  of  the  52  new  two-year 
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contracts  to  scrutinize  the  care  of  hospitalized 
Medicare  and  Medicaid  patients.  Interested 
parties  were  awaiting  completion  of  bidding 
principles  and  specifications  that  were  avail- 
able late  in  August.  The  bidding  principles 
may  be  more  easily  modified  in  the  future  than 
the  regulations. 

The  regulations  will  help  implement  legisla- 
tion adopted  in  September  of  1982.  That  law, 
sponsored  by  Sen.  David  Durenberger  (R- 
MN),  created  PROs  to  replace  Professional 
Standards  Review  Organizations  (PSROs) 
established  in  1972  to  review  Medicare  and 
Medicaid  patients’  care. 

The  regulations,  which  establish  new  geo- 
graphic areas  of  operation  for  PROs  and 
outline  eligibility  criteria  for  organizations 
proposing  to  become  PROs,  leave  in  doubt  the 
specifics  of  how  eligible  organizations  will  be 
judged  against  each  other  and  even  exactly 
how  many  PROs  there  will  be. 

In  most  instances,  PROs  would  operate  on  a 
statewide  basis,  with  the  194  geographic  areas 
now  in  effect  for  PSROs  being  cut  to  about  52 
— one  for  each  state,  plus  one  for  the  District 
of  Columbia  and  one  for  the  Virgin  Islands  and 
Puerto  Rico.  The  Health  Care  Financing 
Administration  (HCFA)  also  is  considering 
merging  PROs  in  Alaska,  Delaware,  Nevada, 
Vermont,  and  Wyoming  with  PROs  in  adjacent 
states. 

The  new  regulations  would  permit  organiza- 
tions composed  of  only  5%  of  the  licensed 
practicing  physicians  in  the  area  to  qualify  as 
PROs.  If  at  least  10%  of  the  area  physicians 
participated  in  a proposed  PRO,  it  would 
automatically  be  deemed  “representative”  of 
physicians  in  the  area.  If  more  than  5%  but  less 
than  10%  participated,  the  group  would  have 
to  submit  statements  of  support  from  other 
physicians  to  demonstrate  that  it  is  “repre- 
sentative.” 

Organizations  that  are  not  physician-spon- 
sored but  had  “available”  — through  “arrange- 
ment” or  otherwise  — sufficient  numbers  of 
licensed  physicians  in  the  area  to  assure 
“adequate”  review  of  services  are  considered 
“physician  access  organizations”  and  can 
qualify  as  PROs.  The  regulations  do  not 
specify  how  the  organizations  are  to  assure 
“availability.”  To  prove  they  can  conduct 
“adequate”  review,  physician  access  organiza- 


tions must  have  at  least  “one  physician  in 
every  generally  recognized  specialty.” 

Payer  organizations  such  as  insurers  could 
not  bid  on  PRO  contracts  in  areas  where  they 
pay  the  bills  until  after  October  1,  1984. 
Apparently,  however  they  could  bid  on  PRO 
contracts  prior  to  that  time,  if  they  had  5-10% 
physician  involvement  and  bid  for  contracts  in 
areas  where  they  did  not  pay  the  bills. 

States  also  could  compete  for  PRO  con- 
tracts because  operation  of  a state  Medicaid 
program  would  not  disqualify  them  as  a payor, 
the  regulations  say.  If  the  state  had  some  other 
health  insurance  underwriting  arrangements,  it 
would  be  prohibited  from  bidding  before 
October  1,  next  year. 

Even  after  that  date,  physician- sponsored 
and  physician  access  organizations  that  submit 
a “minimally  acceptable”  plan  would  still  have 
preference  over  a payer  organization.  Hos- 
pitals or  other  facilities  within  the  PRO  area 
could  not  become  PROs. 

In  evaluating  the  bid  proposals,  HCFA  first 
will  identify  eligible  organizations,  determine 
which  have  “minimally  acceptable”  plans,  and 
“assign  priority  to  all  physician-sponsored 
organizations”  by  awarding  them  a “set  num- 
ber of  bonus  points”  to  be  enumerated  in  the 
principles  and  specifications  to  be  published 
later. 

Eligible  bids  then  will  be  evaluated  and 
compared  on  the  basis  of  whether  the  organiza- 
tion’s proposed  review  system  is  “adequate,”  its 
review  resources  “sufficient,”  and  its  “quanti- 
fiable objectives  acceptable.”  Prior  experience 
will  be  considered.  No  criteria  for  determining 
“adequacy”  of  the  review  system  or  “suf- 
ficiency” of  the  review  resources  are  included. 
Nor  is  there  any  guidance  on  what  constitutes 
an  acceptable  objective.  These,  too,  are 
expected  to  follow  as  bidding  principles  or 
“scope  of  work”  criteria  which  will  identify  how 
much  weight  will  be  placed  on  various  factors 
such  as  cost  of  review,  past  experience  and 
preference  for  physician  sponsorship.  They 
will  outline  the  expected  duties  of  the  PROs, 
such  as  validating  diagnoses  to  assure  that 
hospitals  are  not  circumventing  Medicare’s 
new  diagnostic-related  groups  payment  ar- 
rangement. They  also  will  lay  out  the  ob- 
jectives PROs  are  expected  to  meet. 

The  “scope  of  work”  provisions  would  then 
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be  followed  by  an  announcement  of  the 
availability  of  the  specific  requests  for  (bid) 
proposals  in  the  PRO  areas. 

HCFA  staff  says  the  RFPs  may  be  issued  in 
November  or  December.  The  first  contracts 
are  expected  to  be  awarded  next  spring. 

Unemployed  Health  Insurance 
Competition  Looms 

Setting  the  stage  for  a confrontation  with  the 
Reagan  Administration,  the  House  of  Repre- 
sentatives voted  in  August  to  provide  states  $4 
billion  for  a two-year  health  insurance  plan  for 
the  unemployed  (HIU). 

The  measure,  which  would  expire  October  1, 
1985,  would  distribute  grants  to  states  ac- 
cording to  several  unemployment  measures 
and  contingent  upon  matching  state  funds  of 
up  to  20%.  States  would  be  required  to  meet 
minimum  eligibility  and  benefit  standards  and 
could  impose  premiums  of  up  to  5%  of 
unemployment  compensation. 

The  House  bill  is  more  costly  than  either  of 
two  major  bills  before  the  Senate  where  action 
on  HIU  was  waiting  upon  Congress’  return 
from  a summer  recess.  The  House  measure 
does  not  include  the  financing  mechanism  the 
Reagan  Administration  has  insisted  is  needed 
for  presidential  approval  of  an  HIU  plan. 

Kennedy  Would  Cover  Physicians 
Under  DRGs 

Sen.  Edward  Kennedy  (D-MA)  plans  to 
introduce  legislation  sometime  in  September 
that  would  extend  Medicare’s  new  prospective 
pricing  system  to  physician  services  in  the 
hospital. 

The  proposal  is  part  of  a “Medicare  rescue 
plan”  Kennedy  outlined  to  the  National 
Council  of  Senior  Citizens  in  August.  Kennedy 
said  that  between  1985  and  2005,  Medicare  is 
expected  to  rack  up  a deficit  of  $1,018  billion 
and  he  estimated  his  plan  would  produce 
savings  of  slightly  more  than  that  — $1,047 
billion  — over  the  same  period. 

Basically  the  plan  would  extend  Medicare’s 
new  diagnostic-related  group  (DRGs)  pro- 
spective pricing  scheme  for  hospitals  to  other 
payers  as  well.  It  would  expand  the  DRG 
system  by  including  in-hospital  physician 


services.  It  also  would  attempt  to  encourage 
hospitals  to  shift  treatment  from  inpatient  to 
outpatient  facilities  by  ratcheting  down  reim- 
bursement for  increased  admissions.  DRG 
rates  would  rise  each  year  by  1%  more  than  the 
market  basket  for  goods  and  services  purchased 
by  hospitals. 

HHS  Heeding  Grace  Commission 

Department  of  Health  and  Human  Services 
Secretary  Margaret  Heckler  has  ordered  a 
hiring  freeze  in  her  office  and  is  said  to  be 
contemplating  cutting  20%  of  the  more  than 
5,700  jobs  in  the  Department  as  well. 

In  announcing  her  decision.  Heckler  called  it 
the  “first  step  in  carrying  out  the  general 
objectives  of  the  Private  Sector  Survey  on 
Cost  Controls.”  Also  known  as  the  Grace 
Commission,  the  Private  Sector  Survey  called 
for  a reduction  of  1,674  full-time  positions  in 
the  Secretary’s  office. 

The  Commission,  whose  wide-ranging  sug- 
gestions for  reducing  federal  spending  in- 
cluded testing  the  use  of  physician  fee 
schedules  in  Medicare,  had  suggested  that  the 
Secretary’s  staff  be  reduced  by  decentralizing 
the  office  and  leaving  research  and  policy 
activities  of  the  office  to  the  Health  Ceu’e 
Financing  Administration,  Social  Security  and 
Human  Development  Services. 

Dioxin  Studies  Reported  to  Congress 

Seven  herbicide  workers  have  died  from 
soft-tissue  sarcoma,  increasing  the  body  of 
evidence  linking  this  rare  form  of  cancer  to 
dioxin  exposure,  federal  health  officials  told 
members  of  a House  Science  and  Technology 
subcommittee  in  August. 

Herbicide  manufacturing  companies  Dow 
Chemical  and  Monsanto  reported  3 of  105 
deaths,  or  2.9%,  were  due  to  soft-tissue 
sarcoma.  Based  on  the  incidence  of  this  cancer 
in  the  general  population,  only  0.07%  deaths 
would  have  been  expected.  A recent  fourth 
death  among  workers  pushes  the  incidence 
still  higher.  Company  officials  confirm  that  all 
of  the  dead  workers  had  been  exposed  to 
dioxin. 

An  additional  three  deaths  among  herbicide 
workers  due  to  this  rare  form  of  cancer  were 
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detected  by  outside  physicians.  But  because  it 
has  not  confirmed  that  these  workers  were 
exposed  to  the  chemical,  they  cannot  be 
categorized  with  the  other  deaths. 

Two  of  the  dead  Dow  workers  were  acci- 
dentally over-exposed  in  1963-64  when  a 
manufacturing  malfunction  released  large 
amounts  of  the  chemical.  Two  of  the  dead 
Monsanto  workers  may  have  been  involved  in 
the  cleanup  of  a 1949  explosion  that  is  thought 
to  have  spread  chemicals. 

“Each  of  the  company  studies  concluded 
nothing.  But  by  putting  the  studies  together, 
you  see  a different  picture,”  said  Marilyn 
Fingerhut,  PhD  of  the  NIOSH  Division  of 
Surveillance. 

“To  be  absolutely  certain  that  there  is  a 
cause-and-effect  relationship”  between  dioxin 
exposure  and  cancer,  “we  need  to  investigate 
more  cases.  This  work  only  supports  an 
association,”  said  Phillip  J.  Landrigan,  M.D., 
Director  of  the  NIOSH  group.  “But  to  me,  the 
evidence  is  very  strongly  suggestive  that 
occupational  exposure  to  dioxin  can  cause 
cancer.” 

Concluded  Edward  N.  Brandt,  Jr.,  M.D., 
Assistant  Secretary  for  Health  at  the  Depart- 
ment of  Health  and  Human  Services:  “There  is 
an  increasing  body  of  evidence  that  there  may 
be  an  association  in  workers  between  exposure 
to  products  containing  dioxin  and  soft  tissue 
sarcomas;  however,  results  thus  far  do  not 
establish  a cause  and  effect  relationship. 
Further  studies  are  necessary  before  we  can 
determine  whether  or  not  this  association  is 
casual.” 

New  Medicare/Medicaid  ‘Fraud’ 
Regulations  Take  Effect  September  26 

New  regulations  — set  to  go  into  effect 
September  26,  1983  — will  penalize  phy- 
sicians, hospitals  and  other  health  care  pro- 
viders who  file  false  Medicare  and  Medicaid 
claims. 

The  regulations  permit  the  Department  of 
Health  and  Human  Services  to  suspend 
providers  who  file  false  or  improper  claims 
from  participation  in  Medicare  and  Medicaid. 
In  addition,  HHS  may  impose  assessment  of 
up  to  twice  the  amount  of  the  improper  claim 
and  add  a penalty  of  up  to  $2,000  for  each 


medical  item  or  service  improperly  claimed. 
The  length  of  the  suspension  and  amount  of 
the  penalties  will  vary  according  to  the  case. 

HHS  Inspector  General  Richard  Kusserow 
said  the  new  regulations,  which  implement  the 
Civil  Monetary  Penalties  Law  of  1981,  were 
necessary  because  the  Justice  Department 
traditionally  has  declined  to  prosecute  many 
Medicare  and  Medicaid  fraud  cases  due  to  a 
backlog  of  cases  and  the  relatively  small 
amounts  of  money  involved  in  individual  cases. 
For  instance,  Kussrow  said,  in  the  first  six 
months  of  this  year.  Justice  turned  down  60  of 
198  cases  HHS  asked  it  to  prosecute.  He 
estimates  that  the  new  law  could  save  the 
government  up  to  $1  billion  a year. 

Published  in  the  August  26  Federal 
Register,  the  regulations  give  HHS  the  right 
to  impose  sanctions  for  up  to  five  years  from 
the  date  the  fraudulent  claim  was  filed.  The 
sanctions  also  could  be  applied  to  claims  filed 
before  the  law  was  implemented  on  August  13, 
1981. 

A provider  may  appeal  the  suspension  or 
sanctions  by  filing  his  intent  to  do  so  within  30 
days  from  the  date  he  is  notified  of  the 
intended  action.  Appeals  will  be  heard  by  a 
government  administrative  law  judge.  The  case 
then  may  be  appealed  to  the  HHS  Secretary 
and  then  to  the  civil  courts.  Records  of  the 
case  are  available  to  the  public  as  the  action 
occurs. 

HHS  Secretary  Margaret  Heckler  said  the 
new  law  “should  convince  those  who  are 
tempted  to  cheat  the  government  that  the 
punishment  far  outweighs  the  benefits  of  the 
crime.” 


Hospice  Regs  Published 

The  Reagan  Administration  on  August  22 
published  new  Medicare  payment  rates  for 
hospices  that  are  much  greater  than  those  in 
earlier  draft  regulations  which  prompted  Con- 
gressional hearings. 

The  draft  regulations  which  created  a furor 
earlier  this  year  would  have  capped  expendi- 
tures per  hospice  patient  at  $4,232  and  set 
prospective  rates  at  $53  per  day  for  hospice 
home  care  and  $57  per  day  for  inpatient 

(Continued  on  page  18 A) 


348  Nebraska  Medical  Journal  October  1983 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Dwaine  J.  Peetz,  M.D.,  Neligh 

Herbert  E.  Reese,  M.D.,  Lincoln 

Orin  R.  Hayes,  M.D.,  Lincoln 

Kenneth  E.  Neff,  Lincoln 

William  L.  Schellpeper 


President 

President-Elect 

Secretary-Treasurer 

Executive  Director 

Assistant  Executive  Director 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMA  Alternate 
Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 
Y.  Roffman,M.D.,  Omaha. 


BOARD  OF  DIRECTORS 


Dwaine  J.  Peetz,  M.D.,  Chairman Neligh 

Herbert  E.  Reese,  M.D.,  Vice.Chairman Lincoln 

Orin  R.  Hayes,  M.D.,  Secretary Lincoln 

Allan  C.  Landers,  M.D Scottabluff 

Donald  J.  Pavelka.  M.D Omaha 

Russell  L.  Gorthey,  M.D Lincoln 

Hiram  R.  Walker,  M.D Kearney 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson.  M.D.,  Chairman Kearney 

R.  A.  Blatny,  M.D Fairbury 

John  D.  Coe,  M.D Omaha 

Jon  J.  Hinrichs,  M.D Lincoln 

Arnold  W.  Lempka.  M.D Omaha 

James  E.  Ramsay.  M.D Atkinson 

Joseph  E.  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D Nebraska  City 

COMMISSION  ON  CLINICAL  MEDICINE 

William  L.  Rumbolz,  M.D.,  Chairman Omaha 

John  H.  Bancroft,  M.D Kearney 

Jackson  Bence,  M.D Grand  Island 

Warren  G.  Bosley,  M.D Grand  Island 

James  S.  Carson,  M.D McCook 

Francis  D,  Donahue,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Stanley  M.  Bach,  M.D Omaha 

Jackson  Bence,  M.D Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Charles  W.  Newman,  M.D Lincoln 

Richard  Raymond,  M.D O’Neill 

W.  Michael  Walsh,  M.D Omaha 

George  F.  Sullivan,  R.P.T Lincoln 

Wayne  Wagner,  A.T.C Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

William  L.  Rumbolz,  M.D.,  Chairman Omaha 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Charles  A.  Field,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Bruce  E.  Taylor,  M.D Lincoln 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  S.  Grant,  M.D Lincoln 

Robert  Nelson,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

Cecilia  Wilch,  M.D Norfolk 

AD-HOC  COMMITTEE  ON  PSYCHIATRY 

Robert  Osborne,  M.D.,  Chairman Lincoln 

Jehangir  Bastani,  M.D Lincoln 

Harry  C.  Henderson,  Jr.,  M.D Omaha 

J.  Whitney  Kelley,  M.D Omaha 

David  K.  Kentsmith,  M.D Omaha 

Charles  W.  Landgraf,  Jr.,  M.D Omaha 

William  B.  Long,  M.D Omaha 

Y.  Scott  Moore.  M.D Lincoln 

SCIENTIFIC  SESSIONS  COMMITTEE 

Richard  M.  Tempero,  M.D.,  Chairman Omaha 

Mark  A.  Christensen,  M.D Omaha 

Michael  Breiner,  M.D Lincoln 

Dale  W.  Ebers,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Larry  Roffman,  M.D Omaha 

Robert  M.  Stryker,  M.D Omaha 

Richard  ToUefson,  M.D Wausa 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Jerald  R.  Schenken,  M.D.,  Chairman Omaha 

Christopher  C.  Caudill,  M.D Lincoln 

Monroe  D.  Dowling,  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Robert  Sidner,  M.D Kearney 

Todd  Sorensen,  M.D Scottsbluff 

Ex-Officio: 

Robert  F.  Shapiro,  M.D Lincoln 

Craig  L.  Urbauer,  M.D Lincoln 

COMMISSION  ON  LEGISLATION  & LEGAL  AFFAIRS 

Robert  Shapiro,  M.D.,  Co-Chairman Lincoln 

Craig  L.  Urbauer,  M.D.,  Co-Chairman Lincoln 

Judy  Butler,  M.D Superior 

James  H.  Dunlap,  M.D Norfolk 

Vernon  F,  Garwood,  M.D Lincoln 

Ronald  Klutman,  M.D Columbus 

Charles  W.  Landgraf,  Jr.,  M.D Omaha 

Max  W.  Linder,  M.D Lincoln 

John  T.  McGreer,  III,  M.D Lincoln 

Bruce  Miller,  M.D Lincoln 

Richard  A.  Raymond,  M.D O’Neill 

Blaine  Y.  Roffman,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  D.  Harry,  M.D.,  Chairman Lexington 

Robert  L.  Bass,  M.D Elkhom 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

A.  Dean  Gilg,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

John  P.  O’Gara,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCA'HON 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Mark  R.  Jones,  M.D Lexington 

Paul  H.  Phillips,  M.D Scottsbluff 

Eileen  C.  Vautravers,  M.D ...Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Rodney  Basler,  M.D Lincoln 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

F.  Thomas  Waring,  M.D Fremont 

COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Chairman Sidney 

Gordon  Adams,  M.D Norfolk 

Lewiston  W.  Birkmann,  M.D Lincoln 

James  Carson,  M.D McCook 

Allen  D.  Dvorak,  M.D Omaha 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Duane  Krause,  M.D Fremont 

Morton  H.  Kulesh,  M.D Omaha 

Roger  D.  Mason,  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Eugene  Sucha,  M.D West  Point 

Craig  L.  Urbauer,  M.D Lincoln 

Thomas  H.  Wallace,  M.D Gordon 
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I Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
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First  National  Bank  Building,  Lincoln,  Nebraska  68508. 


EMERGENCY  MEDICINE:  Part-time  and  locum 
tenens  positions  available  in  10  emergency  depart- 
ments located  throughout  Nebraska.  Competitive 
income,  professional  liability  insurance  and  flexible 
scheduling  provided.  Respond  in  confidence  to:  Jan 
Bird,  Spectrum  Emergency  Care,  Inc.,  Chase  Stone 
Center,  Ste.  1070,  Colorado  Springs,  CO  80903; 
1-800-525-3681. 


FAMILY  PRACTITIONER  NEEDED:  To  join 
group  of  three  Family  Physicians  in  Cozad,  Nebraska 
— Population  4,500.  Modem  clinic  and  thiity  bed 
hospital.  May  work  as  an  employee  until  partner- 
ship is  desired.  Salary  is  negotiable.  Excellent 
schools  and  recreation.  Located  on  1-80  in  Central 
Nebraska.  Please  contact  R.  A.  Sitorius,  M.D.  or  R. 
D.  Jensen,  M.D.,  1803  Papio  Lane,  Cozad,  Nebraska 
69130  — (308)  784-3535. 

FAMILY  PRACTITIONER  NEEDED:  Two 
Boarded  Family  Physicians  with  full  time  residency 
teaching  experience  seek  a third  associate.  Pro- 
gressive West  Central  Nebraska  community  of 
3,500.  Modem  superiorly  equipped  clinic  and 
hospital.  Please  contact  Joe  Davis,  M.D.  or  Larry 
Wilson,  M.D.,  902-20th  Street,  Gothenburg,  NE 
69138.  (308)  537-7131. 

SEEKING  LOCUM  TENENS:  Board-certified, 
experienced  F.P.  seeking  locum  tenens  opportuni- 
ties during  October,  November,  and  December 
1983.  CV  and  references  on  request.  For  details 
write  or  call:  Stuart  B.  McConnell,  M.D.,  111  S. 
49th  Ave.,  Apt.  #7,  Omaha,  NE  68132.  (402)  553- 
4689. 
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POSITION  WANTED:  Young  Board  Eligible 
Surgeon  with  vascular  experience  seeking  an 
opening  as  an  associate  or  partner  in  group  in  a 
larger  town,  preferably  Omaha.  Trained  in  the  East. 
Available  immediately.  Contact  Box  004,  Nebraska 
Medical  Journal,  1512  First  National  Bank  Bldg., 
Lincoln,  NE  68508. 

WANTED:  Physician  seeking  copies  of  the 
publication  Bulletin  of  the  U.S.  Army  Medical 
Department  era,  1940-1946.  Contact  James  W. 
Wengert,  M.D.,  2520  Brookside  Ave.,  Omaha,  NE 
68124,  (402)  391-3358  evenings. 

Was  hingtoNo  tes 

(Continued  from  page  348) 

hospice  care;  acute  inpatient  care  was  to  be 
paid  at  the  new  diagnostic-related  groups 
(DRG)  rates  Medicare  will  start  for  hospitals  in 
October. 

In  a turn  around  attributed  to  Health  and 
Human  Services  Secretary  Margaret  Heckler, 
the  new  regulations  eliminate  the  DRG  pay- 
ment to  hospices  and  set  an  average  daily 
inpatient  rate  of  $271  a day.  They  also 
upgrade  staffing  requirements  and  require 
hospice  physicians  to  deliver  care  — not  just 
serve  as  administrators.  They  do  not  change 
the  overall  cap,  but  promise  to  do  so  if 
legislation  to  increase  it  is  approved. 

The  proposed  new  regulations  are  the 
product  of  intense  negotiations  between  the 
National  Hospice  Organization,  the  Congress 
and  Secretary  Heckler,  herself  a sponsor  of  the 
legislation  which  created  hospice  benefits 
while  she  was  a member  of  Congress. 
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N 
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University  of  North  Dakota 12 
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They  represent  a defeat  for  Office  of 
Management  and  Budget  Director  David 
Stockman  who  claimed  the  benefit  will  cost 
Medicare  $350  million  over  the  next  three 
years  and  proposed  to  restrict  hospice  cover- 
age. Stockman  also  asked  Congress  to  leave 
the  cap  at  $4,332. 

Instead,  Congress  voted  to  increase  the  cap 
to  $6,500  and  President  Reagan  reportedly 
has  agreed  to  sign  the  new  measure. 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane’® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A;  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
/3;18-22,  Jan  1971.  4.  Kales  A et  al:  JAMA  24/;1692  1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
2W:1039  1041,  Sep  15,  1978,  6.  Kales  A ef  a/;  Clin 
Pharmacol  Ther  /9;576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27:54\-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 
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Dalmane®  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  foiiows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  {e  g.,  operating  machinery,  driving).  Poten- 
•tial  impairment  of  performance  of  such  activities  may 
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Surgeon  General  Everett  Koop,  M.D.,  at- 
tempting to  muster  support  for  the  govern- 
ment’s latest  “Baby  Doe”  proposals,  told  the 
press  that  government  investigators  saved  the 
lives  of  three  handicapped  newborns  this 
summer. 

The  three  newborns  — one  with  spina  bifida, 
another  with  spina  bifida  and  hydrocephalus, 
and  a third  with  hydrocephalus  and  an 
imperforate  anus  — were  denied  food  and 
treatment  in  June,  according  to  the  Surgeon 
General’s  office.  The  cases  were  confirmed  by 
pediatric  neurosurgeon  David  McLone,  M.D., 
In  all  cases,  consultation  by  government- 
appointed  physicians  convinced  the  infants’ 
parents  or  guardians  to  consent  to  treatment, 
the  government  claims. 

In  the  first  case,  the  hospital  promptly 
initiated  surgery  to  repair  the  membrane  on 
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CLARKSON  MEDICAL 
OLECTURE  SERIESia 


ORTHOPAEDICS  AND  FAMILY  PRACTICE 

Friday,  November  18,  1983  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  4:30  p.m. 

Featured  speakers  include:  Donald  C.  Ferlic,  M.D., 

Elvis  Jeff  Justis  Jr.,  M.D.,  Angus  M.  McBryde  Jr.,  M.D. 

Treatment  of  common  fractures  in  children 
John  F.  Connolly,  M.D. 

Frequently  misdiagnosed  orthopaedic  conditions 
Michael  T.  O'Neil,  M.D. 

Taping  and  casting  techniques  — hands-on  in- 
structions using  plaster  and  fiberglass  material 
Thomas  P.  Ferlic.  M.D. 

C.M.E.  and  A.A.F.P.  credits  to  be  awarded 
Dinner  Dance:  Peony  Park  Ballroom.  8100  Cass 
St.,  7:30  p.m. 

Bishop  Clarkson  Memorial  Hospital.  44th  and 
Dewey  Ave.,  Omaha.  NE  68105 
For  more  information,  call  402-559-3645  ■ 


Topics  include: 

Office  and  emergency  room  treatment  of  com- 
mon hand  injuries 
Elvis  Jeff  Justis  Jr.,  M.D. 

Diagnosis  and  treatment  of  shoulder  and  elbow 
injuries 

Donald  C.  Ferlic,  M.D. 

Diagnosis  and  treatment  of  running  injuries  of 
the  lower  extremities 
Angus  M.  McBryde  Jr.,  M.D. 

Panel  discussion 
Grand  rounds 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 

American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
1117  N.  19th  St.,  3rd  Floor,  Rosslyn,  VA  22209 
American  Academy  of  Ophthalmology 
Stanley  M.  Truhlsen,  M.D.,  President 
1833  Fillmore,  P.O.  Box  7424,  San  Francisco,  CA  94120 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  7.5261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  \hce  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 

Rue  W.  Harris,  Ed.D.,  Flxecutive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue  SW,  Ste.  300  E, 

Washington,  D.C.  20024 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 

American  Heart  Association  National  Center 
Mr.  Dudley  Haf'ner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  'PX  75231 


American  Hospital  Association 
'■  Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich.  M.D.,  Interim  Chief  Administiative 
Officer,  2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretaiy 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke.  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30.309 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leavenworth.  Omaha,  .NE  68105 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  X’.'X  22314 
Radiological  Society  of  North  America 
Richard  G.  Lester.  M.D..  President 
1415  W,  22nd  .St.,  Oak  Brook.  IL  60521 
South  Central  Section  of  the  .American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  Past  President 
8300  Dodge  St..  .Ste.  407,  Omaha.  NE  68114 
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WashingtoNotes 

(Continued  from  page  4 A) 

the  child’s  back.  In  the  second  case,  a hospital 
that  did  not  have  the  capability  of  doing 
surgery  referred  the  infant  to  a second  hospital 
that  refused  to  do  the  operation.  The  Spina 
Bifida  Association  became  the  temporary 
court-appointed  guardian  and  transferred  the 
child  to  a medical  center  which  closed  the 
exposed  spinal  cord  and  implanted  a shunt  to 
drain  fluid  from  the  brain.  In  the  third  case,  a 
shunt  implantation  and  colostomy  were  under- 
taken two  days  after  the  start  of  the  investiga- 
tion. 

Neither  the  names  nor  the  locations  of  the 
infants  were  disclosed. 

According  to  McClone,  a member  of  the 
Chicago-based  region  5 team,  physicians  were 
not  intentionally  withholding  treatment;  they 
simply  were  unaware  that  new  advances  in 
spina  bifida  surgery  could  help,  he  said. 
“Government  dissemination  of  information 
benefited  the  patient,  the  parents,  and  the 
physician.  In  this  way,  the  government  was  the 
prime  mover  in  changing  the  outcome  of  the 
case,”  he  said. 

But  according  to  Surgeon  General  Koop,  the 
infants  were  not  fed  because  it  was  decided 
that  their  prognosis  was  poor.  “In  fact,  they 
were  top  candidates  for  surgery  and  are  doing 
quite  well.  Somehow,  they  slipped  through  the 
net,”  said  Koop. 

“We  have  successfully  investigated  and  seen 
successful  outcomes  of  three  cases  that  were 
reported  to  us,  and  two  of  those  were  reported 
by  nurses.  I think  a Baby  Doe  hotline  is  a very 
effective  mechanism,”  said  Koop. 

News  of  the  three  cases  came  at  a politically 
sensitive  time  as  Congress,  the  courts,  and  the 
Reagan  Administration  are  all  considering 
various  versions  of  Baby  Doe-style  regulations. 
A new  Department  of  Health  and  Human 
Services  (HHS)  rule,  revised  after  being 
defeated  in  court  by  the  medical  community, 
again  requires  that  hospitals  post  notices 
warning  that  it  is  illegal  to  withhold  medical 
treatment  or  sustenance  from  handicapped 
newborns.  In  Congress,  two  pieces  of  legisla- 

(Continued  on  page  13A) 
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suggest  you 
raise  your  fees 
for  office  calls 
from  $2  to  $3  ” 


That  w'as  good  advice  in  1945,  when 
PMM  first  began  to  advise  physicians 
on  how  to  build  and  manage  a suc- 
cessful practice  for  higher  financial 
returns  in  a competitive  market. 

Today,  the  health  care  market  is  even 
more  competitive. 

As  specialists  in  medical  practice 
management  for  38  years,  we  have  given 
good  advice  to  thousands  of  doctors. 

We  maintain  specialty  depart- 
ments to  stay  abreast  of  changing 
conditions  in  marketing,  estate  tax, 
financial  planning,  personnel  manage- 
ment and  practice  analysis  as  they 
relate  to  physicians.  No  general 
accounting  firm  can  say  that.  Before 
you  decide  who  should  advise  you, 
shouldn’t  you  talk  to  the  longest 
established  medical  practice  manage- 
ment specialists  in  your  area? 

Call  today  for  a completely 
confidential  discussion  of  your  needs 
and  our  many  services. 

Professional  Management  Midwest 

8420  W.  Dod^e  Road 
Tower  Plazo,  S.  305 
Omaha,  Nebraska  68114 
402/397- <5462 
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ORGANIZATIONS,  STATE__ 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  VV.  McClure.  Exec.  Vice  President 
8502  West  (’enter  Rd..  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk.  Executive  Director 
7877  Pacific  St..  Oak  Park  Plaza.  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen.  Acting  Executive  Director 
.'1624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Fldward  Carter.  Executive  Director 
8901  Indian  Hills  Dr..  Ste.  107.  Omaha  68114 
American  Red  Cross 
P.O,  Box  8:J267 
1701  *‘E"  St..  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright.  Exec.  Director 
120  N.  69th  St..  Rm.  202.  Omaha  68132 
Blue  C'ross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248.  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D..  Dean 
(’alifornia  at  24th  St..  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw.  Exec.  Director 
5017  Leavenworth  St..  Omaha  68106 
Dair>’  Council  of  Central  States,  Inc. 

Suite  103.  Hillcrest  Bldg. 

76th  & Main.  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
•James  S.  Nyman.  Ph.D..  Director 
1047  South  St..  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P.  Wall,  Director 
6th  Floor.  State  Capitol  Bldg..  Lincoln  68509 
Lincoln  ('ouncil  on  Alcoholism  and  Drugs,  Inc. 

Room  212.  215  Centennial  Mall.  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street.  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital.  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty.  M.D.,  Secretary 
634  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St..  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Flngelsman,  Executive  Director 
2217  No.  91st  Plaza.  Omaha  68134 
National  Multiple  Sclerosis  Society  - Nebraska-Iowa  Midlands 
(’hapter 

3624  Leavenworth,  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road.  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center.  Hastings  68901 
Nebraska  Academy  of  Ophthalmology 
John  I).  Griffiths.  M.D.,  President 
8601  W.  Dodge  Rd..  #210.  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
Michael  ('rawford,  M.D. 

201  Ridge  St.,  #311,  Council  Bluff.  I A 51501 
Nebraska  Allergy  Society 

Roger  H.  Kobayashi.  M.D..  President 
Dept,  of  Pediatrics.  UNM('.  42nd  & Dewey.  Omaha  68105 
Nebraska  Association  of  Home  & (’ommunity  Health  Agencies 
.Sandra  Klocke.  President 

(’raft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 
Nebraska  Association  of  Nuclear  I’hysicians,  Inc. 

Gerald  N.  Siedband.  M.D.,  President 
Bryan  Memorial  Hospital,  4848  Sumner.  Lincoln  68506 
Nebraska  ('hapter  — American  Academy  of  Family  Physicians 
K,  Don  Arrasmilh,  M I)..  .Secretary-Treasurer 
Mrs.  I’hyllis  G.  Hansen.  Executive  Secretary 
10840  Old  Mill  Rd..  Ste.  5,  Omaha  (58154 
Nebraska  ('hapter  American  Academy  of  Physician  Assistants 
Bonnie  Shearer.  PA-(’.  President 
706  Sherman  Dr..  Bellevue  6801)5 
Nebraska  ('hapter  — American  ('ollege  of  Pediatrics 
Dale  Kbers,  M.D,.  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 


Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E.  Taylor.  M.D..  F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith.  M.D.,  President 
8300  Dodge  St..  #124.  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita.  M.D..  Medical  Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Henneman.  President 
3608  Worthington.  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown.  President 
3100  “0”  St..  Ste.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount.  President 
Box  94833,  1335  "L"  St..  Lincoln  68509 
Nebraska  League  for  Nursing 

Patricia  B.  Perry.  R.N..  Ph.D.,  President 
333  So.  44th  St..  Omaha  68131. 

Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak.  Executive  Director 
Suite  26.  10730  Pacific  St..  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson.  M.D.,  Secretary 

Embassy  Plaza.  #290.  90th  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs.  R.N.,  Secretary-Treasurer 
645  So.  20th,  #E-15,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Robert  P.  Marshall.  Pharm.D.,  R.P.,  Exec.  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 

David  K.  Kentsmith,  M.D.,  President 
2821  South  87th  Ave.,  Omaha  68124 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D..  Director 
602  So.  45th  St..  Omaha  68106 
Nebraska  Public  Health  Association 
President.  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

John  A.  Haggstrom.  M.D.,  President 

Children’s  Memorial  Hospital,  8303  Dodge  St..  Omaha  68114 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D.,  President 
2121  South  56th  St..  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
John  J,  McCarthy,  M.D.,  President 
9936  Harney  Parkway  South.  Omaha  68114 

Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott.  M.D..  President 
120  Wedgewood  Dr.,  Ste.  A.  Lincoln  68510 
Nebraska  Society  for  Respiratory  Therapy 
Steve  Lupes,  RRT,  President 

Bergan  Mercy  Hospital,  75th  & Mercy  Rd..  Omaha  68124 
Nebraska  State  Department  of  Health 

Gregg  F.  Wright.  M.D..  Director  of  Health 
P.O.  Box  95007.  301  Centennial  Mall  South.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D..  Secretary-Treasurer 
720  No.  87th  St..  Omaha  68114 

Nebraska  State  Society  of  American  Association  of  Medical 
Assistants 

Elaine  C.  Arps 

709  No.  116th  St..  #C-9.  Omaha  68154 
Nebraska  llrological  Association 

(’harles  F.  Damico.  M.D..  F.A.('.S..  President 
2115  No.  Kansas.  Hastings  68901 
Nebraska  Veterinaiy  Medical  Association 
Bob  Garey.  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  ('linical  Society 

Ms.  Lorraine  E Seil)ei.  Executive  Secretary 
7363  Pacific  St..  #210-A.  Omaha  68114 
('erebral  Palsy  of  Nebraska 

Joyce  Richter.  Client  Services  Rep. 

P 6 Box  80103.  Lincoln  68501 
I'niversity  of  Nebraska  Medical  (’enter 
(’harles  E Andrews.  M I)..  Chancellor 
42nd  & Dewey  Ave  . Omaha  68105 


In  vitro  studies  demonstrate 

Bactericidal  activity 
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Percent  of  isolates  of  common  uropathogens  sensitive  to  BACTRIM  and  to  other  antimicrobials 
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Kill  curve  kinetics  of  Bactrim 
and  its  individual  components 
against  E.  coli  in  vitro.  ‘ 


^Analogous  to  cephalothin,  the  primary  antibiotic  disc  used  in  testing 

Source:  The  Bacteriologic  Report,  BAC-DATA  Medical  Information  Systems,  Inc,,  Winter  Series,  1981-82, 
Numbers  under  percentages  refer  to  the  protected  number  of  isolates  tested. 


The  bactericidal  action  of  Bactrim  has  been  demonstrated  in  vitro  on  laboratory  strains 
of  E.  colE^  and  on  clinical  isolates  of  E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis 
and  Morganella  morganiP — the  most  common  causative  organisms  of  urinary  tract 
infections.^  More  than  100  published  studies  attest  to  the  efficacy  of  Bactrim  in  recurrent 
urinary  tract  infections  due  to  these  organisms.^  In  comparative  studies  with  other  antimi- 
crobials, Bactrim  has  consistently  demonstrated  unsurpassed  efficacy  during  therapy®  " 
Resistance  to  Bactrim  develops  more  slowly  than  to  either  of  its  components  alone 
in  vitro.*  Among  urinary  tract  isolates,  resistance  has  rarely  emerged  in  susceptible 
strains.®’^  Bactrim  is  contraindicated  in  pregnancy  at  term,  during  lactation,  in  infants  less 
than  two  months  old  and  in  documented  megaloblastic  anemia  due  to  folate  deficiency 


Initial  episodes  of 
uncomplicated  urinary 
infections  should  be 
treated  with  a single- 
agent antimicrobial 


Bactrim"  DS 


[trimethoprim  and  sulfamethoxazole/Roche) 


b.i.d.  for  recurrent  urinary  tract  infections 


*ln  vitro  data  do  not  necessarily  predict  clinical  results. 


Copyright  © 1983  by  Hoffmann-La  Roche  Inc.  All  rights  reserved 


See  next  page  for  references  and  a summary  of  product  information. 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley.  NJ  2.  Kramer  MJ 
Maunz  YR.  Robertson  TL.  TImmes  MD:  Morphological  studies  on  the  eii'eU  of 
subinhibilory  and  inhibitory  doses  of  sulfamethoxazole-trimethoprim  combination  on 
Escherichia  coli.  Presented  at  the  12th  International  Congress  of  Chemotherapy  Flor- 
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Bactrim  DS 

[trimethoDrim  and  sulfamethoxazole/Roche] 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  sus- 
ceptible strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacler,  Proteus  mirabills,  Proteus  vulgaris,  Proteus  morganii.  H is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a 
single  effective  antibacterial  agent  rather  than  the  combination.  Note:  The 
increasing  frequency  of  resistanf  organisms  limits  the  usefulness  of  all  antibacterials, 
especially  in  these  urinary  tract  infections 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers 
an  advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the 
safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is 
not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any 
age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible 
strains  of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  in  physi- 
cian's judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term,  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernic- 
terus;  Infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NO'T  BE  USED  TO  TREAT  STREPTOCOCCAL 
pharyngitis.  Clinical  studies  show  that  patients  with  group  A |i-hemolytic  strepto- 
coccal tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated 
with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity  reac- 
tions, hepatocellular  necrosis,  agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis  has  been  reported 
as  well  as  an  increased  incidence  of  thrombopenia  with  purpura  in  elderly  patients  on 
certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may 
be  early  signs  of  serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is 
noted 

Precautions:  General:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  func- 
tion, possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related, 
may  occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinal- 
yses, with  careful  microscopic  examination,  and  renal  function  tests,  particularly  where 
there  Is  impaired  renal  function,  Bactrim  may  prolong  prothrombin  time  in  those  receiv- 
ing warfarin;  reassess  coagulation  time  when  administering  Bactrim  to  these  patients 
Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C Because  trimethoprim  and 
sulfamethoxazole  may  Interfere  with  folic  acid  metabolism,  use  during  pregnancy  only 
if  potential  benefits  justify  the  potential  risk  to  the  fetus 
Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are 
included,  even  If  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplas- 
tic anemia,  megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  pur- 
pura, hypoprothrombinemla  and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrol- 
ysis, urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis  Gastrointestinal  reactions  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  hepatocellular  necrosis,  diarrhea,  pseudomembranous  coli- 
tis and  pancreatitis,  CNS  reactions  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness  Miscellaneous  reactions  Drug  lever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L E phenomenon  Due  to 
certain  chemical  similarities  to  some  goltrogens,  diuretics  (acetazolamide  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goifer  pro- 
ducfion,  diuresis  and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may 
exist.  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  lor  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN. 
AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  tor  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d for  10-14  days  Use  identical  daily 
dosage  lor  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creati- 
nine clearance  is  above  30  ml/min  If  creatinine  clearance  Is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen  Bacfrim  is  not  recommended  if  creafinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  lablel  (double  sfrength),  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  bid  for  14  days 
PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
for  suggested  children's  dosage  table 

Suppfl^:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100  and  500;  Tel-E-Dose'"  packages  ol  100, 
Prescription  Paks  ol  20  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole — bottles  of  100  and  500;  Tel-E-Dose*  packages  ol  100,  Prescription 
Paks  ol  40  Pediatric  Suspension,  conlaining  40  mg  trimethoprim  and  200  mg  sulfa- 
methoxazole per  leaspoonful  (5  ml);  cherry  ffavored—  bottles  of  100  ml  and  16  oz 
(1  pint)  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  lea  spoonful  (5  ml).  Iruil-licorice  flavored  bottles  ol  16  oz  (1  pint) 


ROCHE  LABORATORIES 
Division  ol  Hottmann-La  Roche  Inc 
Nulley,  New  Jersey  07110 
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BRIEF  SUMMARY 

PROCARDIA  ■ (nifedipinej  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nitedipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  ol  the  following  criteria  1 1 classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  ot  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  conlirmed.  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Etfort-Associaled  Angina):  PROCARDIA  is  indicated  lor 
the  management  ot  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  m controlled 
Inals  ol  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  ot  sustained  effectiveness  and  evaluation  ol  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angma.  but  available  intor- 
mation  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  (rom  the  combined  effects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PR(3CAR0IA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  ot 
PROCARDIA  IS  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ot 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  m patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ol  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  ol  fentanyl.  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated , the  physician  should  be  aware  ot  these  potential  problems  and 
it  the  patient  s condition  permits,  sufficient  time  (al  least  36  hours)  should  be  allowed  tor 
PROCARDIA  to  be  washed  out  ol  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  Irequency  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech 
anism  ol  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Bela  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible  rather  than  stopping  them  abruptly  before  beginning 

pro(;ardia 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker  have  developed  heart 
failure  alter  beginning  PROCARDIA  Patients  with  light  aortic  stenosis  may  be  al  greater  risk  tor 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
ot  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  tor  pahenls  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  I 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  m about  one  in  ten  patients  treated  with 
PR0I3ARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  lailure  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  ol  increasing  letf  ventricular  dyslunclion 

Drug  interactions:  Beta  adrenergic  blocking  agents  (See  Indications  and  Warnings  I Experience 
m over  1400  patients  in  a non-comparalive  clinical  Inal  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  ol  congestive  heart 
failure,  severe  hypotension  or  exacerbation  ol  angina 

Long-acting  nitrates  PROCARDIA  may  be  saleiy  co  administered  with  nitrates  but  there  have 
been  no  controlled  studies  to  evaluate  the  antiangmal  ellectiveness  ol  this  combination 

Digitalis  Administration  ol  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  m di 
goxin  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ol  over  two 
hundred  patients  with  congestive  heart  lailure  during  which  digoxin  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ol  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initialing  adiusi 
ing,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under  digitalization 

Carcinogenesis,  mutagenesis,  impairment  ot  lertilily  When  given  to  rats  prior  to  mating  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  lull  prescribing  information  with  reference  to  teratogenicity  m 
rats,  embryotoxicily  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light  headedness 
peripheral  edema  nausea  weakness,  headache  and  flushing  each  occurring  m about  lO'o  of  pa 
tienis.  transient  hypotension  in  about  5%  palpitation  in  about  2“o  and  syncope  m about  0 5°o 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ol  PROCARDIA  or  concomilani  anlian- 
gmal  medication  Additionally  the  following  have  been  reported  muscle  cramps  nervousness 
dyspnea  nasal  and  chest  congestion  diarrhea  constipation  mllammalion  joint  stiffness  shaki 
ness  sleep  disturbances  blurred  vision,  dilliculties  in  balance  dermatitis  pruritus  urticaria  le 
ver.  sweating  chills  and  sexual  difficulties  Very  rarely  introduction  ot  PR()CARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  from  the  nal 
ural  history  ot  the  disease  in  these  patients  It  remains  possible  however  that  some  or  many  ol 
these  events  were  drug  related  Myocardial  infarction  occurred  m about  4°o  ol  patients  and  conges 
live  heart  failure  or  pulmonary  edema  in  about  2°o  Ventricular  arrhythmias  or  conduction  disturb 
ances  each  occurred  m fewer  than  0 5”o  ol  patients 

Laboratory  Tests:  Rare  mild  to  moderate  transient  elevations  ol  enzymes  such  as  alkaline  phos 
phalase  CPK  LDH  SCOT  and  SGPT  have  been  noted  and  a single  incident  ol  sigmlicanlly  ele 
vated  transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ol  gall  bladder 
disease  alter  about  eleven  months  ot  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  dimcal  symptoms 
Cholestasis  possibly  due  lo  PROCARDIA  therapy  has  been  reported  twice  m the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ol  mledipme 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ol  100  (NOC  0069  2600  661  300  INDC  0069 
2600  72 1 and  unit  dose  itOxtO)  iNDC  0069  2600  41 ) The  capsules  should  be  protected  Horn 
iiohl  and  moisture  and  stored  al  controlled  room  temperature  59  lo  77  t 1 15  lo  25  Cl  m the  man 
uiaclurer  s original  container 

Mme  deljiled  prolessionai  inlormjtion  .miuble  on  request  •-  1982  Pfizer  Inc 
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coukJntdoforByrs  including 
joining  the  human  race  again” 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive" 

' My  doctor  switched  me  to 
PROCAR D1  At*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work.,  .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets,^  doing  more,  and  being  more 
productive  once  again. 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%). 


for  the  varied  faces  of  angina 


Procardia  is  indicated  for  the  management  of; 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospa  st  ic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 


PROCARDIA 


(NIFEDIPINE) 


Capsules  10  mg 


Please  see  PROCARDIA  brief  summary  on  adjoining  page. 
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WashingtoNotes 

(Continued  from  page  7 A) 

tion  require  that  states,  as  a condition  of 
receiving  child  abuse  grants,  develop  pro- 
cedures to  insure  that  proper  medical  services 
are  provided. 

The  medical  community  has  questioned  the 
need  for  the  squad-team  approach.  “We’ve 
always  felt  that  it  is  the  role  of  the  government 
to  distribute  information  and  act  as  a clearing- 
house, not  deal  with  it  through  law  enforce- 
ment mechanisms.  The  problem  is  education, 
not  maliciousness,”  said  an  AMA  spokesman. 

Says  Stephan  E.  Lawton,  attorney  for  the 
American  Academy  of  Pediatrics:  “Rather 
than  have  the  Surgeon  General’s  office  man- 
ning telephones  across  the  country  and  send- 
ing untrained  police  into  nurseries,  there 
should  be  an  educational  program  that  is 
assisted  by  ethical  review  committees  with 
special  expertise.” 

Among  other  investigations  recently  com- 
pleted: 

* Strong  Memorial  Hospital  in  Rochester, 
NY,  a caller  alleged  that  physicians  were 
denying  care  to  Siamese  twins.  The  federal 
investigation  revealed  no  wrongdoing. 

* Yale/New  Haven  Hospital  in  New  Haven, 
CT:  The  newspaper  reported  neglect  of  20 
handicapped  infants.  After  an  18-month  in- 
vestigation involving  more  than  200  medical 
records,  federal  officials  found  no  wrongdoing. 

* Vanderbilt  Hospital  in  Nashville:  An 
anonymous  caller  charged  than  10  children 
were  not  being  fed  or  provided  proper  medical 
treatment.  Federal  investigation  found  no 
wrongdoing. 

* Good  Shepard  Hospital  in  Barrington,  IL.: 
The  Family  Life  League  complained  about 
failure  to  provide  treatment  to  handicapped 
babies.  Federal  investigators  found  a child  with 
a wide  range  of  congenital  defects  unassoci- 
ated with  any  chromosomal  defect,  and  could 
not  identify  any  procedures  that  might  have 
changed  the  child’s  outcome. 

* Bloomington  Hospital  in  Bloomington,  IN: 
An  infant  born  with  Down’s  Syndrome  with 

(Continued  on  page  375) 
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Anxious  patients 


improve  in  just 
a few  days 


And  what  is  more  reassuring 
to  an  excessively  anxious 
patient  than  medicatit)n  tliat 
promptly  starts  to  relieve  his 
discomforting  symptoms? 

Valium®  (diazepam/Rtx'he) 
begins  working  within  30  to 
90  minutes.  Patients  continue 
to  improw  in  just  a few  da\'s, 
and  relief  continues  tlirough- 
out  tlie  course  of  treatment. 

Tliere  are  otlier  impor- 
tant benefits  witli  Valium  as  well — along  with  its 
broad  clinical  range,  Valium  hits  an  efficacy/safety 
profile  tliat  few;  if  an>;  drugs  can  match.  This 
record  has  been  achieved  with  extensive  clinical 
experience,  undoubtedly  including  yours.  And, 
as  you  must  have  obseiwed,  side  effects  more 
serious  tlian  drowsiness,  fatigue  or  ataxia  rarely 
occur.  Nevertlieless,  as  witli  any  CNS-acting 
agent,  patients  should  be  cautioned  about  driv- 
ing, operating  hiizardous  machinery'  or  ingesting 
alcohol  or  otlier  CNS-depressant  drugs  while 
taking  \filium. 

Yet  another  benefit  \filium  affords  is  flexibilitv: 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets,  Vilium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2V2  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
Wrelease^”  ( diazepam/Roche) 
^ 15-mg  slow-release  capsules, 

knowing  that  Valrelease  will  assure  all  the  benefits 
of  Valium  5 mg  t.i.d  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  Vilium  (or  \^lrelease) 
is  typically  as  srhooth  as  its  start  in  short-term 
therapy  However,  \^lium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  aaion  of  Valium  and  Vilrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

\^um® 

diazepam/Roche 


Copyright  ©1983  by  Roche  Products  Inc.  All  rights  reserved 


For  a summary  of  product  information,  please  turn  the  page.  Z RQCHE 


Valium®  (diazepam/Roche)®  Tablets 

Valrcleasc™  ( diazcpam/Roche  ) (V  slow-release  Capsules 

Injectable  Valium®  ( diazepam/Roche  ) @ 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of  symptoms 
of  anxiety  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic.  Sympttjmatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal,  adjunaively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome.  Oral  forms  may  be  used  adjunaively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used  adjunaively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reaaions  prior  to  endoscopic/surgical  procedures;  cardioversion. 

The  effectivene.ss  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  asse.s,sed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  As  with  most  CNS-aaing  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertne.ss  {e.g , operating  machinery,  driving).  With- 
drawal .symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
ob.served  with  abrupt  di.scontinuation,  usually  limited  to  extended  use  and 
excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzcxjiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months.  After  extended 
therapy,  gradually  taper  dosage.  Keep  addiction-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depres.sants. 

Not  of  value  in  treatment  of  p.sychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment  When  using  oral  forms  adjunaively  in  convulsive  dis- 
orders, po.ssibility  of  increa.se  in  frequency  and/or  .severity  of  grand  mal  seizures 
may  require  increase  in  do, sage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  as.sociated  with  temptirary  increase  in  fre- 
quency and/or  .severity  of  seizures. 

iNjfitTAHLE  To  reduce  the  possibility  of  venous  thrombosis,  phlehitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment  when  used  I V:  inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  (1  ml)  given:  do  not  use  small  veins,  i.e.,  dorsum 
of  hand  or  urist:  use  extrente  care  to  avoid  intra-arterial  administration  or 
extravasation  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV.,  it 
nuty  be  injected  slowly  through  the  inftision  tuhing  as  close  as  possible  to  the 
vein  insertion 

Admini.ster  with  extreme  care  to  elderly,  very  ill,  tho.se  with  limited  pulmonary 
re.serve  because  of  po.ssibility  of  apnea  and/or  cardiac  arrest;  concomitant  u.se 
of  barbiturates,  alcohol  or  other  CNS  depre.ssants  increases  depre.ssion  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available.  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  do.sage  at  least  1/.4,  admini.ster  in 
small  increments.  Should  not  be  administered  to  patients  in  shock,  coma,  acute 
alcoholic  intoxication  with  depre.ssion  of  vital  signs 

Has  precipitated  tonic  .status  epilepticus  in  patients  treated  for  petit  mal  .status  or 
petit  mal  variant  status  Not  recommended  for  OB  u.se. 

Ffficacy/safery  not  established  in  neonates  (age  30  days  or  le.ss),  prolonged  CNS 
depre.ssion  ob.served.  In  children,  give  slowly  ( up  to  0.25  mg/kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  .somnolence;  can  be  repeated  after  IS  to  30  min- 
utes, If  no  relief  after  third  admini.stration,  appropriate  adjunctive  therapy  is 
recommended 

Precautions:  If  combined  with  other  p.sychotropics  or  anticonvailsants,  carefully 
consider  individual  pharmacologic  effects  — particularly  with  known  compounds 
which  may  (X)tentiate  action  of  diazepam,  i e , phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  antidepre.ssants.  Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying  depression  who  may  have  suicidal 
tendencies  Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accu- 
mulation in  patients  with  compromi.sed  kidney  function  Limit  oral  dosage  to 
smallest  effective  timount  in  elderly  and  debilitated  to  prec  lude  ataxia  or  over.se- 
dation  (initially  2 to  2Vi  mg  once  or  twice  tiaily,  increasing  gradually  as  neeiled 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
as.sociation  with  Uigamet  (cimetidine)  admini.stration  The  clinical  significance  of 
this  is  unclear, 

INIH  iMii.F  Although  promptly  controlled,  seizures  may  return,  readminister  if 
necessary;  not  recommeiuleil  for  long-term  maintenance  thenipy  Liryngospasm/ 
iiKTeased  cough  retlex  are  possible  during  peroral  eiulostopii  procedures,  use 
topical  anesthetic,  have  necessary  countermetLsures  available  I hpotension  or 
muscular  weakness  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol  Use  lower  doses  (2  to  3 mg)  for  ekierly/debilitatetl 
Adverse  Reactions;  .Side  effects  most  commonly  rejiorletl  were  drowsiness, 
latigue.  ataxia  lnlrec|uenlly  encountered  were  confusion,  constipation,  tlepres- 
sion,  diplopia,  dysarthria,  headache,  hypotension,  incontinence,  jaundice, 
changes  in  libido,  nau.sea,  changes  in  salivation,  .skin  rash,  slurretl  speech, 
tremor,  urinary  retention,  verligo,  blurred  vision  Paratloxical  reactions  such  as 
;u  ule  hyperexcited  states,  anxiety,  hallucinations,  im  reasetl  nurscle  spasticity. 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
the,se  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts, 
liver  funaion  tests  advisable  during  long-term  therapy.  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  aaivit>’,  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

INJECTABLE  Venous  thrombosis/phlebitis  at  injeaion  site,  hypoaaiviw,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing,  depres.sed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  che.st  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effea. 

OKM.  Adults:  Anxiety  disorders,  relief  of  symptoms  of  anxiety — \ftlium  (diaze- 
pam/Roche) tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or  1 or  2 \ftlrelea.se  capsules  (15  to 
30  mg)  daily.  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d  or  q.i.d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (13  mg)  daily  as  needed  Adjunaively  in  skeletal  mascle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
daily.  Adjunaively  in  convulsive  di.sorders — tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or 
1 or  2 capsules  (15  to  30  mg)  once  daily. 

Geriatric  or  debilitated  patients:  Tablets — 2 to  2Vi  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautioas ).  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  \ftlium  has  been  determined  as  the  optimal  daily 
dose. 

Children:  Tablets — 1 to  2Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months).  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  Vftlium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months) 

INJECTABLE  Usual  initial  do.se  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  l.V, 
depending  on  indication  and  severity.  Larger,  doses  may  be  required  in  .some 
conditions  (tetanus).  In  acute  conditions  injeaion  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfaaory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  do.sage  increase  for  elderly  or  debilitated  patients 
and  when  sedative  drugs  are  added  (See  VCftmings  and  AcK'er.se  Reaaions.) 

For  dosages  in  infants  and  children  see  below;  have  resu.scitative  facilities 
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Non  Surgical  Removal  of  Foreign 
Bodies  from  the  Superior  Vena  Cava 
and  Right  Pulmonary  Artery 


Non  surgical  removal  of  a foreign 
body  from  the  cardiac  cham- 
bers and  vascular  tree  has  been 
demonstrated  by  Thomas  et  al.,‘  Massumi  et 
al.,^  Dotter  et  al.,'’  and  others.^’®  The  benefits 
include  low  morbidity,  use  of  local  anesthesia, 
and  no  special  equipment  is  required  other 
than  of  conventional  fluoroscopic  unit  and 
appropriate  catheters.  It  is  an  attractive 
alternative  to  surgical  intervention  in  selected 
cases.  In  the  past,  a significant  number  of 
these  cases  have  required  thoracotomy  and 
pulmonary  arteriotomy.  We  present  two  cases 
of  recently  performed  percutaneous  trans- 
catheter removal  of  foreign  bodies  from  the 
superior  vena  cava  and  the  right  pulmonary 
artery. 

Method 

Utilizing  the  Seldinger  technique,  the  right 
or  left  femoral  vein  was  catheterized  initially 
with  a diagnostic  catheter  under  local  anesthe- 
sia. This  diagnostic  catheter  was  passed  into 
the  right  superior  vena  cava  in  one  case  and 
the  right  pulmonary  artery  in  the  other.  A 
guide  wire  was  placed  at  or  near  the  area  of 
foreign  body.  The  catheter  was  removed, 
leaving  the  guide  wire  in  place  in  the  region  of 
the  foreign  body.  A special  8 French  introdu- 
cer catheter  (Dotter  intravascular  retriever  set. 
Cook  Incorporated,  Bloomington,  Indiana)  was 
then  passed  over  the  guide  wire  to  the  site  of 
the  foreign  body,  and  the  guide  wire  replaced 
with  a wire  basket  snare.  After  manipulation  to 
snare  the  foreign  body,  the  basket  was 
withdrawn  partially  into  the  tip  of  the  introdu- 
cer catheter,  which  tightly  secured  the  foreign 
body  in  the  snare,  then  the  entire  assembly 
including  the  ensnared  foreign  body  was 
withdrawn  through  the  femoral  vein  puncture 
site. 

Case  1. 

The  patient  was  a 51  year  old  Caucasian 
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male  with  a long  history  of  peptic  ulcer  disease. 
He  underwent  vagotomy  and  pyloroplasty  in 
November,  1980.  He  was  readmitted,  January, 
1981  with  acute  gastric  distension,  nausea  and 
vomiting.  Physical  examination  showed  a 
distended  abdomen  with  minimal  to  absent 
bowel  sounds.  A nasogastric  tube  was  placed 
and  3500  cc  of  gastric  contents  was  aspirated. 
The  remainder  of  the  physical  examination 
was  unremarkable. 

The  patient  was  felt  to  have  gastric  outlet 
obstruction.  He  was  begun  on  a nasogastric 
suction  and  intravenous  hydration.  On  his  fifth 
hospital  day,  a central  venous  catheter  was 
placed  via  a right  subclavian  route.  No 
flashback  of  blood  in  the  catheter  was  noted 
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and  the  catheter  was  subsequently  removed. 
Upon  removal  it  was  noted  that  the  distal  end 
of  the  catheter  was  missing;  a chest  x-ray 
showed  the  catheter  to  be  near  the  medial  end 
of  the  clavicle.  He  was  taken  to  the  operating 
room  and  a formal  exploration  of  the  area  was 
performed,  but  the  catheter  was  not  recovered. 
Chest  x-ray  showed  migration  of  the  catheter 
which  now  appeared  to  be  present  in  the 


Figure  lA:  (Case  1)  — Intra-operative  portable 
roentgenogram  showed  broken  polyethylene  cathe- 
ter in  the  superior  vena  cava. 


region  of  the  superior  vena  cava  (Figure  lA). 
For  this  reason  he  was  taken  to  the  Radiology 
Department  where  the  superior  vena  cava 
catheter  was  removed  via  a right  femoral 
approach  using  the  intravascular  retriever 
basket  under  fluoroscopic  control  (Figure  IB). 
After  the  catheter  was  removed,  his  course  was 
uneventful.  Approximately  five  days  later,  he 
underwent  a 70%  subtotal  gastrectomy  with  a 
Billroth  II  retrocolic  gastrojejunostomy.  His 
subsequent  course  was  quite  smooth  and  he 
was  discharged  on  his  17th  post-operative  day 
with  no  major  problems. 

Case  2 

The  patient  was  ah  82  year  old  Caucasian 
male  who  gave  a history  of  a “cardiac 
condition”  for  25  years  and  suffered  three 
myocardial  infarctions  in  the  1950s.  He  was 
admitted  August,  1980  for  an  increase  in  his 
anginal  chest  pain.  His  admission  physical 
examination  was  essentially  normal.  Labora- 
tory studies  showed  a hemoglobin  of  10.8 
grams  with  a hematocrit  of  30.8%,  BUN  was  36 
mg  per  deciliter;  creatinine  was  1.7  mg.  per 
deciliter.  The  remainder  of  his  admission 
laboratory  profile  was  unremarkable.  Further 
evaluation  showed  a microcytic  anemia  con- 
sistent with  blood  loss.  Stool  examination  was 
positive  for  occult  blood  and  a barium  enema 
was  suggested.  This  showed  a right  ascending 
colon  mass.  Microhematuria  was  discovered  on 
urinalysis  and  ultrasound  of  the  abdomen 
showed  a 4 by  4.5  cm.  fluid  filled  mass  in  the 
lower  pole  of  the  right  kidney.  At  the  time  of 
the  right  colectomy,  the  right  kidney  was 


Figure  IB:  (Case  1)  — "'Dotter’s  intravascular 
retriever  special  loop  basket  and  removed  broken 


polyethylene  catheter  with  percutaneous  trans- 
femoral  approach. 
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inspected  and  found  to  have  both  a solid  mass 
and  renal  cyst.  A right  radical  nephrectomy 
was  performed  for  a renal  cell  carcinoma. 

Post-operatively,  he  did  well  the  first  week, 
but  upon  resuming  oral  intake,  be  became 
slightly  distended  and  vomited.  Intravenous 
therapy  was  restarted.  The  patient  became 
disorientated  and  developed  diarrhea  ap- 
proximately ten  days  post-operatively  and  it 
was  felt  that  intraveous  alimentation  should  be 
started.  Accordingly,  a central  venous  catheter 
was  inserted  on  the  tenth  post-operative  day. 


On  the  eight  day  following  catheter  placement, 
the  patient  pulled  out  his  CVP  line,  which 
broke  on  removal.  Chest  x-ray  showed  part  of 
the  line  to  be  lodged  in  the  right  pulmonary  ar- 
tery (Figure  2A.B.).  There  were  no  cardiac  or 
respiratory  changes  coincident  with  the  cathe- 
ter embolization.  The  patient  was  taken  to  the 
Radiology  Department  and  under  local  an- 
esthesia, the  right  femoral  vein  was  catheter- 
ized  and  the  central  venous  pressure  catheter 
segment  was  successfully  retrieved  from  the 
right  main  pulmonary  artery  with  no  compli- 
cations. 


Figure  2A,  B:  (Case  1)  — PA  and  lateral  roent- 
genogram shows  a broken  catheter  in  the  right  main 
pulmonary  artery. 
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Discussion 

With  increasing  use  of  polyethylene  cathe- 
ters for  intravenous  treatment  and  for  moni- 
toring of  central  venous  pressure,  accidental 
breakage  and  embolism  of  the  catheter  tip  into 
the  venous  system  or  cardiac  chambers  is  a 
rather  uncommon  but  serious  complication. 
The  fragmented  foreign  body  may  produce 
thrombosis  in  the  adjacent  area  of  the  vessel, 
phlebitis,  sepsis,  pulmonary  embolism,  per- 
foration of  the  heart  or  a major  vessel,  and 
cardiac  contusion.®’  Some  patients  tolerate 
a broken  catheter  in  a major  vessel  for  several 
months  or  a year  without  fatal  complications; 
but  in  most  cases,  removal  should  be  under- 
taken in  order  to  eliminate  a source  of  sepsis, 
thrombosis  and  perforation.'^  Until  recently, 
open  thoracotomy  and/or  pulmonary  arterio- 
tomy  have  been  required.  In  a series  by 
Decker,  surgical  mortality  was  17%.'^  Without 
surgery,  mortality  was  30%'^  to  over  60%.'" 

Percutaneous  removal  of  foreign  bodies  has 
been  described  by  several  authors.  This 
approach  is  attractive  because  it  is  relatively 
safe  and  simple.  It  is  also  an  effective  means  of 
retrieval  when  the  foreign  body  cannot  be 
removed  surgically,  or  if  the  patient  is  a 
significant  operative  risk. 

Many  different  instruments  have  been  used 
to  remove  the  foreign  body.'"^  Lately,  com- 
mercially available  flexible  Dotter  retrieval 
catheter  sets  (Cook  Incorporated,  Blooming- 
ton, Indiana)  have  been  quite  safe  and  easy  to 
use.  If  these  sets  are  not  available,  a sharply 
angled  RCl  catheter  (Rosch  Visceral,  Cook 
Inc.,  RCl  curve)  can  be  used  to  “hook”  the 
foreign  body  (especially  if  it  is  lodged  in  the 
vena  cava  or  right  atrium)  and  withdraw  it  to  a 
location  more  accessible  to  surgery  by  super- 
ficial cutdown. 

Alternatively,  a simple  snare  may  be  made 
by  passing  a long  loop  of  small  diameter 
catheter  or  wire  material  through  a larger  bore 
catheter  placed  intravenously  near  the  foreign 
body.  The  foreign  body  is  caught  in  the  loop 
and  pulled  snug  against  the  large  bore  catheter 
by  tension  on  the  external  ends  of  the  loop. 
Then  the  apparatus  is  withdrawn.** 

If  the  catheter  foreign  body  is  not  radio- 
paque, it  is  technically  difficult  and  hazardous 
to  remove;  a contrast  examination  with  rapid 


filming  may  be  needed  to  localize  the  foreign 
body. 

Nonsurgical  removal  of  a foreign  body  has 
been  employed  not  only  in  the  cardiac 
chambers  or  major  vessels,  but  it  can  also  be 
used  to  remove  an  endobranchial  foreign 
body,"  or  a biliary  stone'^  with  some  modifi- 
cation of  the  technique. 

Summary 

This  paper  reports  two  cases  of  accidental 
loss  of  polyethylene  catheter  fragments,  one 
into  the  superior  vena  cava  and  one  into  the 
right  pulmonary  artery. 

In  these  two  patients,  the  foreign  body  was 
removed  without  a thoracotomy  or  pulmonary 
arteriotomy. 

Percutaneous  transcatheter  removal  of  a 
foreign  body  is  simple,  safe,  and  requires  no 
special  equipment  other  than  a conventional 
fluoroscopic  unit  and  appropriate  catheters. 
This  procedure  may  be  completed  by  phy- 
sicians experienced  in  vascular  catheteri- 
zation. 
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The  "Acute  Abdomen"  of 
Henoch-Schonlein  Syndrome 


Presented  at  the  Nebraska  Chapter,  American  College 
of  Surgeons,  April  30,  1983,  in  Lincoln,  Nebr. 

The  combination  of  abdominal 
pain,  a cutaneous  purpuric 
rash,  arthralgia,  and  hematuria 
is  easily  recognized  as  Henoch-Schonlein  syn- 
drome (HSS).  Difficulties  arise  in  suspecting  a 
patient  has  HSS  when  one  or  more  of  these 
common  manifestations  is  absent.  The  ab- 
sence of  purpura  is  particularly  misleading. 

Heberden,  in  1801,  and  Willan,  in  1808,  first 
wrote  descriptions  of  patients  with  the  peculiar 
association  of  purpura,  limb  pain,  and  hem- 
orrhages from  varying  body  orifices.  Schonlein, 
in  1832,  associated  the  purpuric  rash  with 
arthritis  and  his  student,  Henoch,  described 
the  typical  gastrointestinal  symptoms  associ- 
ated with  rash  and  ai’thralgias  in  1874.  It  was 
not  until  1914  that  an  allergic  etiology'  was  first 
hypothesized  by  Osler.^-  ^ 

It  is  now  recognized  that  HSS  is  caused  by 
cutaneous  and  systemic  small  vessel  vasculitis, 
the  etiology  of  which  remains  unclear.''  How- 
ever, a number  of  agents  have  been  implicated, 
including  streptococcal  infection.  Mycoplas- 
ma pneumoniae,  varicella,  exposure  to  cold 
and  to  food  allergens,°  drugs,  and  insect  bites.^ 
A link  between  HSS  of  childhood  and  poly- 
arteritis nodosa  of  infants  and  adults  has  been 

A recent  case,  in  which  a characteristic 
purpuric  rash  developed  9 days  following 
initial  evaluation  and  exploratory  celiotomy, 
prompted  a review  of  the  experience  with 
HSS  at  Children’s  Memorial  Hospital,  Omaha, 
Nebraska. 
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Case  History 

An  8-year-old  male  was  admitted  with  an 
eight  day  history  of  intermittent,  cramping 
abdominal  pain.  The  day  prior  to  admission 
the  patient  experienced  hematemesis;  on  the 
day  of  admission  hematochezia  and  melena 
were  noted.  There  was  no  previous  medical 
history  of  significance.  The  patient  was  taking 
no  medication  and  there  were  no  known 
allergies. 

Physical  examination  showed  a slightly  built 
male  with  periumbilical  tenderness  on  ab- 
dominal palpation.  Urinalysis  was  unremark- 
able. Total  white  count  was  13,900  with  a 
normal  differential.  A radionuclide  scan  for 
Meckel’s  diverticulum  was  equivocal.  Barium 
enema  was  normal.  Upper  gastrointestinal 
series  suggested  evidence  of  an  inflammatory 
or  neoplastic  mass  in  the  distal  ileum.  The 
diagnosis  of  abdominal  lymphoma  was  enter- 
tained and  a celiotomy  performed. 

At  operation  the  terminal  ileum  showed 
areas  of  scarlet  red  induration,  thickening,  and 
generalized  edema.  Smaller  areas  of  jejunum 

*Alan  G.  Thorson.  M.D.,  Department  of  Surgery,  University  of  Nebraska 
Medical  Center,  42nd  & Dewey  Avenue,  Omaha,  Nebraska  68105. 
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were  also  involved.  The  mesentery  did  not 
encroach  upon  the  serosa.  A short  segment  of 
distal  ileum  was  resected  with  an  end-to-end 
anastomosis. 

Microscopically  there  was  evidence  of  vas- 
culitis of  arterioles  and  small  arteries  not 
unlike  that  seen  in  polyarteritis  nodosa.  The 
pathologic  diagnosis  was  mesenteric  arteritis 
with  ischemic  enteritis. 

Following  the  operation  there  was  one 
episode  of  microscopic  hematuria.  The  patient 
did  well  and  was  dismissed  on  the  seventh 
post-operative  day.  On  the  ninth  postoperative 
day,  the  patient  was  readmitted  with  severe 
abdominal  pain.  Examination  at  this  time  show- 
ed a purpuric  rash  over  the  buttocks  and  lower 
extremities.  He  was  started  on  steroids  and  the 
abdominal  pain  subsided  over  a period  of  5 
days. 

Clinical  Material 

Thirty  admissions  from  1976  through  1980 
of  Henoch- Schonlein  syndrome  from  Child- 
ren’s Memorial  Hospital  in  Omaha,  Nebraska 
were  reviewed.  Of  these,  12  (40%)  were  female 
and  18  (60%)  were  male.  The  patients  age 
ranged  from  8 months  to  15  years  with  an 
average  age  of  4.9  years.  Female  patients 
averaged  slightly  older  at  5.1  years  compared 
to  the  male  average  of  4.7  years. 

The  cases  were  analyzed  for  the  presence  of 
the  four  cardinal  clinical  symptoms:  rash. 


arthralgia,  abdominal  pain,  hematuria.  Pro- 
teinuria, as  well  as  melena  and  hematochezia, 
were  also  analyzed.  All  30  cases  (100%) 
exhibited  the  pathognomonic  sign  of  purpuric 
rash  some  time  during  the  course  of  their 
illness.  The  next  most  common  symptom  was 
arthralgia  (27  caes,  90%).  Abdominal  pain  was 
present  in  18  cases  (60%),  and  hematuria  in  12 
cases  (40%).  Proteinuria  and  bloody  stools 
were  noted  in  8 cases  (27%)  and  6 cases 
(20%),  respectively.  (Table  1) 

In  separating  the  cases  by  sex,  it  was  noted 
that  females  tended  to  complain  of  abdominal 
pain  more  frequently  (75%  versus  50%),  but 
that  male  patients  had  a higher  incidence  of 
proteinuria  (33%  versus  17%).  The  remaining 
clinical  signs  varied  little  between  sexes. 
(Table  1) 

In  the  Children’s  Memorial  Hospital  series, 
seven  of  the  30  patients  (23%)  reported 
recurring  episodes  of  associated  signs  and 
symptoms.  Sixty-three  percent  of  patients  with 
proteinuria  experienced  recurring  episodes. 
(Table  2)  Two  patients  (7%)  developed  chronic 
nephritis.  One  of  these  had  progressive  renal 
disease  which  subsequently  required  dialysis 
and  renal  transplant. 

Associated  clinical  conditions  are  listed  in 
Table  3.  Viral  upper  respiratory  infections 
were  most  frequently  linked  with  the  clinical 
syndrome  in  this  series  (43%).  Streptococcus 
infection  was  second  with  30%. 


TABLE  1 


Clinical  Manifestations 


TOTAL  (30) 
Cases  % 


Rash 

30 

100 

Arthralgia 

27 

90 

Abdominal  Pain 

18 

60 

Hematuria 

12 

40 

Proteinuria 

8 

27 

Melena /Hematochezia 

6 

20 

MALE 

(18) 

FEMALE 

(12) 

Cases 

% 

Cases 

% 

18 

100 

12 

100 

16 

89 

11 

92 

9 

50 

9 

75 

7 

39 

5 

42 

6 

33 

2 

17 

4 

22 

2 

17 
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Platelet  counts  ranged  from  210,000  to 

880.000.  The  average  platelet  count  was 

420.000. 

Two  patients  in  the  present  series  under- 
went diagnositic  celiotomy  (6.6%).  In  one 
patient,  the  preoperative  diagnosis  was  acute 
appendicitis  and  the  other,  abdominal  lymph- 
oma. In  both,  the  operative  findings  were 
similar:  the  terminal  ileum  showed  scarlet  red 
induration  and  edematous  mucosa  grossly 
suggesting  regional  enteritis.  There  was  micro- 
scopic evidence  of  vasculitis  in  both  resected 
specimens  resembling  polyarteritis.  In  neither 
specimen  did  the  mesentery  encroach  upon 
the  serosa. 

Discussion 

Henoch-Schonlein  purpura  produces  sys- 
temic symptoms  in  approximately  80%  of  the 
patients.^  These  symptoms  are  referable  to  the 
joints,  alimentary  tract,  and  skin.  In  most,  the 
urticarial  and  purpuric  skin  rash  develops  first. 
When  visceral  manifestations  precede  the  skin 
involvement  (14%),*  diagnosis  may  be  diffi- 
cult. Surgical  exploration  may  be  undertaken 
in  these  patients  because  of  a mistaken 
diagnosis  of  an  acute  surgical  abdomen. 

Absolute  indications  for  operation  in  Hen- 
och-Schonlein syndrome  include  non-reduc- 
ible intussusception  and  perforation.  The 
latter  is  exceedingly  rare.^-  ® Intussusception 
has  been  reported  as  occurring  in  3-14%  of 
patients,* •2  " with  the  3%  figure  probably  more 
accurate.  Intussusceptions,  when  they  occur, 
are  ileoileal  in  50%  of  the  cases,  compared  to 
the  90-95%  incidence  of  ileocolic  in  non-HSS 
children.* 

The  present  series  showed  a male  to  female 
predominance  of  60%  to  40%.  This  is  con- 
sistent with  other  reports.^-  ’ The  average  age 
of  4.9  years  is  slightly  lower  than  other  series 
which  report  figures  closer  to  6 years.*’  ® 

Purpuric  rash  is  considered  to  be  a patho- 
gnomonic sign-  of  HSS  and  was  present  in  all 
our  cases.  Arthralgias  were  more  common 
among  our  patients  (90%)  than  that  reported 
in  previous  series  (65-78%).*’  ® Abdominal 

pain  has  been  described  as  occurring  in  from 
35-74%  of  patients,*’  ' a figure  compatible 
with  our  findings.  Gastrointestinal  bleeding 
occurs  in  roughly  one-third  of  the  cases  in  the 
literature.^’ ^ Our  experience  was  lower  at  20%. 


Renal  involvement  occurs  in  30-70%  of 
patients,^’  **  depending  on  criteria  used.  Our 
experience  showed  a relatively  low  incidence 
of  hematuria  at  40%  and  proteinuria  at  27%. 

Of  our  patients,  23%  returned  with  recurrent 
episodes  and  7%  developed  nephritis.  Renal 
failure  occurred  in  one  patient  necessitating 
renal  transplantation  at  12  years  of  age.  It  is 
estimated  that  up  to  20%  of  all  patients 
develop  chronic  nephritis.^’  ® 

Based  on  the  experience  at  Children’s 
Memorial  Hospital,  the  presence  of  proteinuria 
indicates  a liklihood  of  recurrence.  Sixty-three 
percent  of  patients  with  proteinuria  had 
recurrent  episodes.  Both  patients  who  later 
developed  chronic  nephritis  had  proteinuria  at 
initial  presentation.  (Table  2) 

Streptococcal  infection  has  been  suggested 
as  a major  etiologic  agent  in  HSS.^  More 
recent  studies,  however,  show  multiple  associ- 
ations including  drug  ingestion  (penicillin, 
sulfa),  viral  gastroenteritis.  Mycoplasma 
pneumoniae,  infectious  mononucleosis,  in- 
sect bites,  exposure  to  cold,  varicella,  and  food 
allergens.^’  ^ In  our  review,  viral  upper  respira- 
tory infections  (by  clinical  diagnosis)  were  the 
most  commonly  associated  abnormality  (43%). 
At  least  one  other  review  has  revealed  a similar 
high  association  (52%).^ 

The  incidence  of  celiotomy  in  the  presence 
of  HSS  has  been  estimated  at  about  10%.*** 
Two  children  in  this  series  were  explored 
(6.6%).  Preoperative  diagnoses  in  negative 
explorations  have  included  intussusception, 
acute  appendicitis,  small  bowel  obstruction, 
lymphosarcoma,  Meckel’s  diverticulum  and 
Crohn’s  disease.*’  ^ Complicating  the  diff- 
erential diagnosis  are  radiologic  findings  of 
small  bowel  involvement  manifested  as  thick- 
ening of  folds,  pseudo-tumors,  mucosal 
“thumb-printing”  and  intestinal  hypomotility, 
resulting  in  an  appearance  simulating  lym- 
phoma and  Crohn’s  disease.*’  ® Physical 
findings,  suggesting  a surgical  abdomen,  coup- 
led with  a delay  in  onset  of  rash,  account  for 
most  of  the  negative  celiotomies. 

Steroids  were  utilized  with  apparent  success 
in  resolving  abdominal  complaints.  Others 
have  reported  similar  success  with  abdominal 
pain  and  arthralgias.**  Long  term  outcome  of 
renal  disease  has  not  been  consistently  affect- 
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TABLE  2 


Clinical  Manifestations 


TOTAL  (30)  NO 


Cases 

% 

Cases 

Rash 

30 

100 

23 

Arthralgia 

27 

90 

20 

Abdominal  Pain 

18 

60 

12 

Hematuria 

12 

40 

7 

Proteinuria 

8 

27 

, 3 

Melena/Hematochezia 

6 

20 

4 

* Patients  with  a particular  manifestation 
total  patients  with  the  manifestation. 

TABLE  3 

Associated  Conditions 


Associated  Condition  Cases  % 

Viral  Upper  Respiratory  Infection  13  43 

(Clinical  Diagnosis) 

Streptococcus  Infection  9 30 

Penicillin  2 7 

Sulfa  1 3 

Gastroenteritis  1 3 

Mycoplasma  1 3 

Infectious  Monomucleosis  1 3 

None  Identified  5 17 


33* * 

* The  total  exceeds  30  because  several  patients 
presented  with  more  than  one  associated  condition. 

ed  in  a favorable  manner  by  steroid  or 
immunosuppressive  therapy."'  Recently, 
however,  plasmapheresis  has  been  utilized 
with  some  success  in  slowing  or  reversing  the 
renal  involvement  in  the  older  patient.'^ 


RECURRENCE  (23)  RECURRENCE  (7) 

% Cases  % Probability* 


100 

7 

100 

.23 

87 

7 

100 

.26 

52 

6 

86 

.33 

30 

5 

71 

.42 

13 

5 

71 

.63 

17 

2 

29 

.33 

who  experienced  recurrence  as  a ratio  of 


Conclusion 

Henoch-Schonlein  syndrome  is  a clinical 
manifestation  of  cutaneous  and  systemic  small 
vessel  vasculitis.  Diagnosis  is  not  difficult  in 
the  presence  of  a purpuric  rash.  However, 
presentation  with  gastrointestinal  manifesta- 
tions prior  to  the  onset  of  cutaneous  involve- 
ment may  make  diagnosis  difficult. 

The  presence  of  proteinuria  in  HSS  is 
indicative  of  the  severity  of  the  disease  and  a 
predictor  of  recurrent  features  with  a 0.63 
probability.  Recurrent  episodes  are  likely. 
Progression  to  chronic  nephritis  is  possible. 

HSS  must  be  considered  in  any  young 
patient  with  unexplained,  vague  abdominal 
complaints.  Careful  physical  examination,  the 
presence  of  hematuria,  and/or  proteinuria,  and 
a history  of  arthralgia  should  alert  a consulting 
surgeon  to  that  possibility.  In  the  absence  of 
these  signs,  a negative  exploration  is  not  to  be 
condemned.  The  literature  suggests  a non- 
productive exploration  rate  of  6-10%  is 
acceptable.  Between  1976-1980,  30  cases 
were  seen  at  Children’s  Memorial  Hospital, 
Omaha.  Two  patients  of  the  30  or  6.7%  were 
explored  prior  to  onset  of  a rash.  At  the  same 
time,  we  should  be  aware  of  the  real  operative 
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indications  in  patients  with  known  HSS:  non- 
reducible intussusception  and  perforation. 

At  operation,  careful  observation  of  the 
mesentery  may  avoid  a mistaken  diagnosis  of 
regional  enteritis.  Failure  of  mesenteric  en- 
croachment onto  serosa  associated  with  hy- 
peremia and  bowel  wall  thickening  suggests 
HSS.  Microscopic  vasculitis  supports  a link 
with  polyarteritis  nodosa. 
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Gastrointestinal  Lymphoma 


Presented  at  the  Nebraska  Chapter, 
American  College  of  Surgeons,  April  30, 
1983,  Lincoln,  Nebraska. 

PRIMARY  gastrointestinal  lymph- 
oma is  a rare  disease,  compris- 
ing only  1-4%  of  all  malignant 
GI  neoplasms.  We  reviewed  our  experience 
with  gastrointestinal  lymphoma  at  the  Uni- 
versity of  Nebraska  Hospital  from  1978-1982. 
The  diagnosis  and  treatment  of  this  disease  is 
often  difficult.  Three  cases  in  particular 
illustrate  some  of  the  problems  that  can  be 
encountered. 

RESULTS:  There  were  approximately  147 
new  cases  of  lymphoma  at  UNMC  in  the  5 
years  1978-1982.  Of  these,  21  had  involve- 
ment of  the  GI  tract.  However,  in  1 1 of  these 
patients,  the  GI  involvement  was  a manifesta- 
tion of  stage  IV  disease.  The  stomach  was  the 
most  common  site  of  involvement  with  13 
patients  having  gastric  lymphoma,  4 having 
duodenal  involvement,  6 jejunal  or  ileal 
disease  and  7 patients  with  colon  involvement. 
Eight  patients  had  more  than  one  site  of  GI 
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involvement.  Histiocytic  lymphoma  was  the 
most  common  cell  type  (12  patients). 

Most  of  the  patients  were  in  their  60’s.  The 
oldest  patient  was  89;  there  was  one  child  of  12 
who  presented  with  an  ileal  lymphoma  which 
was  the  leading  edge  of  an  intussusception. 

The  average  overall  survival  was  20.8 
months.  There  were  3 patients  with  stage  I who 
survived  an  average  of  10.6  months,  4 patients 
with  stage  II  who  survived  an  average  of  34 
months,  one  patient  with  stage  III  who 
survived  4 months,  and  9 patients  with  stage 
IV  disease  who  survived  an  average  of  18.8 
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months.  One  patient  with  stage  I,  2 patients 
with  stage  II,  and  4 patients  with  stage  IV  are 
still  alive. 

Three  cases  highlight  the  problems  en- 
countered in  the  diagnosis  and  treatment  of  GI 
lymphoma. 

Case  1:  S.V.  was  a 58  year  old  Thai  woman 
who  had  been  in  the  U.S.  for  6 years.  She  was 
admitted  to  UNMC  1/7/82  with  a 3 month 
history  of  left  upper  quadrant  pain  and  an  1 1 
pound  weight  loss.  Physical  exam  revealed 
tenderness  to  palpation  in  the  left  upper 
quadrant.  There  was  no  hepatosplenomegaly. 

An  upper  GI  series  was  suspicious  for  a 
gastric  malignancy.  Endoscopy  showed  a large, 
polypoid  mass  involving  the  esophagus  to 
midstomach.  Endoscopic  biopsy  revealed 
gastric  lymphoma.  A staging  workup  showed 
no  evidence  of  dissemination. 

The  patient  was  started  on  CHOP  chemo- 
therapy. Ten  days  later,  she  began  spiking 
fevers,  her  WBC  increased  to  35,000  and  an 
abdominal  plain  film  showed  intramural  air  but 
no  free  perforation.  She  was  taken  to  the 
operating  room  where  three  gastric  perfora- 
tions were  found  and  a total  gastrectomy  with  a 
Turner  19  Roux-en-Y  esophagojejunostomy 
was  done. 

Postoperatively,  the  patient  developed  a 
wound  infection  and  continued  to  be  febrile. 
She  had  an  unremitting  downhill  course,  and 
died  3/11/82.  An  autopsy  showed  lymphoma 
in  the  esophagus,  spleen,  intercostal  muscles, 
lungs,  duodenal  stump,  jejunum,  small  bowel 
mesentery,  liver,  retroperitoneum,  pancreas, 
and  left  adrenal. 

This  case  illustrates  the  problem  that  can  be 
encountered  when  chemotherapy  is  begun 
without  first  resecting  the  tumor.  These 
tumors  often  are  transmural  and  very  sensitive 
to  chemotherapy.  The  risk  of  GI  bleeding  or 
perforation  has  been  reported  as  high  as  80%, 
'but  usually  is  around  38%.'  Surgical  debulking 
of  the  lymphoma  appears  to  improve  survival,' 
although  this  was  a small  study.  Leaving 
residual  microscopic  tumor  does  not  seem  to 
adversely  affect  survival  so  long  as  the  gross 
tumor  is  resected.  Radiation  therapy  also  has 
an  approximately  22%  incidence  of  massive 
bleeding  or  perforation  that  can  be  halved  by 
prior  resection.^ 


CASE  2:  L.K.  was  a 56  year  old  man  in  whom 
celiac  sprue  was  diagnosed  in  June  1980  by 
small  bowel  biopsy.  He  responded  to  a gluten- 
free  diet. 

In  August  1982  he  was  admitted  to  UNMC 
with  sudden  onset  of  severe  right  upper 
quadrant  pain  with  cramping  and  diarrhea.  A 
celiotomy  was  performed  which  showed 
lymphoma  of  the  poorly  differentiated  lym- 
phocytic type  in  the  transverse  colon  and 
hepatic  flexure,  plus  several  nodules  in  the 
small  bowel  and  mesentery  were  thought  to  be 
lymphoma.  There  was  a perforation  in  the 
terminal  ileum. 

A right  hemicolectomy  was  done  and  two 
involved  portions  of  the  small  bowel  were  re- 
sected. Postoperatively  the  patient  developed 
bleeding,  became  septic,  and  died. 

The  association  of  celiac  sprue  and  GI 
lymphoma  has  been  well  described.  Harris  et 
al."  reviewed  202  patients  with  celiac  disease 
or  idiopathic  steatorrhea  and  found  14  patients 
who  developed  gastrointestinal  lymphoma. 
The  celiac  disease  antedated  the  lymphoma  by 
an  average  of  7.8  years.  The  chances  of 
lymphoma  were  statistically  less  if  the  patient 
would  adhere  to  a gluten-free  diet.  Patients 
presenting  with  GI  lymphoma  and  no  prior 
history  of  sprue  can  also  be  found  to  have 
areas  of  villous  atrophy. 

This  should  not  be  confused  with  the  so- 
called  “Mediterranean  lymphoma.”  This  type 
of  intestinal  lymphoma  is  found  predominantly 
among  people  of  Middle  Eastern  descent  and 
often  presents  with  malabsorption.  The  small 
intestinal  biopsy  shows  intense  plasma  cell 
infiltration,  however,  rather  than  villous 
atrophy. 

CASE  3:  S.I.  is  a 45  year  old  lady  who  had  a 
history  of  two  episodes  of  gastric  ulceration, 
one  in  1974  and  a second  in  1978.  These  had 
healed  with  medical  management.  She  came  to 
UNMC  in  December  1981  complaining  of  a 
two  month  history  of  epigastric  pain  somewhat 
relieved  by  dairy  products.  An  upper  GI  series 
showed  a benign  appearing  ulcer,  as  did 
esophagogastroduodenoscopy  and  biopsy.  Be- 
cause of  the  patient’s  previous  gastric  ulcers,  a 
prompt  operation  was  recommended;  a partial 
gastrectomy  with  a gastroduodenostomy  was 
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performed.  At  the  time  of  operation  no 
malignancy  was  suspected.  However,  the  path- 
ology report  showed  lymphocytic  lymphoma 
present  in  the  proximal  margin  of  the  resection; 
the  distal  margin  was  clear.  A bone  marrow 
biopsy  was  positive  for  lymphoma,  so  the 
patient  was  started  on  CHOP  chemotherapy. 
She  was  doing  well  three  months  after  her 
operation. 

This  case  illustrates  the  difficulty  often 
encountered  in  diagnosing  GI  lymphoma  pre- 
operatively.  In  a recent  article  the  diagnosis 
was  suspected  preoperatively  in  only  7 of  45 
cases,  and  of  those  7,  5 had  previous 
lymphoma  at  other  sites. 

If  lymphoma  is  detected  preoperatively,  a 
staging  celiotomy  can  be  done.  If  the  lesion  is 
confined  to  the  stomach,  treatment  is  total  or 
partial  gastrectomy.  The  prognosis  is  not 
worse  if  the  margin  of  resection  is  involved  in 
tumor,  so  long  as  postoperative  radiation 
therapy  is  given  in  cases  of  IE  and  HE  disease. 

Patients  with  IE  disease  have  survival  rates 
of  70-80%  after  local  therapy  only.  Stage  HE 
has  a survival  rate  of  25-40%  when  surgery 
plus  radiation  is  used.*^ 

In  patients  with  advanced  stage  disease, 
postoperative  chemotherapy  should  be  given. 

SUMMARY: 

The  experience  with  gastrointestinal 
lymphoma  at  UNMC  has  been  similar  to  that 
reported  by  other  authors  in  that  the  most 
common  cell  type  was  diffuse  histiocytic 
lymphoma,  and  the  most  common  site  of 


involvement  was  the  stomach.  The  disease  can 
occur  at  any  age,  but  the  6th  decade  is  the 
most  common. 

The  lesion  involves  the  full  thickness  of  the 
intestinal  wall.  If  chemotherapy  or  radiation  is 
given  without  resection  of  the  gross  tumor, 
there  is  a high  incidence  of  bleeding  or 
perforation.  Celiac  disease  has  been  shown  to 
be  associated  with  GI  lymphoma,  sometimes 
as  occult  disease.  Diagnosis  of  GI  lymphoma 
preoperatively  can  be  difficult.  However,  if 
lymphoma  is  unexpectedly  found,  the  im- 
portant step  is  to  resect  the  gross  tumor. 
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FRACTURE  OF  THE  MONTH 


Medial  Malleolar  Fracture  in  a Child 
Closed  or  Open  Treatment? 

Case  Presentation: 


A N 11-year-old  boy  injured  his  left 
Am  ankle  while  playing  baseball. 
Roentgenograms  demonstrated 
a slightly  displaced  fracture  of  the  medial 
malleolus.  No  other  injuries  were  evident. 
(Figure  1).  The  alternatives  of  closed  or  open 
fracture  management  were  raised  in  discussion 
of  this  case. 

Discussion: 

A fracture  of  the  medial  portion  of  the  distal 
tibial  epiphysis  can  be  quite  deceptive.  Fre- 
quently it  seems  to  be  a rather  benign  injury, 
analogous  to  a medial  malleolar  fracture  in  the 


Figure  1 

Initial  roentgenogram  shows  slightly  displaced 
fracture  of  the  medial  portion  of  the  distal  tibial 
epiphysis  similar  to  an  adult  medial  malleolar 
fracture. 
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adult.  However,  this  particular  fracture  tra- 
verses the  growth  plate  and  carries  a high  risk 
of  subsequent  growth  arrest  with  ankle  de- 
formity. The  mechanism  most  likely  is  an 


The  mechanism  of  this  injury  is  adduction  of  the 
ankle  and  compression  of  the  mt'dial  portion  of  the 
growth  plate,  leading  frequently  to  asymmetric 
growth. 
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Figure  3 

Roentgenogram  following  operative  treatment 
shows  anatomic  reduction  and  fixation  with  screw 
across  the  bony  epiphysis. 


adduction  injury  which  compresses  the  medial 
aspect  of  the  epiphysis,  the  growth  plate,  and 
the  metaphysis  (Figure  2).  In  a recent  “Fracture 
of  the  Month”,  Connolly  et  al'  discussed  a 
typical  example  of  such  a fracture  which  grew 
into  a varus  ankle  deformity  severe  enough  to 
require  osteotomy.  In  this  particular  fracture 
the  callus  bridges  the  growth  plate  from  the 
bony  epiphysis  to  the  metaphysis.  This  pro- 
duces a compression  or  stapling  effect,  partially 
closing  the  growth  center. 

Growth  arrest  problems  have  been  the 
subject  of  considerable  experimental  work  in 
our  laboratory  over  the  past  few  years.'*  We 
found  that  such  bone  bridges  after  experi- 
mental epiphyseal  fractures  can  consistently 
and  very  rapidly  cause  structural  deformities 
of  the  limb.  The  most  effective  method  of 
preventing  such  deformity  is  to  reduce  this 
particular  fracture  anatomically  and  retain  the 
reduction  until  the  fracture  is  healed. 

Experience  has  shown  that,  although  most 
fractures  of  the  distal  tibial  epiphysis  can  be 
treated  by  closed  means,^'^  fractures  of  the 
medial  malleolus  require  accurate  reduction  to 
avoid  asymmetric  growth  deformities.  Al- 
though roentgenographically  the  medial  mal- 
leolar fracture  in  a child  may  appear  to  be 
relatively  benign,  in  contrast  to  most  childhood 


Figure  4A  Figure  4B 

Follow-up  roentgenograms  at  age  13  after  screw 
removal  show  continued  normal  growth  without 
closure  of  the  plate  in  region  of  the  fracture. 
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fractures,  this  is  best  treated  operatively  to 
insure  anatomic  reduction  and  healing  without 
impairing  growth. 

Management: 

The  potential  for  growth  deformity  from  this 
young  boy’s  fracture  was  recognized  and 
avoided.  The  fracture  was  reduced  surgically 
and  the  reduction  was  maintained  by  screw 
fixation.  The  screw  did  not  cross  the  growth 
plate  but  was  inserted  through  the  bony 
epiphysis  from  medial  to  lateral  (Figure  3). 
Screws  or  threaded  pins  across  the  growth 
plate  may  themselves  cause  growth  disturb- 
ances and  should  be  avoided,  if  at  all  possible. 


This  patient’s  fracture  healed  without  any 
growth  disturbance  and  follow-up  xrays  two 
years  after  injury  showed  continued  normal 
growth  pattern  (Figure  4). 
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PERINATAL  PAGE 


Low  Radiation  Exposure  Pelvimetry 
by  Digital  Radiography 


Radiographic  measurement  of 

the  maternal  pelvis  and  fetus 
has  been  used  clinically  almost 
since  the  advent  of  medical  radiography. 
During  the  last  decade,  a critical  evaluation  of 
the  efficacy  of  radiographic  pelvimetry  has 
narrowed  indications  for  use  of  this  tech- 
nique.The  conduct  of  labor  with  the  fetus  in 
vertex  position  is  seldom  altered  by  pelvimetry 
and  the  procedure  only  adds  to  the  cost  and 
radiation  exposure  to  the  mother  and  fetus  in 
this  situation.  On  the  other  hand,  with  breech 
presentation,  radiography  may  reveal  hyper- 
extension of  the  fetal  head  which  would 
preclude  vaginal  delivery  because  of  the  risks 
of  cervical  cord  injury.  Pelvimetry  may  also 
prevent  unwarranted  attempts  to  deliver  an 
aftercoming  unmolded  head  through  an  inade- 
quate pelvis.  For  these  reasons  pelvimetry 
remains  an  indicated  procedure  when  vaginal 
delivery  of  a breech  presenting  fetus  is 
contemplated. 

Conventional  radiographic  pelvimetry  has 
several  disadvantages.  Radiation  dosage  re- 
ceived by  conventional  pelvimetry  approxi- 
mates 1,000  millirads  per  examination  and  has 
been  estimated  to  cause  a 1.4  to  2 times 
increase  in  the  incidence  of  cancer  in  offspring 
who  are  irradiated  in  utero.^'^  Faulty  posi- 
tioning, underpenetration,  malpositioning  of 
the  calibration  ruler,  and  failure  of  proper 
coUimation  are  all  possible  errors  in  technique 
which  can  lead  to  measurement  errors  or 
excessive  radiation  dose  with  conventional 
pelvimetry. 

Federle,  et  al,  have  described  a technique 
utilizing  the  digital  radiographic  capabilities 
of  recent  generation  computed  tomographic 
scanners  to  increase  the  accuracy  and  decrease 
the  radiation  exposure  for  pelvimetry  examina- 
tions.® We  have  adopted  this  technique  and 
measured  exposure  and  magnification  factors 
for  a GE  8800  computed  tomographic  system. 
The  technique  of  digital  pelvimetry  involves 
obtaining  digital  radiographs  in  the  antero- 
posterior (Figure  1)  and  lateral  (Figure  2) 
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projections.  The  pelvic  diameters  described  by 
Colcher  and  Sussman'  are  determined  utiliz- 
ing the  measurement  cursors  available  at  the 
physician’s  console  of  the  CT  scanner.  Since 
the  ischial  spines  are  frequently  difficult  or 
impossible  to  accurately  visualize  on  the 
digital  radiograph,  a single  computed  tomogra- 
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Figure  1:  Normal  anteroposterior  digital  radi- 
ography of  maternal  pelvis  and  uterus  to  include 
fetal  head.  Cursor  showing  transverse  diameter  of 
pelvic  inlet. 
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phic  slice  (Figure  3)  is  made  at  the  level  of  the 
ischial  spines.  The  location  of  this  single  slice 
is  prescribed  from  the  digital  radiograph  at  the 
level  of  the  ischial  spines  if  visualized.  If  the 
spines  are  completely  invisible  on  the  digital 
radiograph,  the  CT  slice  is  made  through  the 
fovea  of  the  femoral  heads,  a level  that  usually 
includes  the  ischial  spines. 

Digital  pelvimetry  has  several  advantages 


over  conventional  radiographic  pelvimetry. 
Positioning  the  patient  is  easier  since  all 
necessary  digital  radiographs  can  be  obtained 
with  the  patient  in  the  supine  position. 
Therefore,  fewer  repeat  exposures  for  in- 
adequate positioning  are  necessary  with  digital 
radiography.  No  separate  calibration  ruler  is 
needed  with  the  digital  radiograph  which 
eliminates  the  problem  of  faulty  positioning  of 
the  ruler.  The  radiation  exposure  to  the 


Figure  2:  Lateral  digital  radiograph  of  the  pelvis. 
Cursor  showing  AP  diameter  of  pelvic  inlet. 


Figure  3:  CT  slice  with  measurement  cursor  at 
ischial  spines. 


364  Nebraska  Medical  Journal  November  1983 


1000 


Q 

S 

e 


0) 

im 

3 

CB 

o 

a 

K 

u 


o 

.2 

•V 

s. 


800 

600 


Figure  4;  Total  radia- 
tion exposure  in  millirads 
at  the  mid-point  of  the 
pelvis  for  conventional 
radiographic  pelvimetry 
(circles)  and  for  digital 
pelvimetry  (squares)  at 
various  distances  from 
the  CT  slice. 


mother  and  fetus  is  markedly  decreased 
(Figure  4).  We  measured  the  radiation  ex- 
posure for  the  required  AP  and  lateral  views  at 
the  mid-point  of  a dosimetry  torso  phantom  to 
be  only  8%  of  the  exposure  required  for 
conventional  radiography.  The  radiation  ex- 
posure at  the  level  of  the  single  computed 
tomographic  slice  (0  cm.  on  Figure  4)  was  32% 
of  the  conventional  radiographic  exposure,  but 
the  exposure  is  distributed  over  a small  tissue 
volume  because  of  narrow  collimation  of  the 
beam  with  CT.  Another  advantage  is  reduced 
need  for  repeated  views  because  of  inadequate 
radiographic  exposure  factors.  The  wide  lati- 
tude of  digitial  radiography  allows  stand- 
ardized exposure  factors  to  be  used  on  all 
patients  and  still  produce  acceptable  quality 
images.  The  procedure  can  usually  be  com- 
pleted in  less  than  15  minutes. 

We  have  observed  some  technical  pitfalls 
with  digital  pelvimetry.  Radiographic  magnifi- 
cation still  exists  on  the  AP  and  lateral  digital 
views;  therefore,  the  patient  must  be  posi- 
tioned at  the  geometric  center  of  the  CT  gantry. 
Geometric  estimation  of  magnification  on  8 
patients  revealed  a maximum  magnification  of 
5.3%.  This  error  seems  acceptable  for  clinical 
use  and  corrections  for  magnification  are 
probably  not  indicated  on  patients  who  are 
reasonaly  well  centered  in  the  gantry.  We  have 
encountered  some  difficulty  in  obtaining  opti- 
mal lateral  projections  in  very  large  patients. 
The  bony  landmarks,  however,  can  usually  be 
identified  by  carefully  adjusting  the  gray  scale 
level  and  window  settings.  We  have  found  that 
the  assumed  position  of  the  ischial  spines  is 


not  uniformly  at  the  level  of  the  fovea  of  the 
femoral  heads.  Therefore,  we  suggest  prescrib- 
ing the  CT  slice  of  the  pelvic  mid-plane  from 
the  best  estimate  of  location  of  the  ischial 
spines  where  visible,  and  utilize  the  fovea 
landmarks  only  when  the  spines  are  com- 
pletely invisible.  Other  potential  disadvan- 
tages of  digital  pelvimetry  include  unavail- 
ability of  CT  scanners  in  some  hospitals,  cost 
of  equipment,  difficulty  in  obtaining  examina- 
tions during  non-working  hours,  and  CT  scan 
schedules  crowded  with  other  examinations. 

In  summary,  digital  pelvimetry  provides  an 
excellent  opportunity  to  utilize  modern  equip- 
ment to  provide  a more  accurate  examination 
at  a decreased  radiation  exposure.  Because  of 
the  short  time  required  for  the  exam,  the  cost 
to  the  patient  could  be  made  competitive  with 
conventional  radiographic  pelvimetry. 
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BRIEF  COMMUNICATION 


Spontaneous  Compression  Neuropathy 
of  the  Musculocutaneous  Nerve 


WE  wish  to  report  an  unusual  case 
of  compression  neuropathy  of 
the  lateral  antebrachial  cuta- 
neous branch  of  the  musculocutaneous  nerve. 
A literature  search  revealed  three  cases 
reported  by  Omer  and  Spinner, ^ all  occurring 
spontaneously,  in  a professional  athlete,  a 
patient  who  had  a transfer  of  the  coracoid 
process  for  a recurrent  dislocation  of  the 
shoulder,  and  in  a patient  who  underwent 
plate-and-screw  fixation  of  a humeral  fracture 
through  a medial  approach. 

Case  History: 

A 23  year  old  female,  who  worked  as  a 
security  guard,  awakened  one  morning  with 
numbness  and  pain  in  her  right  forearm  which 
worsened  with  flexion  at  the  elbow.  There  was 
no  history  of  trauma  or  previous  surgery  to  the 
area.  She  was  placed  on  Indocin  75  mg.  SR  for 
seven  days  by  a family  physician  for  a possible 
bicipital  tendonitis.  After  obtaining  no  relief, 
she  presented  to  the  Orthopaedic  Clinic. 

Physical  examination  revealed  a well 
developd  female  in  no  acute  distress.  No 
swelling  of  the  joints  could  be  appreciated. 
Muscle  strength  of  the  biceps,  brachialis, 
coracobrachialis,  and  forearm  flexors  and 
extensors  were  all  grade  5/5.  Biceps,  triceps, 
and  brachioradialis  deep  tendon  reflexes  were 
all  normal  at  grade  2/4.  There  was  an  area  of 
complete  subjective  loss  of  two  point  discrimi- 
nation and  light  touch  on  the  lateral  one-half  of 
the  right  volar  forearm  surface  extending  from 
an  area  seven  centimeters  distal  to  the  elbow 
flexion  crease  to  two  centimeters  proximal  to 
the  volar  wrist  crease.  There  was  also  a 
positive  Tinel’s  sign  lateral  to  the  distal 
bicipital  tendon  one  centimeter  proximal  to 
the  elbow  crease.  Both  sensory  and  motor 
examinations  of  the  ulnar,  radial,  and  median 
nerves  were  normal.  Radiographic  examination 
of  the  right  arm  was  within  normal  limits. 

Nerve  conduction  studies  revealed  a lesion 
of  the  distal  part  of  the  musculocutaneous 
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nerve,  causing  a neuropathy  of  the  lateral 
cutaneous  nerve  of  the  forearm.  The  study  was 
performed  according  to  the  method  outlined 
by  Spindler  and  Felsenthal.^  Bilateral  stimula- 
tion of  the  musculocutaneous  nerves  at  the 
axillae  were  performed.  The  left  side  had  a 
normal  velocity,  but  no  response  could  be 
obtained  on  the  right  side.  Electromyography 
of  the  biceps,  pronator  teres,  brachioradialis, 
and  deltoid  muscles  were  all  within  normal 
limits.  Although  definite  localization  of  the 
compression  on  the  right  side  could  not  be 
made,  it  was  postulated  most  probably  at  the 
elbow. 

The  patient  was  then  placed  on  an  anti- 
inflammatory agent.  Relief  was  not  obtained 
one  week  later.  A long  arm  posterior  plaster 
splint  with  the  elbow  in  90®  flexion  was  then 
placed  on  the  patient.  It  was  explained  to  her 
that  surgical  exploration  and  decompression 
was  the  next  therapeutic  alternative  if  splinting 
did  not  provide  relief.  After  five  weeks  of 
splinting,  the  patient’s  symptoms  had  dis- 
appeared, sensation  to  the  right  volar  forearm 
returned  to  normal,  and  Tinel’s  sign  was 
negative. 

Discussion: 

The  onset  of  this  patient’s  neurapraxia  was 
truly  spontaneous.  No  history  of  contributing 
trauma  or  surgical  intervention  could  be 
obtained.  Electromyography  revealed  no  con- 
duction losses  to  the  muscles  innervated  by 
the  musculocutaneous  nerve,  but  nerve  con- 
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duction  studies  revealed  a complete  loss  to  the 
lateral  antebrachial  cutaneous  branch  of  the 
nerve.  A possible  etiology  of  this  patient’s 
neuropathy  would  be  from  simply  compressing 
the  arm  during  sleep.  The  cutaneous  portion 
of  the  musculocutaneous  nerve  near  the  elbow 
crease  would  be  vulnerable  to  this  type  of 
compression. 

Generally,  the  musculocutaneous  nerve  is 
most  vulnerable  to  entrapment  where  it 
penetrates  the  coracobrachialis  muscle.  Nu- 
merous variations  exist  both  in  the  levels 
where  the  nerve  penetrates  the  muscle  and  in 
the  number  of  muscular  components  or  the 
coracobrachialis.  The  nerve  may  also  run 
behind  the  coracobrachialis  or  it  may  adhere 
for  some  distance  to  the  median  nerve  and 
then  pass  behind  the  biceps  instead  of  through 
the  coracobrachialis.  Some  of  the  fibers  of  the 
median  nerve  may  also  run  in  the  musculo- 
cutaneous nerve  for  some  distance.^  All  of 
these  variations  must  be  anticipated  in  surgical 
exploration.  In  any  case,  the  first  cutaneous 
presentation  of  the  nerve,  where  a Tinel’s  sign 
could  be  elicited,  exists  lateral  to  the  distal 
tendon  of  the  biceps  just  proximal  to  the 


flexion  crease  of  the  elbow.  A complete  lesion 
of  the  musculocutaneous  nerve  results  in 
paralysis  of  the  biceps  and  brachialis  muscles 
in  addition  to  sensory  loss.'*  In  this  case,  only 
the  sensory  loss  was  present. 

Summary: 

Only  through  a high  index  of  suspicion  can 
the  diagnosis  of  unusual  peripheral  neuro- 
pathies, such  as  this  one,  be  achieved.  Knowl- 
edge of  the  anatomic  variations  of  a peripheral 
nerve,  accurate  clinical  examination,  and  elec- 
tromyographic studies  are  all  important  factors 
in  pinpointing  the  more  unusual  compression 
neuropathies  of  peripheral  nerves. 
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“Cooperation  Leading  to  the  Good  Life  . . . 

And  Appreciation  For  It” 

The  more  I am  involved  with  the  people  of 
our  state  government  the  more  impressed  I 
become  with  the  high  caliber  and  dedication  of 
these  individuals  who  work  hard  on  behalf  of 
all  the  citizens  of  Nebraska.  Many  people  work 
in  the  departments  of  government  with  little  or 
no  recognition,  and  probably  less  than  average 
pay.  We  citizens  owe  these  dedicated  workers 
much  and  we  thank  them. 

On  another  level  we  have  the  numerous 
judges  — Supreme  Court,  district,  county  and 
municipal  judges  who  everyday  administer  a 
just  and  equitable  system  of  justice,  all  for  the 
well-being  of  each  and  every  person  residing  in 
our  great  state.  These  well-trained,  highly 
educated  people  serve  us  well  and  serve  at 
considerable  financial  sacrifice.  We  thank 
them  all  and  are  grateful  for  them. 

And  then  we  have  our  many  elected  officials 
serving  us  all  with  ability  and  expertise.  These 
persons  are  motivated,  well-intentioned 
human  beings  who  are  elected  by  us  and  every 
day  they  do  their  best  to  serve  us.  In  turn  we 
must  continue  to  lend  them  our  support,  and 
moral,  intellectual  and  at  times  appropriate 
financial  assistance  as  needed.  They  are 
human,  they  wish  to  do  the  right  thing  for  all 
but  they  cannot  possibly  be  expert  in  every 
field. 

This  is  especially  true  of  our  state  senators, 
low  paid  but  intelligent,  educated  people  doing 
the  best  they  can  do.  Each  desperately  needs 
our  help  and  input  in  matters  pertaining  to 
medicine  and  its  related  issues.  We  must  serve 
as  resource  people  to  each  person  that  serves 
in  our  Legislature.  We  must  know  them,  learn 
their  problems  and  assist  them  to  the  best  of 
our  abilities. 

The  elections  will  be  coming  soon!  It  is 
important  that  each  of  us  becomes  involved 


with  our  senators  early.  Know  the  candidates, 
select  your  person  and  then  get  that  person 
elected.  This  can  be  the  beginning  of  a 
rewarding  relationship.  Communicate  fre- 
quently, offer  assistance  in  areas  of  your 
expertise  and  we  all  will  be  better  for  it. 

As  the  glorious  season  of  Thanksgiving 
draws  near,  we  all  have  so  much  to  be  thankful 
for,  especially  for  the  privilege  of  being  free. 
We  must  employ  our  freedom  and  our  skills  in 
managing  our  lives  and  government  or  we  will 
surely  lose  all. 

Millions  of  people  throughout  our  world 
would  gladly  trade  us  for  our  lives,  our 
freedom,  and  our  privilege  of  being  involved  in 
our  own  destinies  and  government.  Let  us  use 
it  so  that  we  don’t  lose  it  and  as  our  families 
and  friends  gather  together  this  Thanksgiving, 
let  us  be  more  mindful  than  ever  before,  of  our 
freedoms,  our  rights,  and  our  responsibilities. 

Thank  you. 


Dwaine  J.  Peetz,  M.D. 
President 
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AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND  RESEARCH  FUND 

Up,  Up,  and  Away  . . . 

More  Dollars  for  AMA-ERF 

This  is  the  theme  for  the  1983-84  project 
year  and  our  national  goal  is  to  reach  $2 
million.  Sound  like  a lot?  It  is!  However,  our 
help  is  needed  more  than  ever  this  year  and 
setting  high  goals  is  what  life  is  all  about,  isn’t 
it? 

We  should  tell  you  briefly  about  the  AMA- 
ERF  today.  AMA-ERF  currently  has  several 
funds.  The  MEDICAL  SCHOOL  EXCEL- 
LENCE FUND  provides  grants  to  medical 
schools  to  use  as  they  see  fit.  The  MEDICAL 
STUDENT  ASSISTANCE  FUND  provides 
funds  to  medical  schools  for  student  financial 
aid.  The  UNRESTRICTED  FUND  is  used  at 
the  discretion  of  the  Board  of  Directors  to 
support  pilot  and  experimental  health  and 
medical  programs.  Over  $120,000  was  distri- 
buted by  the  UNRESTRICTED  FUND  in 
1982. 

AMA-ERF  also  has  categorical  funds  for 
specific  research  areas.  The  MEDICAL 
SCHOOL  EXCELLENCE  FUND  is  the  old- 
est of  the  funds  and  the  largest.  Since  its 
beginning  it  has  given  over  $37  million  to 
medical  schools. 

The  newest  AMA-ERF  fund,  the  MEDICAL 
STUDENT  ASSISTANCE  FUND,  was  begun 
in  1983.  This  fund  will  accept  gifts  intended  to 
assist  medical  students  and  give  the  donors 
the  option  to  designate  their  gifts  to  benefit 
students  in  need  at  a particular  school.  It  is 
hoped  that  this  new  program  will  provide 
added  opportunity  to  call  attention  to  the  need 
for  support  of  medical  education  and  medical 
students. 

From  its  modest  beginnings  in  1950,  the 
AMA-ERF  has  consistently  supported  quality 
medical  education  in  the  U.S.  Contributions 
now  equal  almost  $1.5  million  yearly,  a visible 
sign  of  medicine’s  continuing  commitment  to 
excellence.  The  extraordinary  fund-raising 


efforts  of  the  Auxiliary  and  the  generosity  of 
the  contributing  medical  family  have  secured 
AMA-ERF’s  past  effectiveness  and  assure  its 
future  success. 

Our  state  and  local  goals  will  be  aimed  as 
accelerating  our  fund-raising  projects  using  all 
the  creative  juices  at  our  disposal  in  this 
terrific  state!  Many  have  already  begun  with 
Holiday  Sharing  Card  plans  and  Christmas 
card  orders.  We  know  we  will  have  a profitable 
year. 

Donna  Stone 
AMA-ERF  Chairman 


NEBRASKA  MEDICAL  FOUNDATION 

Since  1958,  when  the  Nebraska  Medical 
Association  Auxiliary  was  asked  to  assist  in 
promoting  the  objectives  of  the  Nebraska 
Medical  Foundation,  clear  leadership  has  been 
provided  in  securing  contributions.  It  is  time 
once  again  to  focus  our  attention  on  methods 
of  obtaining  support  for  the  Foundation. 
Perhaps  a concise  definition  of  NMF,  its 
history  as  well  as  its  purposes,  will  enhance 
awareness  of  the  foundation  and  its  need  for 
continuing  support. 

The  Nebraska  Medical  Foundation  was 
established  and  incorporated  in  1948  by  the 
Nebraska  Medical  Association  as  a non-profit 
and  charitable  organization.  The  Foundation  is 
governed  by  a Board  of  Directors  and  funded 
through  contributions,  gifts  from  foundations, 
industry  and  other  sources. 

The  purpose  of  the  Foundation  is  to 
financially  help,  through  the  Student  Loan 
Plan,  medical  students,  interns  and  residents, 
as  well  as  students  in  allied  medical  fields. 
Funds  are  also  provided  for  approved  research 
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to  recognized  individuals  and  institutions 
through  The  Research  Program. 

A new  program,  Student  Research  Scholar- 
ship Program,  was  initiated  in  1977  by  the 
Foundation.  A scholarship  of  fifteen  hundred 
dollars  is  awarded  annually  to  one  under- 
graduate medical  student  from  each  of  the  two 
medical  colleges.  The  University  of  Nebraska 
College  of  Medicine  and  the  Creighton  Uni- 
versity School  of  Medicine. 

In  the  past,  attempts  have  been  made  to 
coordinate  state-wide  activities  in  order  to 
raise  funds.  This  year,  we  are  asking  each 
Auxiliary  to  choose  an  activity  appropriate  to 
their  area  and  to  their  members’  interests.  The 
holiday  sharing  card  has  been  quite  successful 


in  generating  funds  with  a minimum  amount  of 
work.  Other  ideas  include  bridge  marathons, 
the  raffling  of  gourmet  dinners,  and  in  ac- 
cordance with  the  nation’s  keen  interest  in 
physical  fitness,  “walks”  and  “runs.”  The 
project  bank  contains  numerous  fund  raising 
activities.  Utilize  your  resources  but  don’t 
diminish  the  importance  of  individuals  con- 
tributions in  conjunction  with  or  instead  of 
group  activities. 

Each  Auxiliary  is  urged  to  remember  the 
importance  of  the  Foundation  and  to  start 
thinking  now  of  means  for  support.  Encourage 
participation  from  all  of  your  members. 

Mrs.  George  Adam 
NMF  Chairman 


Coming  Meetings 

UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  — ALPHA  OMEGA 
ALPHA  — Business  Meeting  for  Fall 
Election,  Thursday,  November  3,  1983, 
7:30  p.m..  University  Hospital  Amphitheater, 
fourth  floor,  on  the  UNMC  campus,  Omaha. 
Refreshments.  All  AOA  Alpha  members 
are  encouraged  to  attend. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  — ALPHA  OMEGA 
ALPHA  — December  Convocation  — 
Thursday,  December  8,  1983,  12:00  noon. 
Center  for  Continuing  Education,  street 
level  amphitheater,  on  the  UNMC  campus, 
Omaha.  Speaker:  Oliver  Cope,  M.D.,  Pro- 
fessor of  Surgery,  Emeritus,  Harvard  Medi- 
cal School,  and  Senior  Surgeon,  Massa- 
chusetts General  Hospital,  Boston,  Mass. 
Title  of  address:  “Is  Exophthalmic  Goiter  a 
Psychosomatic  Disorder  — Treatable  by 


Psychotherapy?”  All  student,  faculty,  AOA 
members,  and  friends  are  cordially  invited. 

EPIDERMOLYSIS  BULLOSA:  AN  OVER- 
VIEW — An  educational  symposium  co- 
sponsored by  Dystrophic  Epidermolysis 
Bullosa  Research  Association  of  America 
(D.E.B.R.A.)  and  the  Department  of  Pedi- 
atrics and  College  of  Nursing,  University 
of  Nebraska  Medical  Center.  Saturday, 
November  12,  1983,  8:30  a.m.  - 12:30  p.m., 
Pioneer  Colonial  Best  Western  Frontier 
Motor  Lodge,  2216  27th  Avenue,  Council 
Bluffs,  Iowa.  Guest  speakers  include  Roger 
Pearson,  M.D.,  Gayle  Mosher,  M.S.,  Arlene 
Passer,  R.N.,  and  Mary  Davis,  D.E.B.R.A. 
Midwest  Regional  Representative.  For  more 
information  contact:  Mary  Davis,  D.E.B.R.A. 
of  America,  Inc.,  3136  Avenue  K,  Council 
Bluffs,  Iowa  51501,  (712)  323-0869. 
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CREIGHTON  UNIVERSITY 

THE  USE  OF  MICROSURGERY  IN 
TREATING  DISEASE  IN  THE  FEMALE 
PELVIS,  November  12,  1983.  Boys  Town 
Institute  Auditorium,  Saint  Joseph  Hospital, 
Omaha,  Nebraska.  The  guest  faculty  for  this 
program  is  Dr.  Hugo  Verhoeven  from  the 
University  of  Dusseldorf,  Germany.  Course 
Dii'ector  is  Thomas  S.  Pruse,  M.D.,  Creighton 
Universitv  School  of  Medicine. 

♦ ♦ ♦ 


5 1ST  ANNUAL  POSTGRADUATE  AS- 
SEMBLY — Omaha  Mid-West  Clinical 
Society,  Oct.  31,  Nov.  1 and  2,  1983,  The 
Red  Lion  Inn,  Omaha,  Nebraska.  For  in- 
formation, contact:  Miss  Lorraine  E.  Seibel, 
Executive  Secretary,  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  Street,  #210- 
A,  Omaha,  Nebraska  68114. 

1984  ANNUAL  SESSION,  Nebraska  Medical 
Association,  April  27-30,  Omaha  Marriott 
Hotel. 


Welcome  New  Members 


Mary  Scheer-Williams,  M.D. 

Good  Samaritan  Hospital 
Kearney,  NE  68847 

Doak  P.  Doolittle,  M.D. 

Box  317 

Holdrege,  NE  68949 

Albert  P.  Olson,  II,  M.D. 

8300  Dodge  St,  #206 
Omaha,  NE  68114 

Richard  R.  Cimpl,  M.D. 

3005  - 19th 
Columbus,  NE  68601 

Gary  S.  Shera,  M.D. 

Schuyler,  NE  68661 

Christopher  P.  Crotty,  M.D. 

634  Doctors  Bldg. 

Omaha,  NE  68131 

In 

Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 


David  A.  Silverberg,  M.D. 

8303  Dodge  St. 

Omaha,  NE  68114 

Raymond  M.  Crossman,  III,  M.D. 
710  Doctors  Bldg. 

Omaha,  NE  68131 

Thomas  J.  Poulton,  M.D. 

601  N.  30th  St 
Omaha,  NE  68131 

Roselyn  M.  Remington,  M.D. 
Schuyler,  NE  68661 

Steven  G.  Higgins,  M.D. 

701  No.  7th 
Beatrice,  NE  68310 


0.  P.  Rosenau,  M.D.  — (Born  January  9,  1900, 
died  August  25,  1983)  — Medical  Specialty 
— General  Practice.  Doctor  Rosenau  was  a 
graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1927.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion. Survivors  include  his  wife,  Lola  of 
Cozad;  one  son,  Dee  of  Cozad;  two  grand- 
children, William  Oliver  of  Lincoln  and  Dee 
Ann  of  Cozad. 
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Picture  Gallery 

1983  NMA  FALL  SESSION 

(Pages  371-374) 


Board  of  Councilors  meeting. 


Board  of  Directors  meeting. 


Doctor  Dwaine  J.  Peetz  addressing  the  House  of 
Delegates. 


Doctors  Dwaine  J.  Peetz  and  Henry  D.  Smith. 


Doctor  Herbert  E.  Reese  addressing  the  House  of 
Delegates. 


Doctor  Dwaine  J.  Peetz  presenting  recognition 
plaque  to  Doctor  Henry  D.  Smith. 


Doctor  Henry  D.  Smith  addressing  the  House  of 
Delegates. 


House  of  Delegates  meeting. 
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House  of  Delegates  Reference  Committee  in 
session. 


House  of  Delegates  Reference  Committee  in 
session. 


House  of  Delegates  Reference  Committee  in 
session. 


House  of  Delegates  Reference  Committee  in 
session. 


Doctor  Orin  R.  Hayes  addressing  the  House  of 
Delegates. 


House  of  Delegates  Reference  Committee  in 
session. 
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Doctor  James  H.  Dunlap  addressing  the  House  of 
Delegates. 


Doctor  Dale  E.  Michels  addressing  the  House  of 
Delegates. 


Doctor  Robert  J.  Buchman  presenting  Reference 
Committee  report. 


Doctor  William  L.  Rumbolz  presenting  Reference 
Committee  report. 


Doctor  Gregg  F.  Wright  addressing  the  House  of 
Delegates. 


Doctor  Arnold  W. 
Committee  report. 


Lempka  presenting  Reference 


Medical  student,  Rockford  Yapp,  addressing  the 
House  of  Delegates. 


Doctor  John  F.  Fitzgibbons  presenting  Reference 
Committee  report. 


374  Nebraska  Medical  Journal  November  1983 


Doctor  Craig  L.  Urbauer  presenting  Reference 
Committee  report. 


Washin^toNotes 

(Continued  from  page  13A) 

esophageal  atresia,  with  a likelihood  of  lower 
tracheosophageal  connection,  was  allegedly 
denied  treatment  and  sustenance.  A judge 
ruled  that  the  state  failed  to  show  that  the 
child’s  physical  or  mental  condition  was 
seriously  impaired  or  endangered  as  a result  of 
neglect  of  food  or  medical  care. 

* Crawford  Memorial  Hospital  in  Robinson, 
IL:  An  anonymous  phone  call  from  a nurse  to 
Laura  Channing  of  the  Family  Life  League 
alleged  neglect  of  a spina  bifida  baby.  In- 
vestigators found  no  emergency  need  for 
surgery,  noted  the  risk  associated  with  surgery, 
and  noted  that  the  parents  refused  to  have  the 
surgery  performed.  According  to  investigators, 
the  hospital  provided  all  the  medical  treatment 
of  which  they  were  capable. 

* Kapiolani-Children’s  Medical  Center  in 
Honolulu:  An  infant  bom  with  Downs  Syn- 
drome and  an  intestinal  obstruction  allegedly 
was  denied  treatment.  Although  the  hospital 
changed  its  written  consent  procedures  as  a 
result  of  the  investigation,  no  wrongdoing  was 
found. 

* St.  Francis  Hospital  in  Tulsa,  OK:  A 
student  nurse  alleged  that  the  hospital  denied 
nourishment  and  water  to  a baby  with  hydro- 
cephalus and  transposition  of  the  Great 
Vessels.  Investigators  said  the  allegation  was 
not  supported  by  medical  opinion  and  that 
care  was  consistent  with  the  diagnosis. 


Doctor  William  Doering  presenting  Reference 
Committee  report. 


DRG  Rules  Make  Debut 

Rules  to  put  in  place  a new  payment  system 
considered  to  be  the  biggest  change  in  the 
history  of  Medicare  were  published  September 
1 — just  one  month  before  the  first  hospitals 
entered  the  new  system. 

And  on  September  19,  AMA  Executive  Vice 
President  James  H.  Sammons,  M.D.,  told 
hundreds  of  physicians  from  across  the  nation 
that  “the  diagnosis  related  groups,  or  DRGs, 
mark  a historically  momentous  change  in  the 
way  government  pays  its  share  of  medical  and 
health  care  cost.”  Dr.  Sammons  was  speaking 
at  the  AMA  conference  on  Peer  Review 
Organizations  and  the  Prospective  Payment 
System,  heavily  attended  by  state  medical  and 
specialty  society  executives. 

Much  of  the  DRG  plan,  which  bases 
Medicare  payments  to  hospitals  on  predeter- 
mined rates  for  each  of  468  illness  or  injury 
categories,  has  been  known  to  hospitals  since  it 
was  created  by  Congress  as  part  of  the  Social 
Security  Amendments  enacted  last  fall. 

Only  since  the  publication  of  the  regulations 
in  the  September  1 Federal  Register,  how- 
ever, have  hospitals  been  able  to  calculate 
exactly  how  much  they  will  be  paid  for  each  of 
the  diagnosis  related  groups  (DRGs)  and 
compare  it  to  their  current  reimbursement  for 
the  procedure. 
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Medicare  officials  said  they  do  not  expect 
the  changes  to  have  any  immediate  impact  on 
beneficiaries  and  stressed  their  belief  that 
hospitals  can  improve  efficiency  without  down- 
grading quality  of  care. 

Payments  to  physicians  are  not  directly 
affected  by  the  new  pricing  mechanism. 
However,  hospitals  are  expected  to  change 
their  behavior  in  ways  that  will  have  a 
substantial  impact  on  physicians  and  Congress 
has  asked  for  a study  of  the  feasibility  of 
including  some  physician  payments  in  the  plan 
in  later  years. 

Last  year,  about  two-thirds  of  the  $50.9 
billion  Medicare  paid  for  care  of  its  26  million 
elderly  and  3 million  disabled  beneficiaries 
went  to  hospitals.  Previously-enacted  changes 
in  Medicare  already  were  expected  to  keep 
payments  to  hospitals  about  $1.5  billion  below 
what  they  would  have  been  otherwise,  and  the 
new  DRG  plan,  just  as  Congress  ordered,  has 
been  deliberately  set  to  save  the  same  amount 
as  would  have  occurred  under  the  earlier 
changes. 

Federal  officials  said  they  can’t  estimate 
how  much  the  program  ultimately  may  save, 
but  they  think  it  could  be  “billions”  if 
payments  are  “ratcheted  down”  hard  enough. 
Without  further  changes,  however,  the  Medi- 
care hospital  trust  fund  is  still  expected  to  be 
bankrupt  by  1990. 

About  1500  of  the  nation’s  7,000  hospitals 
came  under  the  DRGs  on  October  1.  Another 
4,000  will  be  phased  in  as  they  start  their  new 
accounting  years.  The  remainder  are  exempt 
for  the  time  being. 

Developed  at  Yale  University,  the  DRG 
system  is  based  on  468  illness  categories  that 
take  account  of  factors  such  as  age  and  sex. 
The  categories  are  weighted  according  to  the 
cost  involved  in  treating  the  condition.  For 
example,  payment  for  a coronary  bypass  with  a 
cardiac  catheterization  (DRG  106)  would  be 
10  times  the  payment  for  a cataract  operation 
(DRG  39)  weighted  at  0.510.  The  Yale  system 
used  467  DRG  categories  but  DRG  468  has 
been  added  to  the  federal  plan  to  cover 
situations  when  two  unrelated  procedures  are 
performed. 

The  actual  payment  to  the  hospital  is 
derived  by  multiplying  the  weight  of  the  DRG 


times  a base  payment  calculated  by  Medicare 
officials.  Hospitals  will  be  paid  at  the  pre- 
determined rate  no  matter  what  their  costs 
were,  although  there  are  some  adjustments  for 
unusually  high  cost  or  lengthy  cases. 

If  the  hospital’s  costs  exceed  the  payment 
rate,  it  must  absorb  the  loss.  If  costs  are  below 
the  payment,  the  hospital  can  make  a profit. 

Initially,  the  actual  payment  to  the  hospital 
will  vary  by  region  and  by  hospital  since  the 
base  rate  is  calculated  from  a blend  of  the 
hospital’s  historical  costs  an  adjusted  average 
rated  for  all  hospitals  in  the  region,  and  a 
national  rate.  Both  an  urban  and  a rural  rate 
have  been  calculated  for  each  of  nine  regions 
and  for  the  nation  as  a whole. 

Base  rates  will  continue  to  be  blended  — 
with  regional,  and  hospital-specific  rates  mak- 
ing up  a decreasing  proportion  of  the  blend  — 
for  three  years.  In  the  fourth  year,  there  will  be 
only  the  two  national  rates. 

The  newly  just-published  regional  rates  vary 
from  about  $2142  for  a rural  hospital  in 
Louisiana  or  Texas  to  about  $3021  for  an 
urban  institution  in  Illinois  or  Ohio.  National 
base  rates  have  been  set  at  $2,837  for  urban 
hospitals  and  $2,264  for  rural  facilities. 

Several  adjustments  have  been  made  in  the 
hospital-specific  rates,  including  one  involving 
payments  to  certain  types  of  personnel  — such 
as  lab  technicians  and  nurse  anesthetists  — 
whose  services  to  the  hospital  in  the  past  may 
have  been  billed  through  a physician  rather 
than  through  the  hospital. 

Known  as  “unbundling,”  this  practice,  which 
Medicare  officials  say  has  been  spreading,  will 
no  longer  be  permitted.  As  of  October  1,  any 
hosptal  services  provided  by  non-physicians 
will  be  paid  only  through  the  hospital.  This  will 
apply  whether  or  not  the  hospital  involved  is 
under  the  DRG  program,  although  an  excep- 
tion will  be  made  for  a limited  time  for  nurse 
anesthetists  and  for  certain  facilities  such  as 
the  Mayo  Clinic  where  unbundling  has  been  a 
long-standing  practice. 

The  new  payment  system  does  not  apply  to 
outpatient  services,  capital  expenditures  or 
medical  education,  all  of  which  for  the  time 
being  will  still  be  reimbursed  on  a cost-related 
basis.  Acquisition  of  kidneys  for  transplanta- 
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tion  will  be  reimbursed  at  cost,  but  only  at 
certain  regional  transplant  centers. 

About  20%  of  all  hospitals  will  be  excluded 
from  the  DRG  plan  either  because  they  are 
covered  through  one  of  four  state  cost  control 
programs  (New  Jersey,  New  York,  Maryland, 
or  Massachusetts)  which  have  received  Medi- 
care waivers  or  because  they  are  a type  of 
facility  exempted  from  the  law.  The  latter 
include  psychiatric  and  rehabilitation  facilities 
and  sole  community  hospitals  in  remote  areas. 

The  system  also  provides  for  some  patients 
where  the  cost  or  length  of  hospital  stay  greatly 
exceed  what  would  be  expected  for  the  average 
case  in  the  DRG. 

Called  “outliers,”  these  are  defined  as  cases 
where  the  length  of  stay  exceeds  the  mean  by 
the  lesser  of  20  days  or  1.94  standard 
deviations,  or  where  the  costs  exceed  the  DRG 
payment  by  1.5  times  the  DRG  payment  or 
$12,000,  whichever  is  greater.  Hospitals  will 
recover  about  60%  of  their  costs  in  excess  of 
the  DRG  payment  for  these  cases.  Nationally, 
the  total  proportion  of  outlier  payments  will  be 
limited  to  6%  of  total  DRG  payments  for  all 
hospitals. 

PROs  ‘Scope  of  Work’  Published 

Federal  officials  say  Medicare’s  new  pro- 
spective pricing  plan  will  save  money  without 
reducing  the  quality  of  care  hospitals  give 
elderly  and  disabled  patients. 

To  accomplish  that,  the  government  will  be 
relying  heavily  on  new  Professional  Review 
Organizations  (PROs)  to  keep  tabs  on  hospitals 
that  cheat.  In  the  interim,  the  task  is  likely  to 
fall  to  their  predecessors  — Professional 
Standards  Organizations  (PSROs). 

A funding  problem  that  threatened  the 
immediate  demise  of  Professional  Standards 
Review  Organizations  (PSROs)  and  jeopar- 
dized the  fledgling  Professional  Review  Or- 
ganization (PRO)  program  that  is  to  replace 
PSROs  appeared  to  be  easing  in  late  Sep- 
tember. 

As  WashingtoNotes  went  to  press,  the 
Senate  Appropriations  Committeee  had  just 
approved  $17  million  for  PSROs  in  1984.  In 
addition.  Congress  was  working  on  a stop-gap 
measure  to  fund  through  November  15  those 


government  agencies,  including  the  Depart- 
ment of  Health  and  Human  Services  for  which 
no  final  fiscal  1984  appropriations  bill  has 
been  adopted.  That  measure,  which  was 
expected  to  be  approved  by  both  houses, 
would  continue  funding  PSROs  during  the  45 
day  period  at  the  current  level  of  $9  million  a 
year. 

The  law  which  created  the  new  diagnosis 
related  groups  (DRG)  payment  system  speci- 
fied that  after  October  1,  1984,  no  hospital 
could  receive  Medicare  payments  unless  a 
PRO  was  reviewing  the  care  it  provided 
Medicare  patients.  Prior  to  that  time,  the 
hospital  must  have  a contract  with  a PRO  only 
if  a PRO  exists  in  the  area. 

However,  a thi'eat  to  PSROs  and  PROs 
developed  when  the  House  Appropriations 
Health  subcommittee,  at  the  behest  of  Office 
of  Management  and  Budget  Director  David 
Stockman,  approved  a 1984  funding  bill  that 
specifically  prohibited  funding  or  contracting 
with  either  PSROs  or  PROs.  The  language  was 
approved  by  the  full  appropriations  committee 
and  then  by  the  House.  A similar  funding 
measure  approved  by  a Senate  subcommittee 
was  silent  on  the  issue  but  provided  no  funds 
for  PSROs. 

Had  either  the  Senate  subcommittee  meas- 
ure or  the  House  appropriations  bill  gained 
final  approval  by  both  bodies  of  Congress,  the 
funds  for  PSROs  would  have  been  terminated 
as  of  September  30.  Had  the  House  language 
prevailed,  the  PRO  program  apparently  would 
have  been  gutted. 

With  the  funding  crisis  at  least  temporarily 
resolved  organizations  have  turned  to  regula- 
tions published  in  mid-August  to  decide 
whether  they  are  eligible  to  bid  for  the  50  PRO 
contracts  to  be  awarded  beginning  next  spring. 
Details  were  provided  in  draft  “scope  of  work” 
principles  and  evaluation  criteria  made  avail- 
able through  an  announcement  in  the  August 
29  Federal  Register. 

The  documents  reveal  the  extent  to  which 
PROs  will  be  involved  in  monitoring  hospital 
payments  under  the  new  DRG  system.  They 
detail  a “cost-benefit”  analysis  that  will  be  the 
key  to  renewal  of  PROs  contracts  and,  some 
say,  to  the  fate  of  physician  involvement  in  the 
medical  review  process. 
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They  also  lay  out  a point  system  on  which 
PRO  contract  bids  will  be  evaluated.  The  point 
system  signals  the  types  of  organizations  that 
will  have  the  advantage  in  PRO  bidding  and 
the  proposed  activities  that  will  carry  the  most 
weight.  Based  on  a 1000  point  total,  it 
emphasizes  objectives  aimed  at  controlling 
hospital  admissions  (185  points)  and  quality  of 
care  (also  185  points),  data  collection  and 
analysis  (100  points),  experience  (150  points), 
and  the  quality  of  the  personnel  who  will  be 
managing  the  PRO  and  reviewing  care  (200 
points).  Physician-sponsored  organizations 
will  be  awarded  an  extra  100  points,  making  it 
possible  for  them  to  accrue  1,100  points. 

Several  aspects  of  the  point  system  are 
expected  to  draw  controversy.  Some  observers 
say  that  the  100  point  bonus  for  physician 
organizations  may  not  be  large  enough  to  give 
much  advantage  to  the  many  state  and  local 
medical  societies  expected  to  bid  for  PRO 
contracts,  but  when  added  to  the  150  points 
awarded  for  experience,  this  would  give  a 
significant  advantage  to  the  existing  PSROs. 
Others  say  that  despite  the  equal  weighting 
given  to  quality  and  admission  objectives  in 
the  point  system,  the  “scope  of  work”  prin- 
ciples tend  to  emphasize  cost  over  quality. 
They  note  that  prospective  PROs  are  required 
to  include  only  one  quality  objective  compared 
to  at  least  six  that  are  focused  on  admissions 
and  costs. 

In  addition,  an  “admissions  factor”  included 
in  the  “cost-benefit”  analysis,  in  effect,  grades 
the  PRO  on  how  well  it  is  able  to  hold  down  or 
reduce  hospital  admissions  — a feat  some 
doubters  think  may  not  be  feasible  in  view  of 
the  strong  incentives  the  DRG  payments  give 
hospitals  to  increase  admissions. 

Health  Care  Financing  Administration  staff 
who  developed  the  documents  say  their  intent 
is  not  to  give  more  weight  to  cost  control  than 
quality  but  that  it  is  easier  to  measure  costs 
than  quality.  They  are  seeking  comments  on 
ways  to  strengthen  the  quality  objectives  in  the 
final  “scope  of  work”  principles. 

The  “scope  of  work”  draft  requires  the 
PROs  to:  check  (or  validate)  the  data  the 
hospitals  give  the  Medicare  intermediaries 
who  assign  the  proper  DRG;  review  atypical 
(or  “outlier”)  cases  that  exceed  the  normal 
costs  and  lengths  of  stay  for  a particular 


diagnosis,  and  monitor  hopsital  admission 
patterns. 

Other  key  portions  of  the  draft  documents 
deal  with  data,  subcontractors,  and  the  criteria 
for  determining  what  constitutes  the  norms  of 
care  against  which  reviewed  cases  will  be 
measured.  In  all  three  instances  the  PROs 
have  been  left  considerable  leeway,  although 
subcontracting,  as  the  law  mandates,  cannot 
be  with  a hospital  in  the  area. 

HCFA  staff  tentatively  plans  to  issue  re- 
quests for  bid  proposals  for  about  30  PRO 
contracts  by  the  end  of  November  and  to 
award  contracts  in  these  PRO  areas  by  May  of 
next  year.  Requests  for  proposals  for  the 
remaining  areas  would  be  issued  in  late 
February  or  early  March  and  contracts  award- 
ed by  the  end  of  the  summer.  All  PRO  would 
be  up  and  running  by  October  1,  1984. 

Extending  DRGs  to  M.D.’s? 

Despite  reports  to  the  contrary.  Medicare 
officials  say  they  haven’t  reached  any  con- 
clusions about  extending  DRGs  to  physicians. 

That  was  the  message  program  officials 
brought  to  an  AM  A- sponsored  meeting  in 
Washington.  But  they  also  warned  that  if 
physician  DRGs  are  recommended,  payments 
to  the  physician  might  be  made  as  part  of  a 
lump  sum  to  the  hospital.  On  the  other  hand, 
the  payment  might  be  made  to  the  physician 
who  would  then  pay  the  hospital,  they  said. 

Despite  the  seemingly  flip-flop  attitude  at 
HHS,  what  is  clear  is  that  the  Congress  has 
directed  the  Department  to  study  and  advise 
the  Congress  as  to  the  “advisability  and 
feasibility”  of  extending  DRGs  to  physicians’ 
services  to  hospitalized  patients.  Some  critics 
charge  that  the  Department  has  already  made 
up  its  mind  on  the  issue  — that  the  only 
question  is  how,  not  whether,  to  extend  DRGs 
to  physicians. 

HCFA  officials  at  the  AMA-sponsored  meet- 
ing took  issue  with  that  view,  saying  they  have 
not  prejudged  the  data  they  are  just  beginning 
to  collect.  The  question,  HCFA  Administrator 
Carolyne  Davis,  Ph.D.,  told  the  group,  “is  not 
one  of  feasibility  but  of  advisability.” 

A physician  DRG  “is  feasible,  given  a period 
of  time  for  us  to  collect  the  data,”  Davis  said. 
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“What  we  don’t  know  yet  is  whether  it’s 
advisable  and  I know  of  no  way  to  make  that 
determination  except  to  step  back  and  ex- 
amine all  aspects  of  physician  reimbursement.” 

In  developing  a recommendation  regarding 
physician  DRGs,  Davis  said  she  will  be  guided 
in  part  by  an  ad  hoc  group  of  physicians  whom 
she  personally  selected  and  which  include 
several  AMA  delegates  and  alternate  delegates. 

HHS  has  also  set  up  several  studies  to  help 
decide  whether  physicians  should  be  included 
in  DRGs.  One  by  Brandeis  University  Health 
Policy  Center  will  help  determine  whether 
DRGs  are  “sensible  given  the  way  physicians 
practice,”  HCFA  official  Alan  Dobson  re- 
ported. 

Another  by  a Northern  Virginia  consulting 
firm,  Mandex,  Inc.,  will  look  at  data  from  New 
Jersey  and  South  Carolina  to  see  what 
happens  when  Part  A and  Part  B data  are 
merged  and  to  determine  how  many  of  the 
physician  changes  prior  to  and  following 
hospitalization  should  be  included  in  the  DRG. 
A third  study  by  the  Urban  Institute  is  aimed 
at  the  development  of  a method  of  determining 
relative  values  of  procedures  in  a DRG-type 
system.  A fourth  by  the  Center  for  Health 
Economics  Research  will  use  North  Carolina 
and  New  Jersey  data  to  focus  on  how  to 
package  physician  services  in  a DRG. 

The  latter  will  be  addressing  one  of  the 
critical  questions  associated  with  including 
physicians  in  DRGs  — who  do  you  pay?  As 
HCFA’s  Dobson  puts  it,  there  are  three 
possibilities:  paying  hospitals  a lump  sum  to 
be  allocated  among  the  hospital  and  physicians; 
paying  the  physicians  a lump  sum  to  be  shared 
with  the  hospital;  or  paying  “as  we  do  now,” 
with  physicians  reimbursed  under  Part  B and 
hospitals  under  Part  B. 

One  thing  that  has  already  been  pretty  much 
decided,  according  to  Dobson,  is  that  there  will 
be  a lump  sum  payment.  “We’re  not  too 
inclined  to  pay  separately  for  each  physician,” 
he  said. 

Sen.  David  Durenberger  (R-MN)  also  thinks 
there  should  be  one  lump  sum  payment  — 
preferably  to  the  physician.  Durenberger,  who 
chairs  the  Senate  Finance  health  subcommit- 
tee, said  that  if  “an  individual  physician  or  a 
physician  organization  were  willing  to  accept 


the  entire  payment  and  contract  with  the 
hospital  for  institutional  services,  then  to  me 
that’s  a better  way  to  go.”  “If  physicians  are 
not  willing  to  accept  that  responsibility,  of 
course  we  as  payers  are  going  to  choose  to  pay 
the  hospital,”  he  added. 


Planning  Council  Future  Uncertain 

New  members  of  the  National  Council  on 
Health  Planning  and  Development  attending 
their  first  meeting  in  September  learned  that 
their  service  on  the  federal  advisory  board  may 
be  short  because  some  proposals  to  continue 
health  planning  do  not  include  a role  for  the 
Council.  (Physicians  comprise  25%  of  the  16 
voting  Council  members.) 

The  Council’s  future  depends  on  what 
approach  Congress  takes  to  reauthorize  the 
health  planning  program,  which  has  operated 
under  a continuing  (funding)  resolution  for  the 
past  five  years. 

Two  bills  have  been  introduced  to  modify 
and  continue  the  planning  process;  another  is 
expected  to  be  offered.  One  of  the  proposals 
would  extend  the  life  of  the  Council;  the  others 
would  let  it  expire. 


New  ID  System  for  Tracking  Aids 

Responding  to  physician  pressure  to  pre- 
serve patient  confidentiality,  the  Centers  for 
Disease  Control  has  devised  a new  identifica- 
tion and  reporting  system  for  AIDS  cases. 

Physicians  in  Washington,  D.C.,  New  York 
and  several  other  cities  recently  stopped 
reporting  names  and  personal  identifiers  to  the 
CDC.  Instead,  city  health  officials  reported 
only  initials,  sex  and  date  of  birth  of  patients. 
Additionally,  physicians  only  partially  com- 
pleted the  four-page  case  reports. 

So  the  CDC  has  decided  it  no  longer  will 
require  names  of  patients. 

Instead,  each  case  report  will  be  identified 
using  a special  code.  The  detailed  case  reports 
have  been  scaled  dovm  to  one  page,  requiring 
information  only  directly  relevant  to  the  AIDS 
diagnosis. 

The  new  SOUNDEX  code  on  each  case 
report  will  identify  patients  by  the  first  letter 
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of  the  patient’s  last  name  and  three  numbers 
(each  representing  a letter  in  the  name).  Some 
letters  of  the  alphabet  are  represented  by  the 
same  number;  some  letters  are  not  represented 
at  all.  Thus,  it  is  impossible  to  reconstruct  a 
name  knowing  only  the  SOUNDEX  code,  CDC 
officials  say.  For  example,  the  code  “H  452” 
could  be  used  for  the  name  Holmes.  But  it 
could  just  as  well  represent  the  name  Hollings. 

The  revised  case  report  will  no  longer 
require  that  physicians  describe  non-specific 
symptoms  or  signs  of  AIDS  such  as  fever, 
weight  loss,  or  enlarged  lymph  nodes.  Nor  will 
physicians  be  asked  to  pinpoint  the  sites  of 
lesions  in  Kaposi’s  sarcoma.  Additionally, 
questions  used  to  identify  a specific  method  of 
diagnostic  have  been  abandoned.  For  example, 
the  CDC  used  to  accept  a diagnosis  of 
Pneumocystis  pneumonia  only  when  confirmed 
by  biopsy;  now,  although  the  physician  is 
instructed  that  biopsies  are  the  only  way  to 
accurately  identify  the  disease,  he  or  she  will 
no  longer  be  asked  to  identify  the  method  of 
diagnosis. 

Neither  system  requires  that  physicians 
submit  patient  Social  Security  numbers, 
specific  sexual  practices,  number  of  sex 
partners,  or  other  information,  the  CDC 
stresses. 

The  new  code  could  jeopardize  long-term 
follow-up,  CDC  officials  fear.  Old  and  new 
patient  information  must  be  linked;  thus,  all 
new  documents  or  lab  specimens  submitted  to 
CDC  must  be  accurately  identified  before 
coding.  The  CDC  expects  to  spend  more  time 
on  the  telephone  with  state  and  local  health 
officials  who  reported  the  cases. 

Under  the  system,  the  records  of  AIDS 
patients  are  locked  in  CDC  offices.  Confi- 
dential information  is  also  legally  safeguarded 


under  the  Freedom  of  Information  Act  and 
Privacy  Act.  Neither  the  FBI  nor  CIA  have 
access  to  this  information.  However,  a CDC 
notice  in  the  Federal  Register  says  that 
“records  may  be  disclosed  to  health  depart- 
ments and  other  public  health  or  cooperative 
medical  authorities  in  connection  with  pro- 
gram evaluations  and  related  collaborative 
efforts  to  deal  more  effectively  with  diseases.” 

Confidentially  is  an  issue  with  any  disease, 
of  course.  But  in  AIDS  research,  investigators 
must  inquire  about  intimate  details  of  personal 
life.  In  many  states,  homosexuals  can’t  serve  in 
the  Armed  Forces,  teach  children,  or  raise 
their  offspring.  In  nearly  half  the  country 
homosexuality  is  illegal. 

“In  investigating  this  disease,  we’ve  needed 
to  examine  and  understand  gay  life  styles. 
We’ve  had  to  probe.  Every  disease  raises  the 
problem  of  confidentiality.  But  this  disease 
raises  it  much  more,”  said  Assistant  Secretary 
of  Health  and  Human  Services  Edward  N. 
Brandt,  Jr.,  M.D.,  at  a recent  meeting  of  state 
and  local  health  officials  in  Washington,  D.C. 

Members  of  the  gay  community  charge  that 
the  CDC  has  distributed  names  of  AIDS 
patients  on  three  separate  occasions. 

The  CDC  defends  each  instance,  saying  that 
it  was  essential  to  AIDS  research.  Two 
occasions  involved  scientific  studies:  the  New 
York  Blood  Center  study  showed  that,  despite 
suspicions,  AIDS  was  not  linked  to  the 
hepatitis  B vaccine  and  the  Los  Angeles 
Health  Department  study  first  identified  the 
connection  between  sexual  contact  and  AIDS. 
The  third  occasion  — in  which  names  were 
released  to  major  city  health  departments  — 
was  necessary  to  identify  any  duplication  of 
AIDS  cases,  says  the  CDC. 
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FAMILY  PRACTITIONER  NEEDED:  Two 
Boarded  Family  Physicians  with  full  time  residency 
teaching  experience  seek  a third  associate.  Pro- 
gressive West  Central  Nebraska  community  of 
3,500.  Modem  superiorly  equipped  clinic  and 
hospital.  Please  contact  Joe  Davis,  M.D.  or  Larry 
Wilson,  M.D.,  902-20th  Street,  Gothenburg,  NE 
69138.  (308)  537-7131. 


5 EMERGENCY  MEDICINE:  Part-time  and  locum  : 
tenens  positions  available  in  10  emergency  depart-  : 
ments  located  throughout  Nebraska.  Competitive  | 
income,  professional  liability  insurance  and  flexible  : 
scheduling  provided.  Respond  in  confidence  to:  Jan  : 
Bird,  Spectmm  Emergency  Care,  Inc.,  Chase  Stone  : 
Center,  Ste.  1070,  Colorado  Springs,  CO  80903;  : 

1-800-525-3681.  | 

FAMILY  PRACTITIONER:  Needed  to  join  [ 
group  of  three  Family  Physicians  in  Cozad,  Ne-  | 
braska  — Population  4,500.  Modem  clinic  and  | 
thirty-bed  hospital.  May  work  as  an  employee  until  \ 
partnership  is  desired.  Salary  is  negotiable.  Ex-  | 
cellent  schools  and  recreation.  Located  on  1-80  in  | 
Central  Nebraska.  Please  contact  R.  A.  Sitorius,  ■ 
M.D.  or  R.  D.  Jensen,  M.D.,  1803  Papio  Lane,  E 
Cozad,  Nebraska  69130  — (308)  784-3535.  : 

f 

POSITION  WANTED:  An  experienced  Family  ; 
Practitioner  Fellow  of  the  American  Academy  of  § 
Family  Practitioners  with  added  experience  in  : 
OB/GYN  and  general  surgery  seeks  to  relocate  in  \ 
Omaha  or  Lincoln  or  any  other  big  town  in  a group  ; 
practice.  Please  reply  to  Box  #005,  Nebraska  j 
Medical  Journal,  1512  First  National  Bank  Bldg.,  • 
Lincoln,  NE  68508.  : 


PHYSICIANS  WANTED:  Central  Nebraska  [ 
community  serving  20,000  has  openings  for  primary  : 
care  physicians.  Excellent  health  care  facility.  : 
Community  offers  excellence  in  quality  of  life  and  : 
education.  Contact  Corrinne  Pedersen,  Box  524,  : 

Broken  Bow,  NE  68822.  (308)  872-6137.  E 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalmanc®  m 

flurazepam  HO/Roche 

15-mg/30-mg  capsules 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
/5:I8-22,  Jan  1971.  4.  Kales  A et  al:  JAMA  24/;1692-l695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/;1039-I04l,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  19:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27:54\-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  II.  Karacan  I,  Williams  RL,  Smith  JR:  The 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients."^ 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP.  McGregor  PA, 
Weitzrnan  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 

Dalmane’^® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCl;  pregnancy.  Benzodiazepines  may  cause  letal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilimbins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderlv  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCl. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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Contemporary  HypnoticTherapy 

Dalmane*  [flurazepam  HCl /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
inporM 
criteria: 

•Rapid  onset  of  sleep.' 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights.^ 
•Seldom  produces  morning  hangover.^ 


Roche  Products  Inc. 
Manrili,  Puerto  Rico  00701 


•Avoids  rebound  insomnia  when 
therapy  is  discontinued.’ 


15-mg/30-mg  capsules 


Dalmane® 

flurazepam  HCI/Roche 


(ofjyrii^hl  © 1983  l>y  Ktx  hc  I’rcKlucls  Iru.  All  rights  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 
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For  effective  symptomatic  relief  of  allergies  and 
nasal  congestion  with  little  excess  drying 


NEW  from  BOOTS 

RU-TUSSU 

sustained  release 
capsules 

Each  capsule  contains  75  mg  of  phenylpropanolamine 
hydrochloride  and  12  mg  of  chlorpheniramine  maleate 

Antihistaminic— Decongestant 

Potent  relief... Available  on  prescription  only 

• Phenylpropanolamine  (75  mg) — widely- 
used  decongestant 

• Chlorpheniramine  (12  mg) — effective  anti- 
histamine with  some  anticholinergic 
(drying)  activity 

• Easy-to-swallow  capsule  and  convenient 
b.i.d.  dosage  regimen 


RU-TUSSX 

sustained  release 
capsules 

Before  prescribing,  see  complete  prescribing  information.  The  following  is 
a brief  summary. 

DESCRIPTION:  Each  sustained  release  capsule  contains  12  mg  of 
Chlorpheniramine  Maleate,  USP  and  75  mg  of  Phenylpropanolamine 
Hydrochloride,  USP  in  a base  to  provide  prolonged  activity. 
INDICATIONS:  For  the  treatment  of  the  symptoms  of  seasonal  and 
perennial  allergic  rhinitis  and  vasomotor  rhinitis,  including  nasal  obstruc- 
tion (congestion). 

CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  components,  con- 
current MAO  inhibitor  therapy,  severe  hypertension,  bronchial  asthma, 
coronary  artery  disease,  stenosing  peptic  ulcer,  pyloroduodenal  or  bladder 
neck  obstruction.  Do  not  use  in  children  under  12  years. 

Do  not  use  this  drug  in  patients  with  narrow-angle  glaucoma,  obstructive 
or  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debilitated  patient, 
unstable  cardiovascular  status  in  acute  hemorrage,  severe  ulcerative 
colitis,  toxic  megacolon  complicating  ulcerative  colitis,  myasthenia  gravis. 
Do  not  use  in  nursing  mothers. 

Use  in  treating  lower  respiratory  tract  symptoms,  including  asthma,  is 
contraindicated. 

WARNINGS:  Caution  patients  about  activities  requiring  alertness  (e.g., 
operating  vehicles  or  machinery).  Antihistamines  are  more  likely  to  cause 
dizziness,  sedation,  and  hypotension  in  elderly  patients.  Patients  should 
also  be  warned  about  the  possible  additive  effects  of  alcohol  and  other 
CNS  depressants. 

Usage  In  pregnancy;  Safe  use  in  pregnancy  has  not  been  established.  Use 
only  when  the  potential  benefits  have  been  weighed  against  the  possible 
hazards  to  the  mother  and  child.  Note  that  an  inhibitory  effect  on  lactation 
may  occur. 

PRECAUTIONS:  Use  with  caution  in  patients  with  a history  of  bronchial 
asthma,  increased  intraocular  pressure,  hyperthyroidism,  cardiovascular 
disease,  hypertension,  hiatal  hernia  with  reflux  esophagitis,  intestinal 
atony  of  the  elderly  or  debilitated  intestinal  obstruction,  myasthenia  gravis, 
renal  function  impairment,  and  ulcerative  colitis  (severe). 

Drug  Interactions:  MAO  inhibitors.  Alcohol  or  CNS  depressants,  especially 
anesthetics,  barbiturates,  and  narcotics. 

ADVERSE  REACTIONS:  Prolongs  the  response  to  nervous  stimulation, 
potentiates  the  response  to  norepinephrine,  and  inhibits  the  response 
to  tyramine. 

Slight  to  moderate  drowsiness  occurs  relatively  infrequently  with  Chlor- 
pheniramine Maleate.  Other  possible  side  effects  comrrion  in  antihista- 
mines in  general  include  perspiration,  chills,  dryness  of  mouth,  nose 
and  throat. 

Cardiovascular  System:  Hypotension,  headache,  palpitations,  tachycardia, 
extrasystoles. 

Hematologic  System:  Hemolytic  anemia,  thrombocytopenia,  agranulo- 
cytosis. 

Nervous  System;  Sedation,  dizziness,  disturbed  coordination,  fatigue, 
confusion,  restlessness,  excitation,  nervousness,  tremor,  irritability,  in- 
somnia, euphoria,  paresthesias,  blurred  vision,  diplopia,  vertigo,  tinnitus, 
acute  labyrinthitis  histeria,  neuritis,  convulsions. 

Gastrointestinal  System:  Epigastric  distress,  anorexia,  nausea,  vomiting, 
diarrhea,  constipation. 

Genitourinary  System:  Urinary  frequency,  difficult  urination,  urinary 
retention,  early  menses. 

Respiratory  System:  Thickening  of  bronchial  secretions,  tightness  of 
chest  and  wheezing,  nasal  stuffiness. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  individualized 
according  to  the  needs  and  response  of  the  patient.  Adults:  one  capsule 
every  8 to  12  hours  not  to  exceed  3 capsules  daily.  Not  for  use  in  children 
under  12  years  of  age. 

OVERDOSAGE:  Treatment  of  the  signs  and  symptoms  of  overdosage  is 
symptomatic  and  supportive.  In  the  event  of  overdosage,  emergency 
treatment  should  be  started  immediately. 

Treatment:  The  patient  should  be  induced  to  vomit,  even  it  emesis  has 
occured  spontaneously.  Vomiting  by  the  administration  of  ipecac  syrup  is 
a preferred  method.  However,  vomiting  should  not  be  induced  in  patients 
with  impaired  consciousness.  Stimulants  (analeptic  agents)  should  not  be 
used.  Vasopressors  may  be  used  to  treat  hypotension.  Short-acting 
barbiturates,  diazepam  or  paraldehyde  may  be  administered  to  control 
seizures.  Hyperpyrexia,  especially  in  children,  may  require  treatment  with 
tepid  water  sponge  baths  or  a hypothermic  blanket.  Apnea  is  treated  with 
ventilatory  support. 

HOW  SUPPLIED:  Green  and  clear  capsules  with  green  and  white  beads. 

Bottles  of  100  tablets.  NDC  0524-0031-01 

Store  at  controlled  room  temperature  15-30“C  (59°-86°F.). 

CAUTION;  Federal  law  prohibits  dispensing  without  prescription. 

Distributed  By  Manufactured  By 

Boots  Pharmaceuticals,  Inc.  Cord  Laboratories,  Inc. 

Shreveport,  LA  71 106  Broomfield,  CO  80020 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
X 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author  s surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publishers  permission  to 
repnnt. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page;  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  afHliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article;  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References;  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicqs),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8H  X 1 1 in.  paper.  Each  Table  should  have  a title  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation;  For  p’Oblication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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Pioneers  in  medicine  for  the  family 


You’re  interested  in  a practice  opportunity 
in  any  of  the  Midwest  or  Mountain  states 
where  you  can  start  a rewarding  practice 
in  a good  environment  that  offers  you 
time  with  your  family. 


Ohai 


we’d  like  to  help  make  your  best  match 
in  one  of  our  75  communities 
which  offer  challenge  and  growth, 
and  ideal  surroundings  for  your  family. 
We  continue  our  assistance 
as  your  practice  grows  because 
we  are  as  committed  to  your  practice 
as  vou  are. 


We  make  the  intelligent  mateh. 
OFFICE  OF  RURAL  HEALTH 

UNIVERSITY  OF  NORTH  DAKOTA  SCHOOL  OF  MEDICINE 
Grand  Forka.  NO  M201  (701)  777-3840 

Contact;  Mary  Halan  Palton.  Ph.O. 


WashingtoNotes 

VA  Writes  ‘No-Code’  Guidelines 

New  rules  distributed  to  the  nation’s  172  VA 
hospitals  no  longer  prohibit  physicians  from 
writing  “no-code”  or  “do  not  resuscitate” 
orders  on  a terminal  patient’s  medical  chart. 

This  change  brings  VA  hospitals  into  line 
with  many  of  the  country’s  private  and  public 
hospitals,  which  have  permitted  such  orders 
during  the  past  several  years.  Both  the 
American  Hospital  Association  and  the  Presi- 
dent’s Commission  for  the  Study  of  Ethical 
Problems  in  Medicine  recommend  “no-code” 
policies  for  hospital  staffs. 

However,  physicians  may  not  “pull  the  plug” 
or  otherwise  hasten  a patient’s  death,  accord- 
ing to  the  guidelines.  All  other  therapies  — 
such  as  basic  nursing  care,  analgesia,  hydration, 
and  oxygen  — must  be  continued,  they  say. 

The  rules  simply  formalize  procedures  al- 
ready in  effect,  say  Veterans  Administration 
insiders.  The  VA’s  old  policy  said  that 


no- 


(Continueit  on  page  6A) 


GIVE  YOU  AND  YOUR  FAMILY  A TRULY  ORIGINAL  CHRISTMAS  PRESENT  . . . 

A TRIP  TO  GRAND  BAHAMA  IN  LATE  WINTER! 

‘ REVIEW  AND  UPDATE  — 

GENERAL  PEDIATRICS  AND  FAMILY  PRACTICE” 

MARCH  18-25,  1984 
“It’s  Better  in  the  Bahamas” 

Bahama  Princess  Hotel 
Freeport,  Grand  Bahama 

Course  Sponsors:  Creighton  University  School  of  Medicine 

University  of  Kansas  College  of  Health  Science 
University  of  Nebraska  College  of  Medicine 

Course  Description:  The  program  will  include  presentations  by  an  outstanding  faculty  from  three  medical 
schools  and  a special  guest  speaker,  which  will  include  general  pediatrics,  adolescent  medical  and 
obstetrical  problems,  infectious  disease  and  antibiotics,  childhood,  adult  and  gynecological  oncology. 

THE  BAHAMA  PRINCESS  HOTEL  HAS  OUTSTANDING  RECREATIONAL  FACILITIES  WHICH  INCLUDE  2 PGA  18  HOLE  GOLF 
COURSES,  12  TOURNAMENT  CALIBER  TENNIS  COURTS,  UNLIMITED  WATER  SPORTS,  GREAT  NIGHT  LIFE,  CASINOS 
AND  RESTAURANTS. 

To  register  or  for  further  information,  please  contact: 

Marge  Adey  Hattie  DeLapp 

Center  for  Continuing  Education  Division  of  Continuing  Education 

University  of  Nebraska  Medical  Center  Medical  Dean’s  Office 

42nd  and  Dewey  Avenue  Creighton  University  School  of  Medicine 

Omaha,  NE  68105  25th  & California 

Phone:(402)559-4152  Omaha,  NE  68178 

Phone:  (402)  280-2550 
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code”  orders  were  “inappropriate  and  do  not 
contribute  to  high-quality  patient  care.”  How- 
ever, some  VA  physicians  reportedly  arranged 
with  nurses  and  resuscitation  teams  to  allow 
certain  patients  to  die,  or  intentionally  delayed 
resuscitation. 

“Medical  science  has  made  us  realize  that  in 
some  instances  the  implementation  of  thera- 
peutic decisions  may  not  cure  a patient’s 
disease  or  disability  or  reverse  a patient’s 
course.  In  such  cases,  the  physician  is  seen  not 
as  preventing  death,  but  merely  deferring  the 
moment  of  its  occurrence.  The  VA’s  commit- 
ment to  high  quality  care  should  not  be  so 
strong  as  to  overwhelm  a dying  patient’s 
decision,”  wrote  VA  chief  medical  director 
Donald  L.  Custis,  M.D.,  in  the  seven-page 
guidelines  to  hospitals. 

The  “no-code”  policy  applies  only  to  ter- 
minally-ill  patients  whose  condition  is  con- 
sidered to  be  incurable  or  untreatable  and 
whose  death  is  considered  imminent  during 


Programs  being  developed  for  the  1984  Annual  Session  include  . . . 


NEBRASKA  ALLERGY  SOCIETY 

This  course  represents  an  up-to-date 
review  of  the  presentation,  diagnosis,  and 
therapy  of  chemical ly- induced  immunologic 
lung  disease.  Included  will  be  discussion 
of  immunolgic  laboratory  procedures  used  in 
the  evaluation  of  these  diseases. 


NEBRASKA  CHAPTER,  AMERICAN  COLLEGE  OF 
EttRGENCY  PHYSICIANS 

This  program  will  emphasise  the  techni- 
ques of  treatment  useful  in  the  first  few 
hours  of  emergency  care.  What  you  need  to 
know  in  the  first  few  hours. 


MISSOURI  VALLEY  DERMATOLOGIC  SOCIETY 

Discussions  on  the  general  topic  of  derma- 
tology will  focus  on  three  distinct  areas, 
emphasizing  the  practical  aspects  of  new  in- 
formation. The  lectures  will  include  one 
hour  on  dermatologic  surgical  techniques, 
one  hour  on  the  latest  dermatologic  research 
of  specific  practice  value,  and  one  hour 
discussion  of  the  newly  released  dermatolo- 
gic medications  including  Accutane  and 
Acyclovir. 

NEBRASKA  CHAPTER, 

AMERICAN  COLLEGE  OF  SURGEONS 

This  program  will  be  a forum  for  present- 
ation of  papers  generated  by  physician  mem- 
bers of  the  American  College  of  Surgeons  as 
well  as  resident  members  who  are  candidates 
for  the  American  College  of  Surgeons. 


NEBRASKA  CHAPTER,  AMERICAN  ACADEMY  OF 
PEDIATRICS  & THE  NEBRASKA  PEDIATRIC  SOCIETY 

These  sessions  will  be  devoted  to  topics 
designed  to  assist  the  office  practitioner 
with  the  practice  of  pediatrics.  Nationally 
recognized  speaker.  Doctor  Bernhard  Signsen, 
will  discuss  rheumatology,  and  detailed 
presentations  on  accident  prevention,  physi- 
cal conditioning  and  office  computers  are 
scheduled. 

NEBRASKA  PERINATAL  ORGANIZATION 

The  Nebraska  Perinatal  Organization  will 
present  speakers  covering  topics  such  as  in- 
vitro  fertilization,  neonatal  anesthesia, 
pulmonary  surfactant,  life  and  death  deci- 
sions, maternal  transport,  and  emerging 
legal  issues  in  perinatal  practice. 


OMAHA 

MARRIOTT 

HOTEL 


NEBRASKA  ACADEMY  OF  OPHTHALMOLOGY 

This  course  is  designed  to  present  a brief 
summary  of  neuro-ophthalmologic  abnormal- 
ities as  they  relate  to  the  pupil. 


APRIL 

27-30, 

1984 
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the  course  of  the  current  hospitalization.  It 
also  would  apply  in  circumstances  where 
resuscitation  would  be  of  no  benefit  to  the 
patient  and  would  only  postpone  death  for 
several  hours  or  days. 

If  legally  competent,  the  patient  must 
discuss  his  decision  with  the  senior  physician. 
If  not  competent,  the  family  may  offer  its 
consent.  Should  the  family  disagree  with  the 
“no-code”  order,  no  such  order  will  be  written. 
However,  if  the  patient  wants  to  exclude  family 
members  from  the  decision,  he  may  appoint  a 
disinterested  third-party  to  act  in  his  behalf. 

If  the  physician  feels  that  he  cannot  in  good 
conscience  and  sound  medical  judgment  comply 
with  the  patient’s  or  family’s  decision  to 
withhold  resuscitation,  he  should  transfer  the 
patient  to  another  physician  who  can  comply, 
the  guidelines  say. 

Medical  decisions  regarding  the  patient’s 
diagnosis  should  be  reached  by  consensus  of 
the  medical  treatment  team.  In  larger  hospitals, 
this  means  that  the  attending  physician,  house 
staff,  and  consulting  physicians  such  as  on- 
cologists and  cardiologists  will  be  involved.  In 
small  hospitals,  the  decision  should  be  reached 
by  the  attending  physician  and  the  hospital’s 
chief  of  service. 


10,000  Comments  on  ‘Baby  Doe’ 

State  and  county  medical  societies  joined 
together  with  the  national  medical  community 
in  September  in  condemnation  of  the  federal 
government’s  proposed  “Baby  Doe”  regula- 
tions which  would  send  federal  investigators 
into  nurseries  in  cases  of  suspected  neglect. 

As  the  regulation’s  public  comment  period 
finally  came  to  a close,  the  American  Medical 
Association  (AMA),  American  Academy  of 
Pediatrics  (AAP),  the  American  Hospital 
Association  (AHA),  and  many  state  and  local 
medical  groups  sent  letters  to  the  Department 
of  Health  and  Human  Services  (HSS),  attack- 
ing the  regulations. 

More  than  70  physicians  chose  to  respond 
personally  to  the  HHS  rule,  writing  letters 
urging  Washington  to  stay  away  from  bedside 
decision-making. 

The  regulation  is  an  unprecedented  attempt 
(Continued  on  page  429) 
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ORGANIZATIONS,  STATE 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 
8S02  West  Center  Rd..  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St..  Oak  Park  Plaza.  Ste.  216.  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen.  Acting  Executive  Director 
3624  Farnam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter.  Executive  Director 
8901  Indian  Hills  Dr..  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  "E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright.  Exec.  Director 
120  N.  69th  St..  Rm.  202.  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey.  President 
P.O.  Box  3248.  Main  Station.  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24th  St..  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw.  Exec.  Director 
5017  Leavenworth  St..  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Suite  103,  Hillcrest  Bldg. 

76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  impaired 
James  S.  Nyman.  Ph.D..  Director 
1047  South  St.,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson.  Executive  Director 
12177  Pacific  St..  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P.  Wall.  Director 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall.  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street.  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital.  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  Doctors  Bldg..  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2217  No.  91st  Plaza,  Omaha  68134 
National  Multiple  Sclerosis  Society  - Nebraska-Iowa  Midlands 
Chapter 

3624  Leavenworth,  Omaha  68105 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 

4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center.  Hastings  68901 
Nebraska  Academy  of  Ophthalmology 
John  D.  Griffiths,  M.D.,  President 
8601  W.  Dodge  Rd.,  #210,  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford.  M.D. 

201  Ridge  St..  #311,  Council  Bluff,  lA  51501 
Nebraska  Allergy  Society 

Roger  H.  Kobayashi,  M.D.,  President 
Dept,  of  Pediatrics,  UNMC,  42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke,  President 

Craft  State  Office  Bldg..  200  S.  Silber,  North  Platte  69101 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Gerald  N.  Siedband.  M.D.,  President 
Bryan  Memorial  Hospital,  4848  Sumner.  Lincoln  68506 
Nebraska  (.'hapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith.  M.D.,  Secretary-Trea.surer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd..  Ste.  5.  Omaha  68154  ' 

Nebraska  ('hapter  — American  Academy  of  Physician  Assistants 
Bonnie  Shearer,  PA-C.  President 
706  Sherman  Dr..  Bellevue  68005 
Nebraska  (’hapter  — American  (’ollege  of  Pediatrics 
Dale  Ebors.  M.D..  Chairman 
4701  Normal  Blvd,,  Lincoln  68506 


Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E.  Taylor.  M.D.,  F.A.C.P.,  Governor 
Box  81009.  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith.  M.D.,  President 
8300  Dodge  St,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita.  M.D..  Medlcil  Advisor 
105  So.  49th  St.  Omaha  08132 
Nebraska  Dental  Associatiqn 

D.  W.  Edwards,  D.D.S..  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Henneman,  President 
3608  Worthington.  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “O"  St.  Ste.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount.  President 
Box  94833,  1335  “L"  St,  J..incoln  68509 
Nebraska  League  for  Nursing 

Patricia  B.  Perry.  R.N.,  Ph  D.,  President 
333  So.  44th  St.  Omaha  68131. 

Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff.  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak,  Executive  Director 
Suite  26,  10730  Pacific  St,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza.  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
645  So.  20th,  #E-15,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Robert  P.  Marshall,  Pharm.D.,  R.P.,  Exec.  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
David  K.  Kentsmith,  M.D.,  President 
2821  South  87th  Ave.,  Omaha  68124 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr.,  M.D.,  Director 
602  So.  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O,  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

John  A.  Haggstrom.  M.D.,  President 

Children’s  Memorial  Hospital,  8303  Dodge  St.,  Omaha  68114 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
John  J.  McCarthy,  M.D.,  President 
9936  Harney  Parkway  South,  Omaha  68114 

Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott.  M.D.,  President 
120  Wedgewood  Dr.,  Ste.  A.  Lincoln  68510 
Nebraska  Society  for  Respiratory  Therapy 

Steve  Lupes,  RRT,  President 

Bergan  Mercy  Hospital.  75th  & Mercy  Rd.,  Omaha  68124 
Nebraska  State  Department  of  Health 

Gregg  F.  Wright,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
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ibuprofen,  Upjohn 

600 mg  Tablets 


More  coiTvenlentjor  your  patients 


Upjohn 


The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 


An  ounce  of  pot  costs  about 
60  dollars. 

Coke,  a lot  more. 

Quaaludes  run  about  4 dollars 
each. 

And  if  so  many  children  are 
using  drugs,  they’re  spending  a 
lot  of  money. 

Where  are  they  getting  it? 

Point  is,  your  children  might 


be  spending  their  allowance  on 
something  other  than  video  games. 

Learn  about  drugs.  Watch  for 
the  possible  signs.  Sleeping  a lot. 
Listlessness.  Poor  marks  in 
school.  Lack  of  school  attendance. 

Most  of  all,  show  your  child 
that  you  care  and  you’re  concerned 
about  the  possibility  that  they 
may  be  using  drugs. 

And  send  away  for  our 
booklet,  “Parents:  What  You  Can 
Do  About  Drug  Abuse.”  Write 
Get  Involved,  P.O.  Box  1706, 
Rockville,  Maryland  20850. 

Get  involved  with  drugs 
before  your  children  do. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary.  Consult  the  pachage  literature  tor  prescribing 
information. 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
Ueatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemophilus 
intluemae,  and  5 pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Wamlnot:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  alter  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 
Precautions:  General Precautions^\t  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  ol  the  patient  is 
essential  It  supennfection  occurs  during  therapy,  appropriate 
measures  should  betaken 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognised  that  a positive  Coombs’  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  tower  than  that  usually  recommendad 
As  a result  of  administration  of  Ceclor.  a false- positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Clinilest*  tablets  but 
not  with  Tes  Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 
Broad-spectrum  antibiotics  should  bo  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy— Pregnancy  Category  0— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are,  however,  no  adequate  and 
well  controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  piedictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— SmaW  amounts  ol  Ceclor  have  been  delected  in 
mother  s milk  following  adminisiralion  of  single  500- mg  doses 
Average  levels  wereO  18,  0 20,  0 21,  and  0 16  mcg/ml  at  two.  three, 
lour,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampiciilin-resistant  strains  of 
Haemophilus  Influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.*'^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytIc  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.' 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children— Sa\e\y  and  effectiveness  of  this  product  lor  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactlorts:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs  tests  each  occur  in  less  than  1 m 200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manitestations  accompanied  by 
arthritis  arthralgia  and,  frequently,  lever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  tollowing  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a lew  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  ol  penicillin  aileroy 

Other  effects  considered  related  to  therapy  included  eosmophiha 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Oncer  fa/n— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  ol 
uncertain  eiiolOQ^y,  they  are  listed  below  to  serve  as  alerting 
information  tor  the  physician 

Hepafrc— Slight  elevations  ol  SGOT,  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Oemaroporehc— Transient  fluctuations  in  leukocyte  count, 
predommanlly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renar— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I0617B2R) 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  Cither  S pneumoniae  oi  H influenzae* 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  peniciilm-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  lever  See  prescribing  information 
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Rubella 


The  paper  by  Grenier  and  Milhalko  is  a very 
interesting  study  performed  on  a sufficiently 
large  number  of  subjects  to  be  valid. 

I believe  the  conclusion  that  the  results  show 
moderate  improvement  in  immune  levels 
because  of  the  final  statistic  of  11.2%  sus- 
ceptibles  is  tenuous  since  even  in  Sever’s 
study  in  1964,  quoted  in  the  paper’s  first  table, 
we  find  13.7%  susceptibles  in  the  white 
population  5 years  before  the  rubella  vaccine. 

Rubella  vaccine  has  been  used  since  1969. 
Prior  to  that  there  was  a rubella  epidemic 
every  6 to  9 years  with  peak  cases  of  100  to 
500/100,000  population.  Since  1969  the  re- 
ported incidence  has  fallen  to  10  cases 
/100,000  with  a parallel  decrease  in  reported 
congenital  rubella  syndrome.' 

This  paper  has  a reference  in  the  bibliog- 
raphy to  an  outbreak  of  congenital  rubella  in 
Chicago  in  1982.  The  paper  also  has  in  the 
bibliography  a reference  to  the  North  Carolina 
study  in  1980  in  6th  graders  in  which  they 
found  a susceptibility  rate  of  15%  (similar  to 
the  pre-vaccine  era). 


PATRICIA  STIVRINS,  M.D. 


The  pertinent  question  this  paper  should 
raise  is  “Shouldn’t  there  be  a recommendation 
for  rubella  booster  immunization  in  the  pre- 
teen  adolescent?” 

I think  the  paper  by  Grenier  and  Milhalko 
demonstrates  the  need  for  the  United  States 
Public  Health  Service  and  the  Academy  of 
Pediatrics  to  consider  changing  the  current 
recommendations  regarding  rubella  immuniza- 
tion to  include  a booster  immunization  in  the 
pre-teen  adolescent. 
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Rubella  Susceptibility 
in  the  Childbearing  Ages 
in  Lincoln,  Nebraska 


Rubella  infection  remains  a 
public  health  concern.  Although 
rubella  vaccine  was  licensed  in 
1969,  cases  continue  to  be  reported.  2,283 
cases  were  reported  to  the  Center  for  Disease 
Control  for  1982.  This  is  an  increase  of  200 
from  2,083  in  1981.^  The  number  of  unre- 
ported cases  is  unknown,  but  probably  no 
longer  represents  the  large  number  it  once  did. 
In  1969,  it  was  estimated  only  one  in  20  cases 
was  reported.^ 

The  incidence  of  rubella,  and  particularly 
the  congenital  rubella  syndrome,  has  prompted 
screening  of  rubella  susceptibility  in  many 
locations.  As  of  August  1982,  the  following  12 
states  required  premarital  rubella  serologic 
testing:  California,  Colorado,  Connecticut, 

Georgia,  Hawaii,  Idaho,  Indiana,  Massachu- 
setts, Nebraska,  Oregon,  Rhode  Island  and 
Texas.'^  The  testing  has  been  required  in 
Nebraska  since  1978.  The  United  States 
Public  Health  Service  estimates  that  10%  to 
20%  of  persons  15  years  or  older  are 
susceptible.^  This  figure  has  changed  little 
from  1969,  when  Witte  and  colleagues  found 
19%  of  their  sample,  aged  20-29  years,  was 
susceptible. 

The  purpose  of  this  study  was  to  determine 
rubella  susceptibility,  by  retrospective  analy- 
sis, in  a community  with  known  demographic 
information.  In  addition,  a review  of  previous 
surveys  was  undertaken.  This  study  surveyed 
females  in  the  childbearing  years.  It  took  place 
in  Lincoln,  Nebraska,  a midwest  community 
with  1980  population  of  171,932.  Lincoln  is 
95%  white,  2%  black,  1%  American  Indian,  1% 
Asian  and  1%  Hispanic  or  other.'’ 

Methods 

The  rubella  susceptibility  of  1,000  females 
between  the  ages  of  14  and  45  years  was 
determined.  The  study  took  place  between 
March  19,  1980,  and  July  9,  1982,  at  the 
Lincoln  Clinic,  P.C.,  Lincoln,  Nebraska.  This  is 
a multispecialty  clinic  with  17  physicians,  most 
of  whom  are  in  primary  care. 


STEPHEN  R.  GRENIER,  M.D.* 

DANIEL  MILHALKO,  Ph.D. 

The  study  design  was  a retrospective  analy- 
sis of  registered  patients.  The  study  popula- 
tion had  87%  done  for  prenatal  purposes;  the 
other  were  random,  premarital  or  required 
before  entrance  into  employment  or  post- 
secondary education.  There  were  several 
assumptions  made  at  the  beginning  of  the 
study:  (1)  Pregnant  patients  were  no  more 
likely  or  unlikely  than  the  general  population 
to  be  susceptible  to  rubella.  (2)  The  age  of  the 
sample  population  was  similar  but  not  identi- 
cal to  the  general  population.  Peak  age  in  the 
Lincoln  population  was  19  years  and  the  peak 
age  in  the  study  population  was  23  years. 
Beyond  the  age  of  30,  the  sample  population 
diminished  rapidly  and  the  Lincoln  population 
leveled  off  (see  Table  1).  (3)  The  Lincoln  Clinic 
draws  patients  of  all  ages  and  socioeconomic 
levels  from  the  City  of  Lincoln.  The  Clinic 
accepts  private  and  welfare  patients.  (4)  The 
majority  of  the  study  population  came  from 
Lincoln,  but  a small  percentage  might  have 
come  from  Lancaster  County  or  surrounding 
areas.  The  Clinic  is  located  almost  directly  in 
the  middle  of  the  city’s  population. 

A specimen  of  venous  blood  from  each 
individual  in  the  sample  population  was 
obtained  by  laboratory  personnel.  The  serum 
from  each  specimen  was  tested  with  the 
Rubacell  Diagnostic  Test  by  Abbott  Labora- 
tories.*^ This  test  is  a passive  hemagglutination 
inhibition  (HI)  determination  of  rubella  virus 
antibody.  The  test  follows  the  guidelines  of  the 
Center  for  Disease  Control.”^  It  measures  the 

•Request  for  reprints:  Stephen  R.  Grenier.  M.I)..  Lincoln  Clinic,  P.C..  P O. 
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TABLE  1 


Aqe 

Sample 

Total 

Population 

Total 

Number 

Susceptible 

Percent 

Susceptible 

14 

6 

964 

2 

33 

15 

d 

1140 

2 

25 

16 

13 

1245 

2 

15 

17 

51 

1269 

4 

13 

18 

45 

2247 

7 

16 

19 

55 

3200 

2 

4 

20 

69 

3144 

6 

9 

21 

82 

2876 

9 

11 

22 

84 

2593 

13 

15 

23 

87 

2264 

11 

13 

24 

74 

2115 

9 

12 

25 

61 

2044 

6 

7 

26 

59 

1911 

5 

8 

27 

62 

1842 

6 

10 

28 

57 

1722 

10 

18 

29 

54 

1651 

3 

6 

30 

28 

1549 

5 

23 

31 

27 

1426 

2 

7 

32 

21 

1495 

2 

10 

33 

14 

1376 

0 

0 

34 

9 

864 

2 

22 

35 

11 

1020 

2 

18 

36 

5 

949 

0 

0 

37 

5 

930 

1 

20 

38 

4 

811 

0 

0 

39 

1 

842 

0 

0 

40 

4 

783 

0 

0 

41 

1 

759 

0 

0 

42 

1 

760 

0 

0 

43 

0 

728 

0 

0 

44 

2 

668 

1 

50 

45 

0 

682 

0 

0 

Total 

1000 

47886 

112 

11.2% 

level  of  HI  antibody  equal  to  or  greater  than  a 
1:8  serum  dilution. 

Statistical  analysis  by  confidence  interval 
and  Chi-square  was  performed  using  standard 
formulae.  909f  confidence  intervals  for  percent 
of  population  susceptible  were  calculated  with 
the  formula: 


where  n is  the  sample  size  for  the  ith  age  group, 
Pi  is  the  sample  proportion  susceptible  in  the 
9th  age  group,  N is  the  total  sample  size,  L is 
the  number  of  groups,  and  P is  the  crude 
overall  proportion  susceptible  in  the  sample. 

The  Chi-square  value  is  1.261.  This  repre- 
sents a P value  which  exceeds  .9.  Thus,  there  is 
no  statistical  difference  between  age  groups  as 
far  as  rubella  susceptibility  is  concerned. 

Results 

A total  of  1,131  test  results  were  reviewed  in 
this  study.  131  were  not  used  because  they  did 
not  fit  the  sample  criteria.  Of  the  1,000  useable 
results,  112  were  susceptible  and  the  remain- 
ing 888  were  immune.  Overall  susceptibility 
was  1 1.2%.  Figure  1 shows  the  age  distribution 
of  both  susceptible  and  immune  patients.  For 
each  age  year  the  percentage  varied  widely.  To 
facilitate  analysis,  the  ages  were  grouped. 
Table  2 shows  the  results  by  age  groups. 

Discussion 

In  the  past  20  years,  numerous  reports  of 
rubella  susceptibility  have  appeared  in  the 
medical  literature.  Table  3 compares  various 
surveys.  The  earliest  was  in  1964.^  Only  one 
study,  by  Lawless  and  colleagues  in  1979, 
made  any  comparison  between  the  character- 
istics of  the  sample  population  and  the  local 
population  surveyed.^®  Nevertheless,  all  have 


lower  limit 
and 


■ I”. 


e 


upper  limit  = 


where  B is  the  number  of  successes  in  the  n 
Bernoulli  trials  and  f nin2  is  the  upper 
th  percentile  for  the  F distribution  with  ni 
degrees  of  freedom  in  the  numerator  and  n2 
degrees  of  freedom  in  the  denominator.®  The 
Chi-square  analysis,  for  differences  in  propor- 
tion of  rubella  susceptibility  between  age 
groups,  was  calculated  with  the  formula: 


u 


extrapolated  their  data  to  represent  the 
population  of  that  given  area.  Confidence 
interval  testing  was  not  performed.  This 
appears  to  represent  a study-design  flaw. 
Results  should  not  be  extrapolated  without 
knowledge  of  and  comparison  to  population 
figures  for  each  age  surveyed. 

The  closest  surveys  to  Lincoln  are  two 
studies  from  Chicago,  in  1970''^  and  1978, 
and  one  from  Colorado  during  the  years  1971- 
1973.1^ 

The  large  study  by  Abbott  Laboratories, 
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Figure  1 

Age  distribution  of  susceptible  and  immune  patients 
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Table  2 

Results  and  confidence  intervals  by  age  group 

40 

45 

Age 

Sample 

Total 

Number 

Susceptible 

Percent 

Susceptible 

Population 

Total 

90% 

Confidence  Interval 
for 

Percent  of  Population 
Susceptible 

14-19 

158 

19 

12.03 

10,071 

(.081  , 

.167) 

20-24 

396 

48 

12.12 

12,992 

(.095  , 

.150) 

25-29 

313 

30 

9.58 

9,170 

(.071  , 

.126) 

30-34 

99 

11 

11.11 

6,730 

(.065  , 

.172) 

35-39 

26 

3 

11.54 

4,552 

(.032  , 

. 273) 

40-45 

8 

1 

12.50 

4,371 

(.006  , 

.470) 

Total 

1000 

112 

11.20 

47,886 
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Table  3 

Comparison  of  rubella-susceptibility  surveys 


Investigator 

Date 

Location 

Sample 

Population 

Sample 

Age 

Sex 

Susceptibility 

Percent 

Size 

Size 

Type 

Titer 

Susceptible 

Sever, 

1904 

12  large 

600 

* 

prenatal 

14-44 

F 

17.5% 

et  al  ^ 

metro- 

white 

13.7% 

politan 

hospitals 

black 

20.6% 

Byrne , 

1967 

Rhode 

651 

. 

75%  pre- 

14-48 

F 

^1:10 

overall 

10.9% 

ot  al  ^ 

Island 

marital 

^ 16 

14.3% 

or  pre- 

16-20 

10.1% 

natal 

21-25 

15.7% 

25%  random 

26-30 

13.8% 

31-35 

2.3% 

Witte. 

et 

1968 

Tampa , 

1,143 

• 

random 

*2-^5 

M&F 

* 

5-9  y/o 

65% 

Florida 

10-14  y/o 

41% 

20-29  y/o 

19% 

older  age 

7-12% 

Sinclair , 
et  al 

1968- 

Miami 

200 

. 

premarital 

*-45 

F 

^1:10 

black 

7.3% 

1969 

Cuban 

46.5% 

other 

22.7% 

overall 

24.5% 

Zackler, 
et  al  12 

1970 

Chicago 

5,764 

* 

premarital 

15-50+ 

F 

<1:10 

overall 

white 

11.  7% 
12.6% 

black 

7.5% 

CDcll 

1971- 

8 areas 

52,153 

• 

family 

10-40 

F 

<1:10 

overall 

14% 

Judson 

1973 

of  U.S. 

planning 

clinics 

1971- 

1973 

Colorado 

22,785 

* 

premarital 

?-54 

F 

-■1:10 

overall 

14.4% 

Povar , 

et  al^^ 

1976 

Vermont 

4,452 

• 

random 

* 

F 

^1:8 

overall 

13.0% 

(579) 

CD(4® 

1978 

Philadel- 

1,560 

• 

family 

. 

F 

cl:  10 

overall 

15.2% 

phia 

planning 

, 

15-19  y/o 

16.7% 

clinics 

20-24  y/o 

16.8% 

25-29  y/o 

11.9% 

30-34  y/o 

10.0% 

35-39  y/o 

19.0% 

40+ 

5.5% 

Lamprecht, 
et  al^^ 

1978 

Chicago 

578 

* 

prenatal 

. 

F 

cl:  10 

overall 

12.8% 

white 

18.0% 

black 

9.5% 

Lieberman , 
et  alls 

1978 

Rhode 

Island 

1,635 

* 

premarital 

?-54 

F 

* 

overall 

12.4% 

Lawless , 

1979 

Winston- 

702 

2,990 

random 

6th  grade 

M&F 

<-1:8 

overall 

15.0% 

et  all-9 

Salem, 

(mean  age  11.4) 

boys 

16.5% 

NC 

girls 

13.6% 

white 

16.0% 

nonwhite 

12.6% 

free  lunch 
non-f ree 

10.2% 

lunch 

16.5% 

Robinson, 
et  al  20 

1980- 

California 

459 

. 

random  preadolescent 

M&F 

< 1:8 

overall 

13.5% 

1981 

& adolescent 

Abbott 

-6 

* 

* 

5,063 

* 

random  & 

* 

M&F 

<1:8 

overall 

7.76% 

Laboratories  premarital 

* not  specified 


including  5,063  individuals,  shows  a low 
overall  susceptibility  of  7.76%.®  No  informa- 
tion is  listed  regarding  the  survey  date, 
location,  population  size  or  age.  Inquiries  by  us 
to  the  company  to  obtain  more  information 
went  unanswered. 


The  results  of  this  Lincoln  survey,  by 
stratified  age  groups,  showed  remarkable 
similarity.  This  is  in  contrast  to  most  previous 
studies.  12.03%  of  those  age  14-19  were 
susceptible,  as  were  11.54%  of  those  20  years 
older,  age  35-39.  Those  immune  in  the  younger 
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age  group  probably  reflect  vaccine  protection. 
Those  immune  in  the  older  age  group  probably 
had  rubella.  Thus,  the  population  in  Lincoln  is 
now  homogeneous  for  susceptibility.  Previous 
studies  generally  demonstrate  more  suscep- 
tibility in  younger  age  groups.  Therefore,  the 
vaccine  appears  to  have  improved  immunity  in 
the  young. 

Many  questions  remain  about  elimination  of 
rubella  and,  in  particular,  congenital  rubella 
syndrome.  It  appears  that  rubella  screening 
should  take  place  at  the  time  of  puberty,  even 
with  a known  rubella  immunization  history.  A 
good  opportunity  to  do  this  is  at  the  time  of  the 
required  exam  before  entrance  into  seventh 
grade.  If  this  is  missed,  then  certainly  it  should 
be  done  before  planned  or  actual  pregnancy. 
The  law  requiring  premarital  rubella  serology 
should  continue.  Clinic  and  hospital  employees, 
as  well  as  their  medical  staffs,  should  be 
screened. 

Summary 

To  assess  rubella  susceptibility  in  women  of 
childbearing  age,  1,000  patients  in  Lincoln, 
Nebraska,  had  antibody  testing.  The  overall 
susceptibility  was  11.2%.  The  various  age 
groups  had  similar  percentages;  their  dif- 
ferences were  not  statistically  significant.  The 
results  demonstrate  improvement  in  immune 
levels  when  compared  with  previous  surveys  in 
other  locations.  Antibody  screening  should 
include  not  only  premarital  and  prenatal 
patients,  but  also  adolescents  and  young 
adults.  This  is  essential  for  the  elimination  of 
rubella  transmission  and  congenital  rubella 
infection. 
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Rubella  in  Nebraska 


Rubella  (German  measles  or 
three  day  measles)  is  one  of  the 
mildest  of  the  common  viral 
illnesses  of  childhood.  It  is  characterized  by 
fever,  arthralgia,  maculopapular  rash,  and 
postauricular  and  suboccipital  lymphadeno- 
pathy.  First  described  in  the  literature  in  the 
mid- 18th  century,  rubella  attracted  little  fur- 
ther attention  until  the  1940’s,  when  the 
congenital  rubella  syndrome  (CRS)  was  first 
described  by  Dr.  Norman  Gregg,  an  Australian 
opthalmologist.  The  features  of  this  devastat- 
ing illness  include  deafness,  cataracts,  mental 
retardation  and  congenital  heart  disease.  The 
course  of  CRS  is  that  of  a subacute  to  chronic 
infection  of  the  developing  fetus  via  placental 
crossing  of  the  rubella  virus  during  the  early 
stages  of  pregnancy. 

Isolation  of  the  rubella  virus  and  the 
development  of  an  attenuated  live  virus 
vaccine  (first  licensed  in  1969)  have  made 
rubella  and  CRS  a preventable  disease.  In  the 
late  1960’s  and  early  1970’s  an  immunization 
program  was  started  in  the  U.S.  resulting  in 
the  immunization  of  99  million  persons  be- 
tween 1969-1979.'  The  goal  of  this  program 
was  to  reduce  the  incidence  of  CRS  by 
immunizing  prepubertal  children  of  both  sexes 
age  12  months  and  older.'^  The  vaccine  has 
been  found  to  be  effective  in  reducing  the 
incidence  of  rubella  in  pregnancy,  thereby 
virtually  eliminating  CRS.  This  has  been 
accomplished  with  relatively  minor  side  ef- 
fects.^ Cases  of  acute  rubella  as  reported  by 
physicians  in  Nebraska  to  the  State  Depart- 
ment of  Health  have  shown  a downward  trend 
since  vaccine  licensure  in  1969.  (Table  1.) 

Despite  the  success  of  immunizing  children, 
there  is  a disturbing  high  susceptibility  rate 
among  women  of  childbearing  age  in  Nebraska. 
These  run  the  risk  of  acquiring  CRS  and/or 
seeding  the  community  with  wild  rubella  virus. 
Statistics  from  the  Nebraska  Department  of 
Health  indicate  that  in  1981,  467  of  8002 
(9.6%)  premarital  women  tested  demonstrated 
no  antibodies  to  rubella.^  Other  statistics 
indicate  that  school  children  in  Nebraska  are 
now  immunized  for  rubella  at  a rate  of 
approximately  94%.^  Studies  have  shown  a 
post-vaccine  seroconversion  rate  of  up  to 
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97%."  We  may  expect,  then,  that  approxi- 
mately 9%  of  females  per  year  (including  those 
not  vaccinated  and  those  who  are  vaccine 
failures)  would  lack  rubella  immunity.  Other 
studies  have  shown  a lack  of  rubella  immunity 
in  certain  groups  of  women  in  up  to  33%  of 
those  tested.®  ”® 

Reduction  in  the  incidence  of  congenital 
rubella  syndrome  has  been  accomplished  by 
either  (or  a combination  of)  two  methods: 


Table  1 


Rubella  cases  reported  to  the  Nebraska  Department 
of  Health  1969-1981 
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1.  Decreasing  the  amount  of  wild  rubella  virus 
by  reducing  the  number  of  acute  rubella 
infections  in  a population.  This  is  accomp- 
lished by  immunizing  children  prior  to  the 
time  they  might  ordinarily  contract  rubella. 

2.  Decreasing  the  number  of  rubella  sus- 
ceptible females  in  the  reproductive  age 
group. 

The  approach  to  rubella  control  in  Nebraska 
and  the  United  States  has  been  primarily  to 
vaccinate  young  children  and  to  selectively 
vaccinate  women  in  the  reproductive  age  group 
(i.e.,  post-partum  vaccination  of  non-immune 
women).  Some  European  countries  have  chosen 
to  routinely  immunize  other  age  groups,  (i.e., 
adolescent  girls)  and  selectively  immunize 
other  groups  of  women.  Both  methods  ap- 
parently have  their  advantages  and  disad- 
vantages." 

Our  data  indicate  that  despite  the  success  of 
our  vaccination  program,  there  appears  to  be  a 
significant  number  of  reproductive  age  rubella 
susceptible  women  in  Nebraska.  Immunization 
of  this  susceptible  population  with  appropriate 
vaccine  at  or  prior  to  attainment  of  pubescence 
could  significantly  decrease  the  susceptible 
population.  Routine  vaccination  at  this  time 
has  been  recommended  by  some  authors,"’  but 
carries  the  economic  disadvantage  of  revac- 
cinating a significant  number  of  already 
immune  individuals.  There  appears  to  be  no 
additional  risk  of  reactions  among  previously 
vaccinated  persons."  A program  of  screening 
and  selective  vaccination  of  non-immune  in- 
dividuals would  not  only  identify  the  popula- 
tion at  risk,  but  would  eliminate  unnecessary 
vaccinations  of  immune  individuals.  Because 
CRS  caused  by  the  rubella  vaccine  virus  is 
only  theoretically  possible,"’  any  female  in  the 
reproductive  age  group  should  be  asked  if  she 
is  pregnant  and,  if  not,  if  she  will  avoid 
pregnancy  for  90  days  following  vaccination.  If 
both  questions  are  answered  appropriately, 
she  can  receive  the  vaccine  after  proper 
counselling  and  initiation  of  a medically 
approved  method  of  contraception.  Vaccine 
side  effects  such  as  muscle  aches  can  be 
expected  in  a fairly  large  number  of  vaccinees 
(up  to  40 Vi ) but  these  are  almost  always  mild." 
Patients  with  altered  immune  status  or  al- 
lergies to  any  vaccine  com[)onent  should  not 
receive  the  live  virus  vaccine.  Screening 
of  pubescent  females  (10-12  years)  could  be 


done  at  a number  of  other  times  including 
school  physicials,  camp  physicals,  or  sports 
exams. 

The  annual  cost  of  such  a program  of 
screening  and  selective  vaccination  would  be 
as  follows  — assuming  all  12  year  old  females 
are  screened  annually: 

12,000  X $3.50"  = $42,000 

(Approximate  number 
of  12  yr.  old  females 
in  Nebraska)" 

Assuming  a 9V(  sero-negative  rate  (1,080 
individuals),  the  vaccination  cost  would  be: 

1,080  X $3.90  = $4,212 

Number  of  sero- 
negative individuals 

Total  annual  cost  would  be  $46,212  or  $42.79 
per  non-immune  individual.  Cost  for  routine 
re-vaccination  of  12  year  olds  would  be 
$46,800.  This  formula  does  not  take  into 
consideration  physician’s  fees  or  vaccine  ad- 
ministration fees.  Third  party  reimbursement 
may  or  may  not  apply  to  rubella  screening 
and/or  vaccination. 

A less  costly  and  equally  effective  method  of 
screening  for  rubella  susceptibility  would  be  to 
identify  those  women  who  do  not  have  the 
objective  evidence  of  immunization  (record  of 
rubella  vaccination  after  one  year  of  age).  This 
method  would  eliminate  laboratory  costs  as 
well  as  fees  for  professional  services  neces- 
sitated by  physical  examination.  Such  deter- 
mination could  be  carried  out  during  routine 
physical  examinations  as  well  as  school  im- 
munization assessment  programs  held  an- 
nually. 

The  financial  impact  of  rubella  is  difficult  to 
assess.  Schoenbaum,  et  al  calculated  a lifetime 
cost  for  acute  rubella  infection  of  $2.70  per 
person."  Assuming  a 75  year  life  span,  annual 
costs  for  rubella  in  Nebraska  would  be: 
1,569,825  X $2.70  = $56,513 

(Population  of 
Nebraska)"" 

75  years 

7’he  Schoenbaum,  et  al,  study  also  cal- 
culated an  average  lifetime  cost  for  care  and 
schooling  of  a child  with  CRS  at  $161,000  with 
a potential  total  cost  of  greater  than  $400,000. 
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Farber  and  Finkelstein,  in  their  cost/benefit 
analysis  of  a mandatory  premarital  rubella 
antibody  screening  program  in  Massachusetts, 
calculated  a break-even  cost  for  rubella  anti- 
body screening  at  $3.56  per  test.*’’ 

Currently,  the  Committee  on  Infectious 
Diseases  of  the  American  Academy  of  Pedi- 
atrics and  the  U.S.  Public  Health  Service 
Advisory  Committee  on  Immunization  Pro- 
cedures recommend  vaccination  for  rubella  of 
non-immune  females  of  child  bearing  age 
excluding  those  who  may  be  pregnant  or  who 
plan  to  become  pregnant  in  the  3 months 
following  vaccination.  The  committees  also 
recommend  screening  patients  for  rubella 
immunity  prior  to  vaccination.^  " 

Congenital  rubella  syndrome  is  a devastat- 
ing illness  with  far  reaching  medical,  social, 
personal  and  financial  implications.  Despite 
our  best  efforts,  CRS  continues  to  occur  once 
in  every  100,000  live  births.^  Eliminating 
rubella  and  CRS  will  be  the  concern  of  several 
medical  specialities  including  Family  Practice, 
Obstetrics  and  Pediatrics.  A program  of 
screening  and  appropriate  vaccination  will 
help  identify  and  treat  the  population  at  risk 
and  should  decrease  the  number  of  rubella 
susceptible  females  in  Nebraska. 

Whether  the  cost  and  effort  of  such  a 
program  is  justified  in  Nebraska  will  probably 
be  decided  after  further  studies  and  debate. 
Until  such  time,  those  practitioners  who 
provide  care  to  the  population  at  risk  should 
consider  such  a screening  program  as  a 
method  of  decreasing  the  number  of  rubella 
susceptible  females. 
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Comparison  of  Outpatient  Dressings 
for  Partial  Thickness  Burns 


Presented  at  the  Nebraska  Chapter, 
American  College  of  Surgeons, 

April  30,  1983,  Lincoln,  Nebraska 

According  to  the  National  in- 
stitute of  Burn  Medicine,  an 
L estimated  two  million  bums 
occur  annually  in  the  United  States. Small 
partial  thickness  bums  comprise  approximately 
95%  of  all  treated  burns.^  Such  burns  often 
occur  as  a result  of  contact  with  hot  liquids  and 
metals,  ignition  or  spontaneous  combustion  of 
flammable  liquids,  or  explosions.^  Most  pa- 
tients with  small  burns  are  treated  on  an 
ambulatory  basis  in  doctors’  offices,  outpatient 
clinics  or  emergency  departments. 

Burns  that  may  be  treated  on  an  outpatient 
basis  generally  include  any  partial  thickness 
burn  covering  less  than  15%  of  the  body 
surface  in  adults  and  less  than  10%  in  children 
and  infants.'^  Exceptions  include  burns  located 
in  the  critical  areas  of  the  face,  neck,  hands, 
feet,  perineum,  and  genitalia.  Additional  fac- 
tors for  the  consideration  of  treatment  on  an 
outpatient  basis  are  the  patient’s  age,  presence 
of  systemic  disease,  socio-economic  back- 
ground and  patient’s  reliability  in  pursuing 
follow-up  care. 

All  current  treatment  modalities  of  the 
outpatient  burn  wound  begin  with  gentle 
cleansing  of  the  wound  with  sterile  saline 
and/or  a mild  soap  with  subsequent  debride- 
ment of  all  devitalized  tissue.  Debridement 
normally  avoids  primary  rupture  of  intact 
blisters,  since  they  are  a sterile  biologic 
dressing  for  the  burn  injury.*''’  After  the  wound 
is  cleaned,  it  is  usually  covered  with  either  a 
topical  antimicrobial  agent,  Silvadene  Cream, 
and  a fine  mesh  gauze  or  with  Xeroform  gauze 
alone.  A bulky  occlusive  dressing  completes 
the  initial  treatment.  Dressings  are  changed  at 
subsequent  office  visits  at  intervals  of  three  to 
seven  days  until  the  burn  wound  has  healed,  a 
period  of  approximately  three  weeks.  This 
approach,  however,  may  not  represent  the 
optimal  course  of  treatment  for  such  wounds. 

The  present  study  evaluated  different  treat- 
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ment  modalities  for  standardized  partial  thick- 
ness thermal  injuries  of  rabbits.  The  burn 
wounds  were  either  untreated  (control)  or 
covered  with  Op-Site,  Silvadene  dressings, 
Xeroform  dressings  or  Biobrane.  Factors 
evaluated  included:  ease  and  simplicity  of 
dressing  changes,  time  interval  for  healing  of 
burn  wound,  incidence  of  significant  bacterial 
invasion  and/or  infection  10'^  organisms  per 
gm  of  tissue),  and  incidence  of  conversion  to 
full  thickness  defect. 

Materials  and  Methods 
Animals  and  Care 

This  study  used  thirteen  New  Zealand  white 
rabbits  weighing  2.0  +.  0.2  kg.  The  animals 
were  quartered  in  separate  compartments  and 
maintained  under  standardized  conditions 
regarding  temperature,  humidity,  and  light.  All 
had  free  access  to  food  and  water. 

Burn  Technique 

Initially  each  rabbit  was  anesthetized  with  2 
ml  of  Ketamine  intramuscularly  with  addi- 
tional analgesic  administered  as  needed.  The 
dorsal  and  lateral  aspects  of  the  rabbit  were 
carefully  shaved  with  a #40  blade  electric 
clipper.  A depilatory  agent  was  applied  to  the 
shaven  area  to  remove  any  remaining  fur. 
Twenty-five  uniform  burns  were  obtained  by 
applying  a 5 x 3 x 0.6  cm  aluminum  template, 
heated  for  five  minutes  in  a 80°C  water  bath,  to 
moistened  animal  skin  for  60  seconds.  Each 
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animal  received  two  burns,  one  on  each  side, 
except  one  rabbit  which  received  one  burn. 
This  method  consistently  produced  a partial 
thickness  burn  injury. 

The  burns  were  measured  on  the  fourth 
post-burn  day  when  margins  were  distin- 
guishable. At  this  time,  a punch  biopsy  was 
also  obtained  for  microscopic  examination  to 
determine  the  depth  of  injury. 

Treatment 

Immediately  after  injury  the  burns  were 
randomly  divided  into  one  of  five  therapeutic 
regimens  w’ith  five  burns  per  regimen.  This 
division  was  modified  by  the  stipulation  that 
no  rabbit  would  have  both  burns  treated  in  the 
same  manner. 

Control  group:  Received  no  treatment  with  the 
wound  remaining  “open”. 

Op-Site  group:  The  Op-Site  (Acme  United 
Corp,  Bridgeport,  CT)  was  placed  over  the 
injury  after  tincture  of  benzoin  was  applied 
to  the  unburned  surrounding  skin  to  secure 
its  edges. 

Silvadene  group:  Treatment  consisted  of  twice 
daily  application  of  Silvadene  Cream  (Marion 
Laboratories  Inc.,  Kansas  City,  MO)  and  a 
fine  mesh  gauze. 

Xeroform  group:  The  Xeroform  gauze  (Chese- 
brough  Ponds  Inc.,  Greenwich,  CT)  was 
changed  approximately  every  3 days. 
Biobrane  group:  An  appropriate  size  piece  was 
soaked  in  sterile  saline,  applied  to  the  burn 
wound,  and  secured  with  sterile  staples. 
Biobrane  was  supplied  by  American  Hospi- 
tex  Company,  Decatur,  GA. 

All  dressings  were  applied  within  15  minutes 
of  injury.  Op-Site  was  applied  once  on  the 
initial  burn  day  and  required  no  further  care. 
The  Silvadene,  Xeroform  and  Biobrane  treat- 
ments were  covered  by  a sterile,  occlusive 
bandage.  The  bulky  dressings  avoided  cover- 
ing either  the  control  or  Op-Site  treated  burns. 
Although  Xeroform  dressings  were  changed 
approximately  every  3 days,  daily  wound 
inspection  necessitated  the  removal  and  re- 
placement of  the  occlusive  bandage.  Use  of 
Silvadene  required  sterile  dressing  changes 
twice  daily,  a very  time  consuming  process. 
Dressings  were  changed  until  burn  wound 
healing  was  complete. 

The  rabbits  were  observed  daily  for  signs  of 


infection  either  erythema  or  pustular  wound 
drainage.  Rate  of  healing  was  determined  by 
the  length  of  time  required  for  complete 
epithelization  of  the  burn  wound.  Quantitative 
burn  wound  cultures  were  obtained  on  post- 
burn days  5 and  10  to  monitor  the  bacterio- 
logic  count. 

Methods  for  Quantitative  Bacteriology 

After  the  rabbits  were  anesthetized  with 
Ketamine,  the  surface  of  the  wound  was 
cleansed  with  70%  isopropyl  alcohol,  and  a 
biopsy  specimen  was  obtained  with  a 4 mm 
dermal  punch  and  weighed.  The  specimen  was 
macerated  in  a sterile  tissue  grinder  with  2 ml 
of  sterile  isotonic  saline  and  duplicate  serial 
tenfold  dilutions  were  made.  An  aliquot  of  0.5 
ml  from  each  dilution  was  placed  in  a sterile 
petri  dish  and  10  ml  of  liquified  brain  heart 
infusion  agar  were  added.  The  plates  were 
incubated  for  24  hours  at  37°C  in  CO2 
atmosphere  and  colony  counts  were  deter- 
mined. Wound  colonization  was  calculated 
according  to  the  method  described  by  Loebl, 
et  al.’  The  different  colony  types  were  gram 
stained  and  organisms  identified  using  stan- 
dard methods.® 

Results 

The  aluminum  template  consistently  pro- 
duced a partial  thickness  burn  5 x 3 cm  in  size. 
Histologic  examination  of  the  wound  four  days 
post-burn  revealed  necrosis  of  the  entire 
epidermal  layer  with  extension  of  the  destruc- 
tion into  the  upper  dermal  layer  but  with 
preservation  of  skin  appendages. 

Immediately  post-burn,  the  wound  appeared 
erythematous  and  edematous;  but,  this  re- 
action subsided  within  24  hours.  A visible 
eschar  was  present  within  72  hours  on  all  burn 
wounds  except  those  covered  by  Op-Site.  In 
these  wounds  a whitish  film  developed  under- 
neath the  dressing.  A slight  drainage  was  noted 
from  one  Silvadene  treated  burn  for  one  day. 
As  healing  progressed,  separation  of  the 
eschar  or  Op-Site  revealed  a newly  formed 
epidermal  layer  of  skin. 

After  three  days  the  Biobrane  portion  of  the 
study  was  discontinued.  Despite  being  se- 
curely stapled  in  place  on  several  occasions, 
the  exposed  Biobrane  was  easily  removed  by 
the  rabbits.  The  lack  of  adherence  between  the 
Biobrane  dressing  and  the  burn  wound  con- 
tributed to  its  removal. 
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One  of  the  thirteen  rabbits  died  eight  days 
post-burn.  This  animal’s  burns  were  treated 
with  Op- Site  on  one  side  and  with  Biobrane  on 
the  other.  The  probable  cause  of  death  was 
burn  wound  sepsis  and/or  pneumonia.  Prior  to 
its  death,  a purulent  discharge  was  present  in 
its  nose  and  the  rabbit  appeared  to  be  in 
respiratory  distress.  Quantitative  burn  wound 
cultures  were  obtained  from  both  burn  sites 
and  revealed  a significant  Staphylococcus 
aureus  burn  wound  sepsis  of  the  Biobrane 
treated  wound  (>10®  organisms/gm).  This 
correlated  with  the  clinical  appearance  of  the 
treated  wounds. 

A second  animal  was  sacrificed  after  quanti- 
tative cultures  were  taken  on  the  10th  day. 
From  the  first  post-burn  day  the  rabbit 
exhibited  both  urinary  and  fecal  incontinence 
and  paralysis  of  the  hind  legs,  suggesting  a 
ruptured  disc  secondary  to  handling.  With  no 
improvement  in  the  paralysis,  the  rabbit  was 
sacrificed  after  obtaining  the  second  burn 
wound  biopsies.  The  quantitative  burn  wound 
cultures  revealed  counts  of  <10^  organisms/gm 
for  the  Silvadene  treated  burn,  and  >10^  gram 
negative  bacilli  per  gram  of  tissue  for  the 
control  side. 

TABLE  I 
Rate  of  Healing 

Type  of  Dressing  Healing  Time  (days) 

Control 15.25  3.3 

Op-Site 13.25  ± 0.5 

Xeroform 18.00  3.8 

Silvadene 18.50  ±5.5 

The  rate  of  wound  healing  varied  significantly 
with  the  different  dressings.  As  evident  in 
Table  I,  the  most  rapidly  healing  burn  wounds 
were  covered  by  Op-Site  and  healed  in  13.25 
±0.5  days.  Statistically  significant  differences 
in  healing  rates,  however,  were  seen  only  when 
Xeroform  and  Op-Site  were  compared.  Using 
the  two-tail  test,  Xeroform  treated  wounds 
were  significantly  slower  in  healing  than  the 
Op-Site  group  (p  < 0.01).  Due  to  the  large 
standard  deviation  of  the  Silvadene  treated 
group,  no  statistically  significant  differences 
could  be  found  when  compared  to  the  Op-Site 
group.  Healing  was  complete  in  all  wounds  by 
25  days  postburn.  Based  on  healing  times  and 
clinical  observations,  none  of  the  partial 
thickness  burns  converted  to  a full  thickness 
defect. 


Quantitative  burn  wound  biopsies  obtained 
on  post-burn  days  5 and  10  showed  colony 
counts  varying  from  <10^  to  7.4  x 10'^ 
organisms/gm.  Table  II  shows  that  the  number 
of  burns  with  > 1 0'^  organisms/gm  tended  to  be 
lowest  with  Op- Site  and  Silvadene.  Eighty 
percent  of  the  Xeroform  treated  burns  had 
>10’  organisms/gm  on  days  5 and  10  post- 
burn. Bacterial  counts  ^10'  organisms/gm 
were  common  for  Xeroform  dressings  and  the 
control. 

TABLE  II 

Significant  Bacterial  Counts 

Day  5*  Day  10* 

Op-Site 20  40 

Silvadene 40  20 

Control 40  40 

Xeroform 80  80 

*Percent  of  bums  with  ±10^  organisms  per  gram  of 
tissue. 

A variety  of  organisms  were  cultured  from 
the  burn  sites  (Table  III).  Both  gram  positive 
and  gram  negative  bacteria  were  isolated 
including:  coagulase  negative  staphylococci 
(the  dominant  organism  in  all  groups).  Staphy- 
lococcus aureus,  gram  negative  bacilli,  micro- 
cocci and  diphtheroids.  The  bacteriologic  flora 
were  similar  for  each  group  (Table  IV). 

Discussion 

Presently,  there  is  no  commonly  accepted 
outpatient  treatment  for  partial  thickness 
burns.  The  natural  history  of  an  uncomplicated 
partial  thickness  burn  is  complete  healing 
within  three  or  less  weeks.  If  treated  im- 
properly, a partial  thickness  burn  can  convert 
to  a full  thickness  defect,  primarily  as  a result 
of  infection.  Therefore,  the  main  objective  in 
treating  a partial  thickness  burn  is  to  prevent 
infection  and  thus  allow  optimal  healing. 

The  burns  inflicted  on  the  rabbits  were 
representative  of  partial  thickness  burns  that 
would  ordinarily  be  treated  on  an  outpatient 
basis.  This  study  examined  not  only  the  two 
most  popular  burn  wound  dressings,  Silvadene 
and  Xeroform,  but  also  two  newer  methods  of 
treatment,  Op-Site  and  Biobrane.  Due  to 
technical  difficulties  with  the  animal  model, 
the  Biobrane  portion  of  the  study  was  dis- 
continued. 

Wound  healing  for  the  different  dressings 
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TABLE  III 

Flora  Cultured  from  Burn  Wounds 
Organisms 

Number  (%)  of  Burn  Wounds 
Organisms  Day  5 Day  10* 

Coagulase  Negative 

Staphylococci 13  (65)  9 (45) 

Staphylococcus  aureus 1 (5)  3 (15) 

Gram  Negative  Bacilli 7 (35)  6 (30) 

Micrococci 1 (5)  0 

Diphtheroids 1 (5)  0 

•This  includes  two  burns  biopsied  on  Day  9 post  bum. 

TABLE  IV 

Incidence  of  Wound  Colonization  Based  on 
Type  of  Dressing 

Number  of  Burn  Wounds  Colonized 


Organisms 

Control  S 

ilvadene  Op-Site* 

Xeroform 

<10^  organisms/gm 

3/2** 

1/3 

2/2 

0/1 

Coagulase  Negative 
Staphylococci 

2/3 

3/2 

3/2 

5/3 

Staphylococcus  aureus 

0/1 

0/1 

0/1 

1/1 

Micrococci 

— 

— 

1/0 

— 

Gram  Negative  Bacilli 

1/2 

4/0 

2/2 

0/1 

Diphtheroids 

— 

— 

— 

1/0 

•One  biopsy  obtained  on  Day  9 post  bum. 

••Day  5/Day  10 

was  tollowed  daily.  Up- bite  appeared  to 
promote  a more  consistent  and  more  rapid  rate 
of  wound  epithelization,  often  as  early  as  13 
days.  The  other  three  therapeutic  modalities 
required  varying  time  intervals  for  healing: 
Silvadene,  from  13  to  25  days,  Xeroform,  from 
13  to  22  days,  and  the  untreated  control,  from 
13  to  20  days. 

“Burn  wound  sepsis”  is  usually  defined  as 
bacteria  actively  growing  in  the  bum  wound  in 
numbers  exceeding  10®  organisms  per  gram  of 
tissue  and  actively  invading  the  subjacent 
unbumed  tissue.®  In  order  to  diagnose  “bum 
wound  sepsis”  tissue  biopsies  through  the 
eschar  must  be  obtained.  The  goal  of  topical 
antimicrobial  therapy  is  to  limit  the  number  of 
bacteria  to  10®  to  10^  organisms  per  gram  of 
tissue,  since  eradication  of  bacteria  in  bum 
wounds  is  impossible.®  Of  the  dressings,  Op- 
Site  and  Silvadene  suppressed  bacterial  colon- 
ization better  than  Xeroform,  which  lacking 
any  antimicrobial  properties,  allowed  the 
highest  colony  counts.  Although  some  cultures 
had  counts  of  :>10®  organisms/gm,  the  burn 
wounds  showed  no  evidence  of  infection  or 
conversion  to  full  thickness  defect. 


Evidence  obtained  from  this  animal  study 
suggests  that  Op-Site  is  as  effective  in  the 
treatment  of  outpatient  partial  thickness  burn 
wounds  as  Silvadene.  However,  the  effective- 
ness of  appropriate  burn  wound  therapy 
depends  not  only  on  objective  criteria  (meas- 
ured by  this  experiment)  but  also  on  human 
factors.  Some  treatments,  such  as  Silvadene, 
require  active  participation  by  both  the  patient 
and/or  relative  to  execute  dressing  changes 
twice  daily.  Op- Site,  in  contrast,  needs  no 
further  active  care  after  initial  application  and 
merely  requires  the  passive  cooperation  of  the 
patient.  A second  important  factor  is  the 
ability  to  easily  and  accurately  monitor  the 
wound  for  signs  of  infection.  The  transparency 
of  Op-Site  allows  continuous  visualization  and, 
hence,  simpler  assessment  of  the  bum  wound 
by  both  the  physician  and  the  patient.  Proper 
evaluation  of  Silvadene  treated  wounds  re- 
quires physician  experience.  Lastly,  the  num- 
ber of  office  visits  should  be  minimized  using 
Op-Site  since  the  patient  can  easily  assess  his 
own  wound.  Thus  the  expense  and  incon- 
venience for  bum  wound  treatment  is  reduced. 


Summary 

This  experiment  in  rabbits  shows  objective- 
ly that  the  efficacy  of  treating  partial  thickness 
bum  wounds  with  Op-Site  is  equal  or  better 
than  the  results  with  Silvadene.  When  the 
human  factors  necessary  for  successful  treat- 
ment are  considered.  Op- Site  would  appear  to 
be  a better  choice  and,  consequently,  deserves 
a clinical  trial  in  treating  such  bums. 
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The  Nebraska  Infection 
Control  Network 


Recent  years  have  seen  an  ex- 
ponential increase  in  the  atten- 
tion which  is  being  paid  to 
institutionally  acquired  (nosocomial)  infec- 
tions. It  is  known  that  about  5%  of  all  patients 
who  are  admitted  to  acute  care  hospitals  in  the 
United  States  develop  nosocomial  infections 
during  their  stay  in  the  hospital.^’^  A recent 
survey  suggests  that  infection  rates  are  pro- 
bably quite  similar  for  nursing  homes.^  The 
leading  nosocomial  infections  in  hospitals  are 
urinary  tract  infection,  wound  infection,  and 
pneumonia.  The  leading  nosocomial  infections 
in  nursing  homes  are  urinary  tract  infection 
and  infected  decubitus  ulcers.  Infections  in 
hospitals  and  nursing  homes  can  be  minimized 
by  an  active  infection  control  program;  for  this 
reason  the  Nebraska  Infection  Control  Net- 
work has  been  developed. 

There  are  some  obvious  differences  in 
infection  control  problems  which  confront 
hospitals  and  nursing  homes.  These  relate  to 
patient  risk  factors,  patient  age,  degree  of 
physician  supervision,  and  availability  of  mic- 
robiology laboratory  facilities.  However,  the 
basic  principles  of  infection  control  can  be 
applied  to  both  types  of  institutions.  Hospitals 
and  nursing  homes  are  similar  with  regard  to 
(1)  general  pathogenesis  of  nosocomial  in- 
fection in  the  institutions,  (2)  prevention  and 
spread  of  these  infections,  (3)  the  need  and 
mechanisms  for  isolation  of  infections, 
(4)  general  control  measures,  such  as  maintain- 
ing adequate  sterility  of  instruments  and 
correct  catheter  insertion  techniques,  (5)  prin- 
ciples of  maintenance  of  employee  health,  (6) 
basic  educational  techniques,  (7)  the  need  and 
techniques  for  data  collection  on  infections 
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(surveillance),  (8)  the  need  for  early  detection 
and  investigation  of  epidemics,  and  (9)  disease 
reporting.  Because  of  these  similarities  and 
because  hospitals  and  nursing  homes  can 
profitably  share  infection  control  experience, 
the  Nebraska  Infection  Control  Network  en- 
compassed both  hospitals  and  nursing  homes. 

Organization 

In  November  of  1979,  a Nebraska  Hospital 
Association  survey  of  Nebraska  hospitals 
identified  a great  interest  in  infection  control. 
This  interest  was  confirmed  at  an  Infection 
Control  Conference  in  Omaha  in  April,  1980, 
which  was  attended  by  over  100  persons  from 
Nebraska,  Iowa,  and  South  Dakota.  Interest 
led  to  efforts  to  develop  an  infection  control 
network  for  the  State  of  Nebraska  through  the 
founding  of  the  Nebraska  Infection  Control 
Network  (NICN).  The  NICN  is  a joint  effort 
involving  the  Nebraska  Hospital  Association, 
the  State  of  Nebraska  Department  of  Health, 
the  Nebraska  Health  Care  Association,  the 
Greater  Omaha  Area  Chapter  of  APIC  (Associ- 
ation for  Practitioners  of  Infection  Control), 
and  other  infection  control  practitioners. 

The  NICN  is  a non-profit,  service-oriented 
organization  which  is  directed  towards  meeting 
the  needs  of  infection  control  practitioners, 
hospitals,  and  nursing  homes  throughout  the 
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State  of  Nebraska.  The  NICN  Steering  Com- 
mittee, which  provides  direction  to  the  or- 
ganization, is  composed  of  the  State  of 
Nebraska  Department  of  Health  Consultant 
for  Infectious  Diseases  (Philip  Smith,  M.D.), 
the  Director  of  Disease  Control  for  the 
Nebraska  Department  of  Health  (Paul  Stoesz, 
M.D.),  Nebraska  Hospital  Association  staff 
representatives  (Harlan  Heald,  Ph.D.,  Mary 
Harding),  Nebraska  Health  Care  Association 
representatives  (Ted  Schultz,  Delight  Wreed, 
R.N.),  the  current  President  of  APIC  Greater 
Omaha  Area  Chapter  (Jo  Hall,  R.N.),  and  the 
State  Nurse  Liaison  (Patricia  Rusnak,  R.N.). 
Other  interested  physicians,  nurses,  and  ad- 
ministrators are  part  of  the  Steering  Com- 
mittee. 

The  objective  of  the  NICN  is  to  improve  the 
quality  of  patient  care  in  Nebraska  hospitals 
and  nursing  homes,  plus  to  improve  the 
methods  of  identification,  prevention,  and 
control  of  infectious  diseases  by  establishing  a 
state-wide  system  for  education,  guidance,  and 
disease  reporting.  The  NICN  established 
District  Representatives  in  five  Nebraska 
districts  (see  Figure  1).  These  District  Repre- 
sentatives are  Barbara  Winfield,  R.N.,  (Omaha) 
District  I;  Lorraine  Zoucha,  R.N.,  (Columbus) 
District  II;  Alyce  Maupin,  R.N.,  (Scottsbluff) 
District  III;  LaVonne  Gingrich,  R.N.,  (Hastings) 
District  IV:  and  Ian  Pettit,  R.N.,  (Lincoln) 
District  V.  These  District  Representatives 
serve  as  local  resource  persons  for  infection 
control  questions  and  derive  direction  from  the 
NICN  Steering  Committee  and  the  State 
Nurse  Liaison,  (402)559-3409). 

FIGURE  1 
NICN  DISTRICTS 


NEBRASKA  INFECTION  CONTROL  NETWORK 


Activities 

The  NICN  has  sponsored  a number  of 
successful  infection  control  seminars  through- 


out the  state.  This  is  in  response  to  a need  not 
only  for  infection  control  training  programs, 
but  specifically  for  regional  programs.  Begin- 
ning level  programs  in  infection  control  were 
held  in  1981  and  1982  in  Lincoln,  Kearney, 
Norfolk,  and  North  Platte.  A total  of  226 
registrants  attended  the  four  conferences. 

Two  infection  control  conferences  were  held 
in  the  summer  of  1983  in  Lincoln  and  North 
Platte.  These  conferences  were  attended  by 
165  persons.  Topics  covered  at  the  1983 
infection  control  conference  include: 

Disinfection/Sterilization 

Urinary  Tract  Infection 

Pneumonia 

Decubitus  Ulcer/Wound  Infection 

Epidemiologic  Chart  Reviews 

Practical  Approach  to  an  Epidemic 
Investigation 

Faculty  for  the  conferences  have  been  drawn 
from  University  of  Nebraska,  Creighton  Uni- 
versity, the  University  of  Iowa,  and  many  other 
hospitals  and  nursing  homes  throughout  the 
region. 

The  NICN  also  expanded  its  activities  to 
include  a newsletter  (The  NICN  Newsletter) 
for  the  purpose  of  providing  Nebraska  hos- 
pitals and  nursing  homes  with  additional 
information  in  the  field  of  infection  control. 
The  Fall  1982  newsletter  provided  an  intro- 
duction to  the  organization.  Future  newsletters 
will  cover  such  topics  as  infection  control 
reference  libraries,  infection  control  resource 
materials,  how  to  perform  surveillance  in 
hospitals  and  nursing  homes,  basic  micro- 
biology, and  current  recommendations  for 
infection  control  practices.  The  newsletter  is 
edited  by  Paul  Stoesz,  M.D.  of  Lincoln, 
Nebraska. 

The  NICN  provides  a resource  for  physicians 
and  other  health  care  personnel  throughout 
the  State  of  Nebraska  in  the  area  of  infection 
control.  Primary  activities  of  the  NICN  have 
focussed  on  education  and  dissemination  of 
information.  The  NICN  cannot  substitute  for 
an  infection  control  committee  or  provide 
consultation  on  individual  infections,  as  a 
physician  would.  It  is  essentially  an  educa- 
tional vehicle. 

Other  states,  notably  Iowa  and  Virginia, 
have  state-wide  infection  control  programs. 
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The  NICN  would  seem  to  be  unique,  however, 
in  its  ability  to  encompass  both  hospitals  and 
nursing  homes  through  the  cooperation  of 
member  organizations  and  interested  practi- 
tioners. The  NICN  welcomes  suggestions  and 
input  from  all  Nebraska  physicians.  The 
organization’s  mailing  address  is:  P.O.  Box 
6521,  Omaha,  Nebraska  68106. 
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PERINATAL  PAGE 

The  Antenatal  Identification 
of  the  Growth  Retarded  Newborn 


I recently  served  in  a group  of  con- 
sultants to  the  National  Insti- 
tute of  Child  Health  and  Hu- 
man Development  (NICHD)  concerning  the 
possibility  of  determining  biologic  indicators  in 
pregnant  women  which  would  accurately  pre- 
dict the  birth  of  a low  birth  weight  newborn. 
The  first  problem  to  solve  was  whether  the 
Institute’s  “low  birth  weights”  meant  inutero 
growth  retarded  fetuses  (lUGR)  and  pre- 
mature newborns,  or  just  IUGR.‘  I believe  they 
represent  the  same  problem,  as  hypovolemia, 
or  failure  of  the  mother  to  expand  her  plasma 
volume,  is  the  usual  basic  problem  for  both  the 
lUGR  and  the  premature  infant.'  It  was 
decided  to  focus  on  the  antenatal  diagnosis  of 
the  lUGR  or  dysmature  fetus  (a  term  intro- 
duced in  Sweden  in  1958),  as  large  scale 
programs  are  underway  for  prevention  of 
premature  birth.  We  agreed  that  from  20-30% 
of  all  growth  retarded  fetuses  have  serious 
anomalies  that  often  make  extrauterine  life  at 
least  difficult;  yet,  there  is  no  genetic  screen, 
other  than  maternal  alpha  ( a ) fetoprotein, 
which  would  be  a practical  means  of  identify- 
ing such  fetuses.  Studies  from  the  United 
Kingdom  suggest  that  maternal  serum  alpha 
( ot  ) fetoprotein  may  be  useful,  as  abnormal 
values  ai’e  often  associated  with  growth  retard- 
ed fetuses  and  fetal  anomalies.-  {The  American 
College  of  Obstetrics  and  Gynecology  does  not 
agree  with  its  routine  use.) 

Many  different  risk  scores  were  discussed 
and  it  was  agreed  that,  while  it  is  possible  from 
a statistical  standpoint  to  identify  those 
pregnancies  which  are  likely  to  produce  a 
dysmature  newborn,  the  use  of  such  risk  scores 
are  of  little  value  to  identify  an  individual  case. 
Most  high  risk  prenant  women,  if  the  problem 
of  spontaneous  abortion  is  passed,  are  likely  to 
have  a normal  newborn,  regardless  of  what  her 
risk  scores  may  indicate.  This  includes  preg- 
nant women  wdth  severe  hypertension,  dia- 
betes, or  other  serious  illness. 

An  analysis  was  then  made  of  the  various 
endocrine  screening  tests  that  are  available; 
while  abnormalities  may  be  statistically  signifi- 
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cant  in  any  of  these  high  risk  groups  with 
dysmature  fetuses,  such  determinations  are  of 
little  benefit  for  the  individual  case.  The  most 
unexpected  conclusion  of  the  group  was  that 
routine  obstetrical  ultrasound  may  not  be  cost 
effective  for  identifying  the  dysmature  fetus.  In 
our  experience,  as  long  as  the  distinction 
between  “small  people”  newborns  and  dys- 
mature newborns  is  carefully  made,  ultrasound 
is  useful  in  identifying  the  dysmature  fetus 
with  oligohydramnios  and  placental  abnormal- 
ities. On  the  other  hand,  the  “small  people” 
newborn  who  is  of  low  birth  weight  often 
represents  nothing  more  than  a genetically 
small  infant.  An  example  of  this  problem 
occurred  recently  on  our  service  in  a mother 
who  weighed  only  82  lbs.  prior  to  her 
pregnancy,  and  the  father  weighed  98  lbs.  This 
was  their  fourth  pregnancy,  and  despite  the 
fact  that  the  mother  had  never  had  a newborn 
weighing  greater  than  4'/2  lbs.  at  term  (all  doing 
well),  when  this  newborn  weighed  2210  grams 
at  term,  it  was  called  a growth  retarded 
newborn.  In  this  pregnancy,  all  biologic  indi- 
cators had  been  normal,  probably  because  this 
fetus  was  normal  for  that  couple. 

In  my  opinion,  the  one  screening  test  which 
is  very  useful  for  identifying  the  dysmature 
infant  is  the  maternal  hematocrit  or  hemoglo- 
bin concentration.  Failure  to  expand  plasma 
volume  during  pregnancy  is  associated  with  a 
relatively  high  maternal  hematocrit  and  abnor- 
malities of  pregnancy.  When  we  reviewed  the 
records  of  17  pregnant  women  whose  hemato- 
crits were  above  40%  at  24-34  weeks  of 
pregnancy,  there  were  no  normal  pregnancies. 
The  fetuses  were  lUGR  and  the  mothers  had 
toxemia  or  premature  labor.'  Likewise,  studies 
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from  both  Arizona  and  California  have  shown 
that  when  the  maternal  hematocrit  is  high,  this 
has  been  an  efficient  indicator  of  lUGR 
newborn.  If  the  normal  pregnant  woman’s 
falling  hematocrit  between  the  18-34th  weeks 
of  pregnancy  is  treated  with  massive  amounts 
of  iron,  the  hematocrit  determination  loses  its 
value  as  an  indicator  of  plasma  volume 
expansion.  But,  if  we  maintain  iron  medication 
for  the  normal  patient  within  the  physiologic 
range  (less  than  50  mg  throughout  the 
second  half  of  pregnancy),  except  for  those 
pregnant  women  who  have  low  serum  ferritins 
or  mean  corpuscular  volume  ^ 80  microliters, 
this  test  is  a useful  biological  indicator  of  the 
growth  retarded  fetus  or  dysmature  fetus. 

Why  pregnant  animals  expand  their  plasma 
volume  and  why  pregnancy  abnormalities  are 
associated  with  failure  to  expand  plasma 
volume  is  the  great  unanswered  question  in 
obstetrics.  Unfortunately,  there  is  little  we  can 
do  about  the  pregnant  woman  who  does  not 
expand  her  plasma  volume  other  than  to 
recommend  tranquility,  bed  rest,  extra  fluids, 
and  occasionally,  administration  of  albumin 
intravenously.  But  special  attention  given  to 
hematocrit  concentrations  throughout  preg- 
nancy is  still  a worthwhile  procedure.  Other 
than  hematocrit  determinations,  useful  tests 
include  plasma  volume  determination  or  mea- 
surement of  venous  capacitance.  These  are 
more  cumbersome  and  time  consuming,  but 
perhaps  will  be  shown  to  be  useful  on  a routine 


basis  to  indicate  the  growth  retarded  or 
dysmature  fetus. 

An  entirely  different  problem,  unfortunately 
seen  frequently  in  Nebraska,  is  that  of  the 
post-date  stillborn.  In  a recent  review  of 
stillborn  infants  in  Nebraska  by  Drs.  Field  and 
Rumbolz,'  post-datism  seemed  to  be  a signifi- 
cant factor.  While  there  is  a world  wide  debate 
about  the  significance  of  the  post-date  preg- 
nancy, it  is  our  policy  to  attempt  induction  of 
women  when  they  reach  4272  weeks  of  gesta- 
tion, as  we  believe  that  many  of  these  are 
dysmature.  A four  hour  oxytocin  challenge 
test  (OCT)  is  done  after  4272  weeks  to  test  the 
integrity  of  the  placenta  and  the  fetal  cardio- 
vascular system  as  well  as  to  determine  the 
possibility  of  inducing  labor.  Such  four  hour 
OCT’s  are  done  at  weekly  intervals  until  the 
patient  delivers  or  until  the  test  shows 
abnormalities.  The  post-date  fetus  has  ex- 
cessive vagal  activity  which  is  associated  with 
meconium  staining  of  the  amniotic  fluid  and  of 
meconium  aspiration  syndrome  as  well  as 
abnormal  fetal  heart  rate  patterns. 

References 

1.  Goodlin  RC:  Why  Treat  “Physiologic”  Anemias  of 
Pregnancy?  J Reprod  Med  27:639,  1982. 

2.  Purdie  DW,  Young  JL,  Guthrie  KA,  and  Picton  CE: 
Fetal  Growth  Achievements  and  Elevated  Maternal 
Serum  ct  Fetoprotein.  Brit  J Obstet  Gynaec  90:433, 
1983. 

3.  Field  CA  and  Rumbolz  WL:  To  be  published  in 
Neb.  Med.  J. 


398  Nebraska  Medical  Journal 


December  1983 


FEATURES 


President's  Page 


APATHY  — I cannot  believe  that  any 
informed  physician  can  he  afflicted  with  this 
malady  today.  Yet  on  numerous  occasions  I 
hear  that  there  are  those  amongst  us  who 
choose  not  to  he  knowledgeable,  informed,  or 
perhaps  care  what  happens  in  the  world 
around  us  and  eventually  happens  to  us. 

For  example  at  this  time  the  federal 
government  is  making  an  all  out  attempt  to 
totally  set  and  regulate  fees  charged  by  the 
private  practicing  physician.  Sounds  unreason- 
able, even  scary  doesn’t  it?  It  definitely  is  going 
on.  Some  months  ago  I appeared  before 
Congressman  Hal  Daub’s  Committee  on  Aging 
and  he  repeatedly  asked  me  about  physician’s 
response  to  mandatory  assignments  as  a health 
care  cost  containment  mechanism.  I did  not 
understand  his  point.  In  my  practice  and  I 
assume  in  yours  we  charge  our  usual  fee  and  if 
a medicare  eligible  patient  is  unable  to  pay  the 
usual  cost  we  accept  the  medicare  assigned  fee 
as  total  payment.  On  the  other  hand,  if  the 
patient  has  the  means  we  expect  him  or  her  to 
pay  the  full  charge.  In  either  case  the  federal 
expenditure  remains  the  same.  Because  of 
these  facts,  early  on  I could  not  understand 
why  the  federal  people  were  pushing  for 
mandatory  medicare  fee  assignments  for  all 
patients.  Dr.  Jim  Sammons  explained  the  facts 
of  life  easily  and  quickly.  Mandatory  assign- 
ments are  only  the  first  step  to  total  fee 
regulation  by  the  government.  Next  comes  the 
DRG  system  for  all,  and  mandating  of  ac- 
ceptance of  those  payments  as  total  recom- 
pense. And  thus  would  end  private  practice, 
fee  for  service  medicine  as  we  know  it  today. 


Many  other  issues  face  we  physicians  today 
such  as  our  own  malpractice  crisis,  our 
problems  with  Medicaid,  PRO,  DRG’s,  and 
many  others. 

APATHY  — I cannot  believe  it  can  or  will 
exist  in  an  intelligent,  informed  physician 
today.  We  must  all  stand  together,  AMA, 
NMA,  each  of  us  and  maintain  the  principles 
that  we  know  and  believe  to  be  just  and  for  the 
good  of  all  people. 

As  this  joyous  holiday  season  comes  once 
again  may  I extend  our  wishes  for  a Merry 
Christmas  and  a Happy,  Healthy  New  Year. 
God  be  with  you. 

Dwaine  J.  Peetz,  M.D. 

President 
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Coming  Meetings 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  — ALPHA  OMEGA 
ALPHA  — December  Convocation  — 
Thursday,  December  8,  1983,  12:00  noon. 
Center  for  Continuing  Education,  street 
level  amphitheater,  on  the  UNMC  campus, 
Omaha.  Speaker:  Oliver  Cope,  M.D.,  Pro- 
fessor of  Surgery,  Emeritus,  Harvard  Medi- 
cal School,  and  Senior  Surgeon,  Massa- 
chusetts General  Hospital,  Boston,  Mass. 
Title  of  address:  “Is  Exophthalmic  Goiter  a 
Psychosomatic  Disorder  — Treatable  by 

UNIVERSITY  OF  KANSAS 

For  additional  information  on  the  following 
University  of  Kansas  meetings  contact:  Jan 
Johnston,  Office  of  Continuing  Education, 
University  of  Kansas  Medical  Center,  Rainbow 
at  Olathe  Blvd.,  Kansas  City,  KS  66103, 
Telephone  (913)  588-4480. 

JOINT  PRACTICE:  WHAT’S  IN  IT  FOR 
YOU?  — January  27,  1984.  Sponsors: 
University  of  Kansas  Medical  Center  and 
the  Greater  Kansas  City  Chapter  of  the 
American  Heart  Association.  Location: 
Battenfeld  Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow,  Kansas 
City,  Kansas.  Credit:  8 hours  - AMA  Cat.  I, 
CNE.  Fees:  Physicians  $60,  Nurses  and 
Allied  Health  $40,  Physician/Nurse  Teams 
Enrolling  Jointly  $80. 

CONTEMPORARY  ISSUES  IN  OBSTET- 
RICS AND  GYNECOLOGY  - February 
12-18,  1984.  Sponsors:  University  of  Kansas 
Medical  Center  and  Northwestern  Univer- 
sity. Location:  Sheraton  Hotel,  Ixtapa, 

Mexico.  Credit:  30  hours  - AMA  Cat.  I, 
ACOG,  AAFP.  Fees:  Physicians  $700, 

Spouses  Attending  Course  $550,  Spouses 
Not  Attending  Course  $450  (F'ees  include 
hotel  accommodations). 

THE  MICROCOMPUTER  JUNGLE: 
IMPACT  ON  HEALTH  CARE  — March 


1 and  2,  1984.  Sponsor:  University  of 
Kansas  Medical  Center.  Location:  Batten- 
feld Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow,  Kansas 
City,  KS.  Credit:  AMA,  AAFP,  CNE,  PT, 
Dietitian. 

ANNUAL  CARDIOLOGY  POSTGRADUATE 
SYMPOSIUM  — March  5 and  6,  1984. 
Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Battenfeld  Auditorium, 
University  of  Kansas  Medical  Center,  39th 
and  Rainbow,  Kansas  City,  Kansas.  Credit: 
AMA  Cat.  I,  AAFP,  CNE.  Fees:  Physicians 
$300,  Nurses  $85. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
March  15  and  16,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Orr- 
Major  Hall,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow,  Kansas  City, 
Kansas.  Credit:  16  hours  AMA  Cat.  I,  15 
hours  AAFP.  Fees:  $350. 

SPORTS  MEDICINE:  REHABILITATION 
OF  THE  INJURED  ATHLETE  - March 
15,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Westin  Crown 
Center  Hotel,  One  Pershing  Road,  Kansas 
City,  Missouri.  Credit:  AMA,  AAFP,  CNE, 
PT.  Fees:  $55. 

MIDWEST  PAIN  SOCIETY  8TH  ANNUAL 
MEETING:  PRACTICAL  MANAGEMENT 
OF  COMMON  PAIN  SYNDROMES  — 
March  16  and  17,  1984.  Sponsors:  Midwest 
Pain  Society  and  the  University  of  Kansas 
Medical  Center.  Location:  Westin  Crown 
Center  Hotel,  One  Pershing  Road,  Kansas 
City,  Missouri.  Credit:  AMA,  AAFP,  CNE, 
PT.  Fees:  $70. 

REVIEW  AND  UPDATE  IN  GENERAL 
PEDIATRICS  AND  FAMILY  PRACTICE 
— March  18-25,  1984.  Sponsors:  University 
of  Nebraska  Medical  Center,  University  of 
Kansas  Medical  Center  and  Creighton  Uni- 
versity Medical  Center.  Location:  Princess 
Hotel,  Freeport,  Grand  Bahamas.  Credit:  20 
hours  plus  10  optional  hours  — AMA 
Cat.  I.  Fees:  $350. 

For  additional  information:  Marge  Adey, 
University  of  Nebraska  Medical  Center,  42nd 
and  Dewey,  Omaha,  NE  68105,  Telephone 
(402)  559-4152. 
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PEDIATRIC  EMERGENCIES  --  April  2,  3, 
and  4,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld 

Auditorium,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow,  Kansas  City, 
Kansas.  Credit:  AMA  Cat.  I,  AAFP,  CNE. 
Fees:  Physicians  $200,  Nurses  $110. 

CURRENT  PRACTICES  IN  SURGERY  — 
April  5 and  6,  1984.  Sponsor:  University  of 
Kansas  Medical  Center.  Location:  Battenfeld 
Auditorium,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow,  Kansas  City, 
Kansas.  Credit:  AMA,  AAFP.  Fees:  Phy- 
sicians $300,  Residents  and  Students  $150. 

* * ♦ 


1984  ANNUAL  SESSION  — April  27-30  - 
Omaha  Marriott. 

1984  FALL  SESSION  — Sept.  13-15  — 
Lincoln  Cornhusker. 

1985  ANNUAL  SESSION  - April  26-29  — 
Lincoln  Cornhusker 

1985  FALL  SESSION  — Sept.  19-21  — 
Lincoln  Cornhusker. 

1986  ANNUAL  SESSION  — April  25-28  — 
Omaha  Marriott 

1986  FALL  SESSION  — Sept.  25-27  — 
Lincoln  Cornhusker. 


LEADERSHIP  CONFLUENCE 

Confluence  was  held  in  Chicago  to  strengthen 
leadership  abilities  and  to  acquaint  these 
future  leaders  on  health  projects  to  be  focused 
on  during  their  year  as  presidents. 

Keynote  speaker  was  Dr.  John  Coury,  Jr., 
Chm.  of  the  Board  of  Trustees,  AMA.  He  along 
with  Dr.  James  Sammons,  Executive  Vice 
President,  AMA,  spoke  of  the  many  concerns 
of  medicine  brought  about  because  of  financial 
cutbacks  and  federal  controls. 

Leadership  choices  were: 

American  Medical  Political  Action 
Committee 

A non-profit  organization  founded  in  1961 
by  the  AMA’s  House  of  Delegates  to  support 
political  candidates  on  the  federal  level  friendly 
to  medicine.  Participants  were  introduced  to 
the  criteria  for  the  selection  on  candidates  to 
receive  funds,  to  the  law  regulating  AMPAC 
and  received  suggestions  on  how  their  auxi- 
liaries could  become  actively  involved  in 
AMPAC. 

Legislation  How  Tos 

A role-playing  demonstration  of  techniques 


for  testifying  before  legislative  committees, 
being  thoroughly  prepared  and  making  your 
position  clear  was  emphasized.  What  not  to  do 
when  appearing  before  a legislative  body  was 
pointed  out. 

Current  state  and  federal  legislative  issues 
affecting  organized  medicine  was  discussed. 

Long  and  Short  Range  Planning 

Strategic  management  is  the  new  term  for 
long  range  planning.  Every  group  needs  goals 
for  continued  success.  One  of  our  main 
objectives  is  to  develop  a nationally  recognized 
image  as  voluntary  leaders  in  health  promotion 
programs. 

Communicating  Orally 

Improving  personal  skills  in  presentation  of 
self  and  ideas  to  an  audience  or  another 
individual  was  emphasized.  Getting  your  point 
across  on  a one-to-one  basis  was  stressed,  as 
well  as  the  mechanics  of  organizing  and 
presenting  thoughts  effectively. 

Parliamentary  Procedure 

An  informative  session  about  parliamentary 
procedures  touching  on  professional  tech- 
niques and  tactics  to  gain  control  and  success- 
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fully  manage  meetings.  The  presentation  was 
highlighted  by  a quiz  which  upon  completion 
became  a basic  source  tool  to  take  home  and 
use  for  effective  leadership. 

Organizational  Financial  Planning 

The  financial  success  of  any  organization 
begins  with  careful  planning.  Budgets  are  a 
means  of  planning  and  control  in  an  organiza- 
tion. Consider  the  organization’s  objectives 
and  plan  a budget  suitable  for  that  particular 
group. 

Effective  Parenting 

Being  a parent  is  a demanding  job  which  not 
everyone  is  prepared  to  handle.  Programs  to 
assist  parents  include  feeling  and  being  more 
competent  and  effective,  evaluating  conflicting 
information  on  child-rearing,  recognizing  their 
children’s  cues  and  dealing  with  joys  and 
sorrows  of  parenting.  We  must  become  in- 
volved on  a local  level. 

Drunk  Driving 

The  fight  against  drunk  driving  continues.  A 
variety  of  ideas  was  suggested  to  auxilians  to 
minimize  this  problem  and  enable  them  to 
become  effective  leaders  in  this  fight.  Educat- 
ing citizens  in  how  to  “spot  and  stop’’  these 
problem  drivers  was  stressed. 

The  overall  health  of  our  nation  has 
improved,  but  the  mortality  rate  of  teens  and 
young  adults  was  not  due  to  drunk  driving. 

Drug  Abuse  Prevention 

This  was  an  update  on  the  “Drug  Scene’’  of 
America’s  youth  today.  The  aspects  of  “pro- 
drug counter-culture’’  was  explored.  Health 
consequences  of  drug  users  and  methods  to 


prevent  illegal  drug  use  was  discussed.  With 
70%  of  today’s  youth  experimenting  with 
drugs;  be  concerned  with  health  issues, 
statistics,  smuggling,  and  your  role  as  a parent. 

Immunization 

Vaccination  of  pre-school  aged  children 
against  childhood  vaccine-preventable  diseases 
remains  a major  concern  in  the  USA.  A system 
for  the  recall  of  children  for  immunization  is  an 
activity  Auxiliary  members  can  promote. 

How  to  Implement  a Health  Improvement 
Program  in  Elementary  Schools 

This  unique  program  aimed  at  4th,  5th  and 
6th  graders  is  designed  to  help  children 
develop  a positive  health-oriented  way  of  life 
and  also  increase  academic  achievement.  It  is 
included  as  part  of  the  science  curriculum, 
supplemented  with  a special  health-oriented 
cafeteria  (school  lunch)  and  a special  physical 
education  program. 

New  Technology:  Challenges  to  Parents 

What  does  TV  mean  to  children?  Many  of 
the  impressions  of  daily  life  come  from  TV. 
They  are  watching  4 or  5 hours  a day  and  now 
there  are  the  video  games  and  computers.  We 
must  enhance  the  positive  and  counter  the 
negative  of  electronic  media.  They  are  here  to 
stay! 

Attending  Confluence  were  NMAA  Presi- 
dent, Mrs.  Glen  Lau  of  Lincoln;  President 
Elect,  Mrs.  Duane  Krause  of  Fremont;  Mem- 
bership Chairman,  Mrs.  Leslie  Grace  of  Blair; 
County  Presidents  Elect,  Mrs.  Albert  Frank  of 
MOMSA;  Mrs.  Robert  Osborne  of  Lancaster 
County;  and  Director,  Mrs.  Leland  Olson  of 
Omaha 


Welcome  New  Members 

John  H.  Chain,  M.D. 

4021  Avenue  B 
Scottsbluff,  NE  69361 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMISSIONS 

FALL  SESSION 

SEPTEMBER  22,  23,  and  24,  1983 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes,  and 
final  action,  refer  to  the  minutes  which  follow  these 
reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Dwaine  -I  1‘eetz.  M D , Nelifjh  ■ Chairman,  Herbert  K Reese,  M D.. 
Ljnculn;  Allan  C.  Landers.  M.D  . Scottsbluff;  Onn  R.  Hayes,  M I)..  Lincoln. 
Donald  J Pavelka,  M D..  Omaha.  Russell  L Gorthey.  M I)  . Lincoln.  Hiram 
Walker.  M I)..  Kearney;  Harrv  W McFadden.  M I)..  Omaha;  Alvin  A. 
Armstnmg.  M l)  . Scottsbluff;  Stanley  M Truhlsen.  M.D..  Omaha. 

The  Board  submits  this  report  to  the  1983  Fall  Session 
of  the  House  of  Delegates.  The  following  items  are  called 
to  your  attention. 

(1)  HEALTH  GALLERY  PROJECT;  The  Thompson 
Company  is  being  utilized  to  develop  the  fund-raising 
organization  and  program  to  complete  the  Health  Gallery 
project.  Communication  with  the  business  community  has 
been  initiated,  correspondence  has  been  sent  to  all  Ne- 
braska physicians,  and  an  application  is  being  completed 
for  submission  to  the  Kiewit  Foundation. 

The  Board  feels  this  is  a very  important  project  and 
recommends  the  House  of  Delegates  urge  Association  and 
Auxiliarv-  members  to  contribute  to  this  activity.  This 
drive  will  complete  the  Association's  effort  on  the  project. 

(2)  PRO:  At  the  1983  Annual  Session,  the  House  directed 
that  an  ongoing  study  be  made  and  that  it  be  informed  as 
to  progress  in  PRO  activities.  The  Association  was 
directed  to  monitor  activities  in  regard  to  PRO  so  that  the 
House  could  take  action  in  the  future  appropriate  with 
development  in  this  legislation.  Consequently,  the  Board 
appointed  an  Ad-Hoc  Committee  to  study  this  matter  and 
to  develop  its  findings  and  recommendations  for  sub- 
mission to  the  Fall  Session. 

(3)  UCR  vs.  INDEMNITY:  The  AMA  House  of  Delegates 
(A83)  directed  the  various  states  reassess  their  opinion  on 
the  subject  of  usual  and  customary  payments  from  third 
parties  as  compared  to  indemnity  type  contracts.  The 
Board  has  initiated  its  study  of  this  matter  and  will  be 
seeking  input  from  various  groups  prior  to  expressing  its 
opinion  to  our  Delegates  to  the  American  Medical 
Association.  The  subject  is  addressed  more  fully  in  the 
Report  of  the  AMA  Delegate. 

(4)  COMMITTEE  ON  AGING  REPORT:  Congressman 
Hal  Daub  scheduled  a hearing  in  Omaha  at  which  time 
various  organizations  were  invited  to  present  testimony 
regarding  health  care  of  the  citizens  of  Nebraska.  Dr. 
Dwaine  Peetz  testified  as  President  of  the  Association  as 
did  Dr.  Simons  representing  the  Metropolitan  Omaha 
Medical  Society.  The  Association’s  presentation  ad- 
dressed alternative  health  care  systems  and  services, 
rules  and  regulations  which  affect  Nebraska’s  institutions 
and  physicians,  and  other  matters  including  changes  the 
government  could  consider  which  would  allow  for  econo- 
mies to  be  made  in  the  cost  of  care. 

(5)  LB  434:  The  Board  has  considered  the  current  status 
of  Nebraska’s  Hospital-Medical  Liability  Act  (LB  434) 
from  two  distinct  vantage  points.  The  first  phase  of  our 
consideration  addresses  the  fact  that  a case  has  been 
submitted  to  the  Nebraska  Supreme  Court  which  chal- 
lenges the  constitutionality  of  several  segments  of  the 
statute.  This  matter  is  being  addressed  by  Association 


legal  counsel.  It  is  our  opinion  that  this  statute  has  worked 
well  and  is  constitutional  as  evidenced  by  the  Supreme 
Court  decision  in  1976.  There  are  currently  21  hospitals, 
1.464  physicians  and  29  nurse  anesthetists  covered  under 
the  Act.  The  1,464  physicians  represent  I'iVc  of  Ne- 
braska s 2,011  physicians  in  active  practice. 

The  second  area  of  Association  activity  regarding  the 
law  deals  with  the  possibility  the  As.sociation  will 
introduce  legislation  in  the  1984  session  of  the  Nebraska 
Legislature  to  amend  various  portions  of  the  statute.  At 
this  point,  it  appears  amendments  may  be  appropriate  to 
update  various  portions  of  the  Act  to  reflect  changes 
which  have  taken  place  in  our  economy,  and  to  address 
some  mechanical  changes  which  would  provide  for 
smoother  operation  of  several  portions  of  the  Act.  This 
segment  of  our  activity  is  being  studied  in  considerable 
detail  at  this  time. 

(6)  POLICY  STATEMENTS:  An  Ad-Hoc  Committee 
has  been  apointed  to  develop  a series  of  policy  statements 
for  the  Association.  It  is  the  Board’s  opinion  that  a 
compilation  of  statements  will  serve  a useful  purpose 
when  considering  legislative  matters,  issues  relating  to 
public  health  and  other  matters  which  could  potentially 
effect  the  practice  of  Association  members. 

(7)  HEALTH  MANPOWER:  Attached  to  this  report  is  a 
brief  compilation  of  the  Association’s  Health  Manpower 
Study  completed  in  July  of  each  year.  The  Study  indicates 
that  Nebraska’s  physician  population  is  keeping  pace  with 
the  general  population,  and  in  many  areas  of  the  state  the 
number  of  physicians  is  increasing  at  a greater  rate  than  is 
the  number  of  potential  patients.  This  is  evidence  by  the 
fact  that  the  physician  to  population  ratios  for  the  more 
populated  sections  of  Nebraska  are  continuing  to  de- 
crease. It  can  be  pointed  out  that  there  is  only  one  county 
in  Nebraska  where  the  average  age  of  the  physicians  is 
over  60.  There  are  currently  17  counties  in  the  state  that 
have  no  physicians.. 

The  potential  patient  load  is  still  the  primeiry  factor  in 
determining  where  physicians  establish  their  practice. 

The  Board  continues  to  address  the  issues  which  affect 
the  members  of  the  Nebraska  Medical  Association.  We 
submit  this  report  to  the  House  of  Delegates  for  its 
approval  and  stand  ready  to  consider  items  which  may  be 
referred  to  the  Board  at  this  session. 


REPORT  OF  THE  DELEGATE  TO  THE  A.M.A.  — 
ANNUAL  MEETING 

The  133rd  meeting  of  the  AMA  House  of  Delegates 
convened  in  Chicago  in  June,  1983,  for  a session 
highlighted  by  a vigorous  campaign  for  the  President- 
Elect  and  several  seats  on  the  Board  of  Trustees,  spirited 
debate  on  such  issues  as  the  JCAH  Accreditations 
Standards,  DRG’s  and  cost  shifting.  Trustee  slots  for  a 
Student  and  Resident,  boxing  as  a health  hazard  and  an 
address  from  the  President  of  the  United  States.  Forty- 
two  reports  from  the  Board  of  Trustees,  4 reports  from 
the  Judicial  Council,  5 reports  from  the  Council  on  Long 
Range  Planning  and  Development,  6 reports  each  from 
the  Council  on  Medical  Education  and  Medical  service,  8 
reports  from  the  Council  on  Scientific  Affairs,  and  over 
150  resolutions  were  considered.  Outgoing  President  Wm. 
Rial  exhorted  the  medical  profession  to  continue  to 
provide  individualized  care  to  patients  in  a personal 
caring  fashion  in  his  address  entitled,  “Who’s  Your 
Doctor”.  (This  just  happened  to  be  the  title  of  an  article 
written  by  your  delegate  in  the  Nebraska  Medical  Journal 
some  10  years  or  more  ago).  Frank  Jirka,  an  Illinois 
Urologist,  was  installed  as  the  new  President  of  the  AMA 
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and  Joseph  F.  Boyle,  a California  Internist,  was  elected  as 
President-Elect.  Elected  to  the  Board  of  Trustees  were 
George  Collins  of  New  York,  John  Dawson  of  Washington, 
and  John  Ring  of  Illinois  and  reelected  to  the  Board  of 
Trustees  were  Alan  Nelson  of  Utah  and  James  Todd  of 
New  Jersey. 

(1)  More  than  20  resolutions,  including  Nebraska’s 
Resolution  #25,  were  introduced  regarding  the  definition 
and  use  of  the  term,  “Medical  Staff’  in  the  JCAH 
Accreditation  Manual.  As  a result  of  the  debate  on  this 
emotionally  charged  issue,  the  Board  of  Trustees  was 
directed  by  the  House  of  Delegates  to  instruct  its 
representatives  to  the  JCAH  to  retain  the  rights  and 
prerogatives  of  Physicians  as  the  Medical  Staff  rather 
than  approve  the  proposed  substitution  of  Organized 
Staff  which  would  have  included  non-physician  limited 
licensed  practitioners.  This  action  demonstrates  the 
ability  of  the  members  of  the  Federation  of  Medicine  to 
change  the  direciton  of  the  AMA  Board  of  Trustees  on 
issues  that  are  of  great  importance  to  the  physicians  back 
home  — a real  testimonial  to  a democratic  organization  at 
its  best. 

(2)  The  House  approved  a full  voting  member  of  the 
Board  of  Trustees  for  a Resident  Physician  and  a non- 
voting slot  for  a Medical  Student. 

(3)  Report  D of  the  Council  on  Medical  Service  and 
Resolution  #114  were  received  and  input  from  members 
of  the  federation  is  invited  for  discussion  and  debate  at 
the  Interim  Session  in  Los  Angeles  in  December.  This 
report  recommends  that  serious  consideration  be  given  to 
all  third-party  payers  (Resolution  #114  specifically  refers 
to  Medicare  and  Medicaid  programs)  switching  to  an 
indemnity  system  of  payment  for  physician  services  rather 
than  continuing  with  the  UCR  (Usual-Customary-Reason- 
able)  system  currently  in  favor.  Your  delegates  need 
direction  from  the  NMA  House  and  Board  of 
Dinfictors  in  this  matter. 

(4)  Nebraska  Resolution  #26,  which  called  on  the  AMA 
to  develop  guidelines  (or  strategies)  for  dealing  with  the 
perceived  rationing  of  medical  care,  was  referred  to  the 
Board  of  Trustees  by  the  House  after  the  Reference 
Committee  recommended  a course  of  non-adoption. 

(5)  Nebraska’s  Resolution  #24,  which  called  on  the  AMA 
to  suggest  legislation  to  amend  the  Internal  Revenue  Code 
to  permit  health  insurance  company  payments  and 
deductibles  to  be  claimed  as  deductible  expenses  for  tax 
purposes,  was  also  referred  to  the  Board  of  Trustees. 

(6)  Report  B of  the  Council  on  Medical  Education  in 
response  to  Nebraska’s  Resolution  #34  (A-82)  deter- 
mined that  the  ongoing  activities  of  the  AMA  Division  of 
Library  and  Archival  Services  does  maintain  bibliography 
materials  that  are  available  for  the  teaching  of  health 
economics  and  a separate  reference  library  is  not 
necessary  since  this  material  is  complete,  current,  and 
easily  accessible. 

(7)  Report  V of  the  Board  of  Trustees  recommended  that 
the  dues  increase  of  $25.00  which  had  previously  been 
approved  as  the  final  increment  of  a $90.00  dues  increase 
over  a three-year  period  be  reduced  to  a $15.00  increase 
for  regular  members  and  that  tbe  dues  for  medical  student 
members  be  raised  from  $15.00  to  $20.00  for  1984. 
Resident  members  whose  dues  were  raised  $10.00  in 
1983,  will  continue  to  pay  a $45.00  membership  fee. 
These  raises  bring  the  AMA  dues  to  the  following  levels 


for  1984: 

Regular  Members $.330 

Physicians  in  Their  Second  Year  of  Practice  . . . $248 
Physicians  in  Military  Service $220 


Physicians  in  Their  First  Year  of  Practice $165 

Physicians  in  Residency  Training $ 45 

Medical  Students $ 20 


(8)  The  Council  on  Scientific  Affairs  presented  several 
reports  on  current  topics  including  an  Update  on  V'enereal 
Disease  (Report  E),  Current  Issues  in  Pediatric  Immuni- 
zation (Report  G),  Pharmaceutical  Dissolving  of  Gall- 
stones (Report  A),  Methaqualone  (Report  B),  and  Cancer 
Therapy  (Report  F).  These  reports  will  be  printed  in 
JAMA. 

(9)  The  House  adopted  Resolution  #8  which  called  on 
the  AMA  to  study  the  effects  of  cost  shifting  on  patients, 
physicians,  third-party  payers,  and  hospitals. 

(10)  Report  MM  of  the  Board  of  Trustees  provided  up- 
to-date  information  on  the  AMA’s  battle  with  the  FTC. 
Some  progress  toward  resolving  the  jurisdictional  dispute 
has  been  made  but  Congressional  Committee  activity 
tended  to  blunt  or  nullify  some  of  this  progress. 
Negotiations  between  the  AMA  and  FTC  staffs  is 
continuing. 

(1 1)  Substitute  Resolution  #22  was  adopted  which  reads 
as  follows: 

“RESOLVED,  that  the  American  Medical  Association 
adopt  the  following  definition  of  “physician,”  including 
doctors  of  osteopathy: 

“A  physician  is  a person  who  has  been  admitted  to  a 
medical  school  or  a school  of  osteopathic  medicine 
which  school  is  approved  by  his  or  her  state  licensing 
board  and  has  successfully  completed  the  prescribed 
course  of  studies  in  medicine  or  osteopathic  medicine 
and  has  acquired  the  requisite  qualifications  to  be 
legally  licensed  to  practice  medicine  or  osteopathic 
medicine;  and  be  it  further 

“RESOLVED,  that  the  AMA  initiate  and  support 
legislation  in  the  98th  Congress  to  amend  appropriate 
sections  of  the  Social  Security  Act  to  limit  the  use  of  the 
term  “physician”  to  describe  only  doctors  of  medicine  or 
osteopathic  medicine,  not  only  in  the  act  itself,  but  also  in 
regulations  promulgated  thereunder,  without  changing  the 
current  level  of  covered  services  provided  by  Medicare”. 

(12)  The  House  adopted  Substitute  Resolution  #78: 

“RESOLVED,  that  the  American  Medical  Association 
develop  a model  public  educational  program  for  use  by 
constituent  societies  informing  the  citizens  of  the  United 
States  of  the  potential  threat  to  the  quality  of  medical  care 
from  Congressional  proposals  such  as  the  Tax  Equity  and 
Fiscal  Responsibility  Act  and  prospective  payment 
systems”. 

(13)  Substitute  Resolution  #50  was  adopted: 
“RESOLVED,  that  the  American  Medical  Association 
endorse  the  concept  of  medical  staff  representation  on  all 
committees  of  the  governing  board  and  administration  of 
American  hospitals;  and  be  it  further 
“RESOLVED,  that  the  AMA  support  hospital  adminis- 
tration representation  on  administrative  committees  of 
the  medical  staff;  and  be  it  further 

“RESOLVED,  that  the  AMA  Commissioners  to  the  Joint 
Commission  on  Accreditation  of  Hospitals  be  instructed 
to  make  every  effort  to  see  that  these  two  concepts  be 
included  in  the  JC.AH  'Accreditation  Manual  for  Hos- 
pitals’ ”. 

(14)  Amended  Resolution  #81  was  adopted: 
“RESOLVED,  that  the  American  Medical  Association 
vigorously  oppose  any  concept  of  therapeutic  substitution 
of  drugs  by  pharmacists”. 
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(15)  Substitute  Resolution  #150  was  adopted: 
“RESOLVED,  that  the  American  Medical  Association 
publicize  widely  that  programs  that  impair  continuity  of 
care  by  interfering  in  the  ability  of  office-based  physicians 
to  treat  their  patients  in  a hospital  by  requiring 
consultation  and  hospital  care  by  a select  panel  of 
physicians  are  not  in  the  best  interest  of  patient  care  and 
the  physician-patient  relationship”. 

(16)  Resolution  #115  was  adopted: 

“Resolution  #115  asked  that  the  AMA  intensify  discus- 
sions with  insurance  companies,  business  and  industry, 
and  government  representatives  to  recognize  the  poten- 
tial savings  that  could  be  realized  by  third  party  payers  by 
underwriting  a part  of  the  expense  for  procedures 
performed  in  the  physician’s  office  which  previously  have 
been  provided  in  institutions  and  for  which  they  have 
been  paying  a facility  charge”. 

(17)  Amended  Resolution  #80  was  adopted: 
“RESOLVED,  that  the  American  Medical  Association: 

1.  Publicize  the  deleterious  effects  of  boxing  on  the 
health  of  participants. 

2.  Encourage  the  elimination  of  boxing  from  amateur 
scholastic,  intercollegiate  and  governmental  athletic 
programs  as  detrimental  to  the  health  of  participants. 

3.  Develop  model  legislation  seeking  to  curtail  the 
utilization  of  boxing  as  a public  spectacle  to  the  extent 
feasible”. 

(18)  Resolution  #121  was  adopted: 

“Resolution  #121  asked  that  the  AMA  urge  the 
medical  community,  related  groups,  educational  institu- 
tions and  government  agencies  to  more  effectively 
demonstrate  the  health  hazards  inherent  in  the  use  of 
tobacco  products  and  work  toward  promoting  a smoke- 
free  society  by  the  year  2000”. 

(19)  Substitute  Resolution  #33  was  adopted: 

“RESOLVED,  that  the  American  Medical  Association 
recognize  the  great  value  in  the  use  of  three-point  safety 
belt  restraints  in  the  reduction  of  auto-related  injuries  and 
fatalities:  and  be  it  further 

“RESOLV’ED,  that  the  AMA  urge  the  United  States  auto 
industry  to  make  appropriate  modifications  in  automobile 
restraints  so  that  these  devices  can  be  safely  used  by 
children  and  small  adults;  and  be  it  further 
“RESOLVED,  that  the  AMA  urge  the  appropriate 
authorities  to  develop  standards  required  for  such 
modifications”. 

Many  other  issues  were  discussed  and  debated  and 
many  of  the  issues  will  demand  ongoing  review. 

The  ranks  of  the  Red  Coats  will  be  increased  by  one  at 
the  next  session  of  this  House  by  the  addition  of  Rockford 
Yapp  who  was  elected  as  the  delegate  from  the  Medical 
Student  Section.  Rocky  has  been  active  in  the  student 
section  at  the  University  of  Nebraska  College  of  Medicine 
and  has  participated  in  the  past  sessions  of  the  NMA’s 
House  of  Delegates  as  a student  delegate. 

Again  it  has  been  my  privilege  to  represent  the 
Nebraska  Medical  Association  in  the  AMA  House  of 
Delegates.  Since  we  are  few  in  numbers,  it  has  been 
necessary  for  us  to  utilize  all  members  of  the  delegation 
(delegates  and  alternates,  NMA  officers,  and  even  our 
capable  NMA  staff)  in  order  to  cover  all  of  the  Reference 
Committees.  All  have  served  our  Association  well  and  I 
wish  to  personally  thank  Jack  Coe,  Lou  Gogela,  Blaine 
Roffman,  Dwaine  Peetz,  Herb  Reese,  Maurice  Frazer, 
Bob  Long,  Ken  Neff,  and  Bill  Schellpeper  for  their 
participation  in  our  AMA  endeavors. 


Comments,  counsel,  and  recommendations  from  NMA 
members  are  welcome  and  appreciated  by  your  delegates. 

Respectfully  submitted, 

C.  J.  Cornelius,  Jr.,  M.D. 

Delegate 


CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE 

The  Creighton  School  of  Medicine  continues  to  adapt 
well  to  myriad  changes  necessitated  by  scientific  advances 
in  medical  knowledge  and  technology,  and  by  economic 
pressures  posing  problems  for  medical  schools  through- 
out the  country.  We  continue  to  sustain  fiscal  health 
without  government  appropriations  and  we  have  main- 
tained a pool  of  reasonable  financial  resources  to  assist 
students  in  meeting  their  financial  needs  and  obligations. 

During  my  first  year  as  Dean  of  the  Creighton  School  of 
Medicine,  I have  analyzed  programs  and  identified  areas 
in  which  our  resources  can  best  be  applied  to  strengthen 
the  school.  Continued  analysis  and  planning  remains  an 
important  activity  of  the  School  of  Medicine  faculty  and 
administration.  We  will  build  on  existing  strengths  as  well 
as  develop  appropriate  new  programs. 

A significant  and  illustrious  addition  was  made  to  the 
medical  school  faculty  this  year  in  the  person  of  Tom  R. 
DeMeester,  M.D.,  a nationally  renowned  thoracic  surgeon, 
educator,  and  clinical  investigator.  He  was  Chief  of 
Thoracic  Surgery  at  the  University  of  Chicago  Pritzker 
School  of  Medicine  before  joining  Creighton  as  Professor 
and  Chairman  of  Surgery.  He  brings  to  Creighton  and  to 
the  region  knowledge  and  expertise  in  esophageal  and 
pulmonary  surgery  that  will  be  of  great  value. 

Academic  qualifications  of  our  entering  freshmen  this 
fall  again  were  excellent.  The  110  new  students  selected 
from  among  the  5,513  applicants  for  seats  in  the  freshman 
class  represent  23  states  and  two  foreign  countries.  Our 
broad  geographic  appeal  continues  to  be  one  of  Creight- 
on’s major  strengths. 

The  residency  training  programs  entered  by  the  1983 
School  of  Medicine  graduating  class  reflect  quite  favor- 
ably on  the  class  and  indicate  the  high  regard  in  which 
Creighton’s  graduating  physicians  are  held  nationally. 
Most  of  them  entered  first-rate  residency  programs  in 
major  academic  centers  throughout  the  country,  including 
28  who  are  in  the  Creighton  University  Affiliated 
Hospitals  graduate  training  program.  Of  the  graduates,  92 
have  entered  primary  care  residencies.  This  semester 
there  are  162  resident  physicians  in  the  Creighton 
program,  an  increase  from  150  last  year  despite  the 
phasing  out  of  the  dermatology  program  conducted  jointly 
with  UNMC. 

For  the  second  year,  the  School  of  Medicine  provided 
stipends  to  students  for  summer  research  projects  to 
acquaint  them  with  basic  and  clinical  research.  This 
project  is  representative  of  the  importance  and  emphasis 
being  placed  on  various  types  of  research  within  the 
medical  school.  Research  will  have  a major  priority  in  our 
efforts  to  develop  programs  to  provide  Creighton  medical 
students  an  outstanding  education,  opportunities  to 
develop  any  of  the  many  careers  available  to  physicians, 
and  which  contribute  in  major  constructive  ways  to  the 
advancement  of  the  science  and  art  of  medicine. 

A significant  innovation  during  the  past  few  months  was 
the  opening  of  a geriatric  medical  clinic  by  our  Depart- 
ment of  Family  Practice  in  one  of  Omaha’s  high  rise 
complexes  for  the  elderly.  This  undertaking  represents 
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the  increased  emphasis  being  placed  on  geriatric  health 
care  throughout  the  Health  Sciences  at  Creighton. 

We  also  place  high  priority  on  the  values  outlined  in  the 
University’s  Statement  of  Mission.  Emphasizing  these 
values  to  medical  students  is  essential  to  the  basic 
purpose  of  the  Creighton  School  of  Medicine,  particularly 
in  the  existing  environment  of  change. 

I appreciate  this  opportunity  to  submit  my  first  written 
report  on  the  Creighton  School  of  Medicine  to  the  House 
of  Delegates,  and  look  forward  to  a long  and  fruitful 
working  relationship  with  the  Nebraska  Medical  As- 
sociation. 

Respectfully  submitted, 

Richard  L.  O’Brien,  M.D. 

Dean 

UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

The  College  of  Medicine  has  had  another  good  year.  All 
departments  now  have  filled  chairs.  Dr.  Jan  Smith, 
previously  at  the  University  of  Texas  in  San  Antonio  has 
arrived  in  Anesthesiology.  However,  Dr.  Robert  S.  Eliot 
has  announced  his  intention  to  resign  as  Chairman  of  the 
Department  of  Preventive  and  Stress  Medicine  effective 
January,  1984.  He  plans  to  take  up  an  appointment  in 
practice  in  Phoenix,  Arizona.  A search  for  a replacement  is 
being  initiated. 

Having  served  the  Department  faithfully  and  well  for  1 1 
years.  Dr.  Paul  Hodgson  has  announced  his  intention  to 
step  down  as  Chairman,  at  the  latest  in  July,  1985  in  order 
to  take  sabbatical  leave  at  that  time.  A search  for  a 
replacement  for  Dr.  Hodgson  has  been  initiated  under  the 
Chairmanship  of  Dr.  Miles  Skultety.  Dr.  Hodgson  has 
graciously  indicated  that  he  will  step  aside  when  the  new 
chairman  comes  aboard. 

On  the  student  front,  we  reached  the  decision  to  reduce 
class  size  last  year  and  a total  of  135  new  students  were 
seated  in  August  of  this  year.  I am  glad  to  report  that  all 
final  year  students  who  graduated  last  year,  once  again, 
passed  National  Boards  Part  II  on  the  first  attempt  and 
have  been  very  successful  in  obtaining  high  quality 
residencies  throughout  the  United  States.  Seventy-five 
percent  of  our  graduates  over  the  past  three  years  have 
received  their  first  or  second  choices  in  the  National 
Matching  Program. 

I am  glad  to  report  that  research  funding  continues  to 
flow  at  a satisfactory  level.  While  national  funding 
resources  are  declining,  the  College  of  Medicine’s 
research  holdings  continue  to  increase.  We  are  stimulating 
research  in  a number  of  other  ways.  For  example,  we  are 
using  NIH  Biomedical  Research  Support  funds  to  assist 
young  investigators  and  enable  departments  to  purchase 
major  items  of  equipment  difficult  to  finance  through 
individual  grants.  We  are  also  funding  medical  students 
working  on  summer  research  projects  with  faculty 
members.  Most  importantly,  we  have  begun  operation  of  a 
scattered  bed  clinical  research  unit  in  University  Hospital. 
Interaction  between  basic  and  clinical  sciences  is  being 
fostered  in  a number  of  ways,  including  the  establishment 
of  the  Dean’s  Research  Forum.  Major  additions  of 
laboratory  space  for  clinical  departments  will  be  available 
at  the  beginning  of  1984,  thanks  to  the  renovation  of  the 
Swanson  Center  (the  old  Children’s  Memorial  Hospital). 
This  will  decompress  our  already  strained  laboratory 
resources  and  make  available  space  for  some  new 
investigators.  Departments  continue  to  recruit  strong, 
young  academic  physicians  many  of  whom  are  bringing 
grant  monies  which  are  most  welcome,  as  our  other 
sources  of  funding  become  more  restricted. 


A serious  concern  is  the  fact  that  state  resources  for  the 
University  and  the  College  of  Medicine  have  declined  in 
real  terms.  This  has  resulted  in,  among  other  things, 
failure  to  provide  any  salary  increased  for  faculty  for 
1983-84  and  resulted  in  significant  cuts  in  support 
services  throughout  the  College.  For  example,  state 
funding  had  to  be  withdrawn  from  the  Division  of 
Audiology  and  Speech  Pathology  in  the  School  of  Allied 
Health.  Current  determinations  in  the  University  will 
almost  certainly  result  in  further  reallocations  of  funding 
in  the  current  and  subsequent  years. 

For  this  reason,  we  are  continuing  to  press  forward  with 
our  centennial  development  program.  I am  glad  to  say  that 
this  campaign  is  making  progress  although  we  are  still 
short  of  our  initial  target  of  providing  funds  to  develop  ten 
personal  chairs  to  be  made  available  to  attract  investi- 
gators to  this  campus.  These  investigators,  in  turn,  will  be 
of  the  caliber  to  attract  further  national  funding  because 
of  their  own  expertise  and  special  distinction. 

Once  again,  the  College  appreciates  the  ongoing 
interest  and  support  of  the  Nebraska  Medical  Association. 

Respectfully  submitted, 

Alastair  M.  Connell,  M.D. 

Dean 


STUDENT  SECTION  REPORT, 
AMA-MSS  ANNUAL  MEETING 

The  AMA-MSS  met  at  the  annual  session,  Chicago, 
Illinois,  June  17-19,  1983.  Delegates  were  present  from 
nearly  all  of  the  138  schools  of  Medicine  and  Osteopathy. 

The  Nebraska  delegation  consisted  of  a delegate  and 
alternate  delegate  from  the  Creighton  Medical  School, 
Brian  Hardin  and  Tim  Crnkovich,  respectively.  Repre- 
senting the  University  of  Nebraska  medical  students  and 
the  NMA-MSC  was  Miles  C.  Tommeraasen  as  delegate, 
and  alternate  delegate,  Valerie  Arkoosh  Tommeraasen. 

The  NMA-MSC  benefitted  greatly  from  the  trip  to 
Chicago.  As  a new  member  of  the  Association  many 
concepts  on  organization,  membership  development,  and 
activities  were  learned.  The  AMA  provides  many  services 
and  resources  to  its  component  societies.  Good  contacts 
were  made  with  staff  of  the  AMA  Student  Services 
Section,  and  Membership  Development  Section,  who 
were  most  courteous  and  quite  helpful  in  fulfilling  our 
needs.  Posters,  membership  flyers,  and  an  excellent  15 
minute  slide  show  were  provided  for  our  freshman 
orientation  program  on  August  25,  1983. 

Many  ideas  were  exchanged  with  some  of  the  more 
established  and  experienced  chapters.  One  symposium  on 
graduate  medical  education,  pertinent  to  UNMC  and 
Creighton  students,  discussed  the  first  year  residency 
match,  techniques  for  interviewing,  availability  and 
distribution  of  residency  positions,  and  the  quality  and 
content  of  all  the  various  GME  program. 

Some  of  the  more  significant  reports  and  resolutions 
were  as  follows: 

(1)  Board  of  Trustees  Report  X,  creating  a position  for  a 
non-voting  student  member  of  the  AMA  Board  of 
Trustees,  was  overwhelmingly  approved  by  voice  vote  at 
the  AMA  House  of  Delegates. 

(2)  Nine  AMA-MSS  resolutions  were  submitted  to  the 
AMA  House  of  Delegates,  five  were  referred  to  the  Board 
of 'I'rustees  for  further  study,  three  were  adopted,  and  one 
was  adopted  in  lieu  of  A\1A  Resolution  #132  ("Drug 
Advertising  to  the  Public"). 

(3)  MSS  position  paper  #1  focused  on  "I'he  Status  of 
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Foreign  Medical  School  Graduates  in  the  United  States”: 

a.  The  U.S.  Government  should  provide  preferentiol 
support  (e.g.  financial  aid)  to  U.S.  citizens  enrolled  in 
medical  schools,  as  opposed  to  alien  and  U.S.  FMG’s. 

b.  Immigration  legislation  should  allow  adequate  time  to 
complete  training. 

c.  Steps  should  be  taken  to  aid  developing  countries  in 
providing  incentives  for  their  physicians  to  return  to  or 
remain  in  their  own  country. 

d.  Determination  of  an  individual’s  qualifications  should 
include  assessment  of  the  individual  student  of 
medical  school  graduate  as  well  as  the  foreign  medical 
school  attended. 

The  issue  of  FMG  influx  is  one  of  great  concern  to  the 
medical  students  of  the  U.S.,  and  was  discussed  at  great 
length  hy  the  MSS  assembly.  We  recommend  the  NMA 
develop  a position  paper  on  the  subject,  in  line  with  the 
AMA  position  and  policy. 

We  are  pleased  to  announce  that  Rockford  G.  Yapp,  III, 
a founding  member  of  the  NMA-MSC,  was  elected  to  the 
AMA-MSS  Governing  Council  and  will  be  serving  as  the 
MSS  Delegate  to  the  AMA  House  of  Delegates  for  the 
coming  year. 

Through  our  involvement  and  observations  of  the 
workings  of  the  AMA  and  the  AMA-MSS,  the  NMA-MSC 
has  been  greatly  strengthened  and  looks  forward  to  an 
even  better  year  working  for  the  goals  of  the  students,  the 
NMA,  and  the  A.MA. 

It  is  our  recommendation  that  at  future  NMA  House  of 
Delegate  meetings,  an  orientation  be  established  for 
students  to  familiarize  them  with  the  structure  of  the 
Association  and  its  inner  workings. 

Respectfully  submitted. 

Miles  G.  Tommeraasen 
NMA-MSC  Delegate 


COMMISSION  ON  LEGISLATION  AND 
LEGAL  AFFAIRS 

Robert  Shapiro.  M.D.,  Lincoln  — Co-Chairman;  Craig  Urbauer,  MD.. 
Lincoln  — Co-Chairman;  Judith  Butler.  M.D..  Superior:  James  H.  Dunlap. 
M.D.,  Norfolk;  Vernon  F.  Garwood.  M.D..  Lincoln;  Ronald  Klutman,  M.D.. 
Columbus;  Chas.  VV.  Landgraf.  Jr..  M,D..  Omaha;  Max  W.  Linder.  M.D.. 
Lincoln;  John  T.  .McGreer.  HI.  M.D..  Lincoln;  Bruce  Miller.  M.D.,  Lincoln; 
Richard  A.  Raymond.  M.D.,  O Neill:  Blaine  Y.  Roffman.  M.D  , Omaha; 
Charles  S.  Wilson.  M,D..  Lincoln;  Jerald  R Schenken.  M,D..  Omaha;  Kim 
Meyer,  Omaha;  Miles  Tommeraasen,  Omaha. 

Although  the  Nebraska  Legislature  is  out  of  session 
until  January,  1984,  it  has  not  been  a quiet  summer  for  the 
Legislative  Commission  of  the  Nebraska  Medical  Associa- 
tion. 

The  Board  of  Directors  and  the  Co-chairman  of  the 
Commission  decided  that  there  were  so  many  issues  of 
importance  facing  medicine  in  the  next  session  of  the 
Legislature  that  we  could  not  affort  to  wait  until  January 
to  get  organized. 

The  Commission  has  expanded  and  great  effort  was 
directed  to  insure  that  there  was  broad  representation 
from  all  parts  of  the  state. 

Early  on  representatives  of  the  Commission  met  with 
representatives  of  St.  Paul  Fire  and  Marine  for  the  annual 
evaluation  of  the  malpractice  situation.  The  bottom  line  is 
that  the  bottom  line  was  increased.  After  a remarkable 
interval  attributed  significantly  to  our  malpractice  bill 
during  which  physician  premiums  actually  fell  for  a time, 
the  situation  has  reversed  itself.  Many  new  claims  are 
being  filed  and  rate  increases  of  about  25%  will  need  to  be 
imposed. 


The  Legislative  Commission  met  for  a general  meeting 
in  the  latter  part  of  July.  We  wanted  to  talk  about  the 
interim  studies  of  the  Legislature  and  future  legislative 
challenges. 

We  felt  that  it  might  be  worthwhile  to  divide  the 
enlarged  Commission  into  task  forces  so  that  concen- 
trated focused  engeries  could  be  directed  to  those 
problems  which  we  would  be  handling  directly  and  not 
delegating  to  specialty  societies  with  specific  interests 
such  as  the  ophthalmologists’  problems  with  the  optome- 
trists. 

The  issue  of  limited  practitioners  has  been  discussed 
this  summer  and  the  fate  of  this  license  issue  still  remains 
a question.  A task  force  composed  of  ophthalmologists 
and  optometrists  met  several  times  and  we  understand 
recommendations  have  been  made  to  the  Public  Health 
Committee  that  would  not  change  their  present  scope. 
Final  decision  in  this  issue  will  be  in  the  hands  of  the 
Public  Health  Committee.  To  date,  we  are  not  aware  they 
have  acted  on  these  recommendations. 

Meetings  have  been  held  with  nursing  representatives 
to  work  out  a mutually  acceptable  compromise  on  nurses 
working  as  midwives  in  the  field  of  obstetrics  and 
gynecology  under  a physician’s  direction  and  with 
privileges  granted  through  a hospital.  At  this  time,  good 
progress  appeared  to  be  being  made.  However,  at  a recent 
meeting,  some  problems  arose  which  will  need  to  be 
ironed  out. 

A potential  problem  is  surfacing  in  regard  to  Study 
Resolution  137,  which  deals  with  the  Board  of  Medical 
Examiners.  In  essence,  the  first  element  is  to  change  the 
name  of  the  Bureau  of  Examining  Boards  to  Bureau  of 
Control  of  Health  Care  Professions. 

Other  features  would  combine  the  Board  of  Ambulance 
Advisors  with  the  Board  of  Advanced  Emergency  Medical 
Care  (Paramedics)  and  dissolve  the  Cosmetologist 
Examiners  and  combine  it  with  the  Board  of  Barbering 
outside  of  the  Board  of  Health. 

Another  proposal  would  put  the  Board  of  Examiners  in 
Podiatry  in  with  the  Examiners  in  Medicine  and  Surgery. 

Another  proposal  would  establish  a Board  of  Allied 
Health  Care  Services.  This  would  include  sanitarians  and 
nursing  home  administrators,  massage,  hearing  aid 
dealers  and  fitters,  and  funeral  embalmers  and  directors. 

Also  to  help  the  Commission  with  its  task  which  is 
basically  one  of  policy  implementation,  the  Board  of 
Directors  has  appointed  an  ad-hoc  committee  to  develop 
position  papers  for  the  Association.  The  people  writing 
these  papers  which  will  be  developed  over  the  next  few 
months,  will  have  the  luxury  of  thoughtful  deliberation. 
The  papers  will  be  available  to  the  Legislature  and  will  be 
used  as  source  material  by  the  Legislative  Commission. 
They  will  provide  the  strategic  philosophical  under- 
pinnings for  the  ad-hoc  tactical  policy  readjustments 
which  often  are  necessary  in  the  heat  of  the  legislative 
session. 

The  legislative  agenda  which  appears  to  be  of  im- 
portance for  the  next  session  contains  issues  of  some 
concern  to  the  profession  and  includes  a broad  range  of 
subjects. 

Medicaid  will  deserve  great  attention  because  re- 
sources are  quite  limited.  It  will  be  important  to  be  sure 
that  we  have  input  into  how  these  matters  are  ultimately 
handled.  A modified  program  is  expected  to  be  announced 
by  the  time  of  the  Fall  Session  which  will  indicate  the 
direction  the  Department  may  take  on  Medicaid.  Those 
modifications  will  be  reviewed  by  the  Commission. 
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Revision  of  LB  434,  the  malpractice  bill,  will  be  at  or 
near  the  top  of  the  agenda.  Review  of  this  law  is  currently 
under  way  by  an  ad-hoc  committee  of  the  NMA.  Further 
developments  on  this  matter  will  be  reported  to  the  House 
at  the  Fall  Session.  We  anticipate  this  will  be  a substantial 
undertaking. 

A corollary  proposal  would  combine  the  Boards  of 
Audiology  and  Speech  Pathology,  Optometry,  Psychology, 
Podiatry,  Chiropractice  and  Physical  Therapy. 

Each  Board  would  have  two  professionals,  two  lay 
members  and  two  M.D.’s.  There  would  be  sub-boards 
each  which  would  have  two  professionals,  one  lay  member 
and  one  physician. 

This  all  boils  down  to  much  harder  work  for  the 
Commission  than  has  sometimes  been  the  case  and  in  an 
environment  which  is  more  difficult  than  any  we  have 
known  before. 


COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Sidney  — Chairman;  Gordon  Adams,  M.D., 
Norfolk:  Lewistx)n  W.  Birkmann,  M.D.,  Lincoln;  James  Carson,  M.D., 
McCook:  Allen  Dvorak,  M.D.,  Omaha;  Dale  Ebers,  M.D.,  Lincoln;  Louis  J. 
Gogela,  Jr.,  M.D.,  Beatrice;  Roger  Jacobs,  M.D.,  Seward;  Duane  Krause, 
M.D.,  Fremont;  Morton  H.  Kulesh,  M.D.,  Omaha;  Roger  D.  Mason,  M.D., 
Omaha;  Donald  Prince,  M.D.,  Minden;  C.  Lee  Retelsdorf,  M.D.,  Omaha; 
Eugene  Sucha,  M.D.,  West  Point;  Craig  Urbauer,  M.D.,  Lincoln;  Thomas  H. 
Wallace,  M.D.,  Gordon;  Kelly  McGinnis,  Omaha. 

The  Committee  on  Health  Planning  held  one  meeting 
on  April  29,  1983,  at  the  NMA  office  in  Lincoln  and 
discussed  several  items  of  interest  to  the  NMA. 

Jesse  Edwards  and  several  Physician  Assistants  were 
present,  at  their  request,  and  a basic  discussion  regarding 
the  need  for  and  utilization  of  Physician  Assistants  was 
held.  This  discussion  followed  receipt  of  the  report  of  the 
Ad-Hoc  Committee  on  Physician  Assistants  presented  by 
Dr.  Urbauer  of  Lincoln  plus  a listing  of  the  number  and 
location  of  PA’s  currently  employed  in  Nebraska.  This 
report  indicated  that  as  of  October  13,  1982,  there  were  a 
total  of  91  PA’s  employed  in  the  state,  67  of  which  are 
graduates  of  the  program  at  UNMC.  Thirty-one  of  these 
PA’s  are  employed  in  communities  with  populations  of 
less  than  5,000  persons.  Included  in  this  group  are  3 PA’s 
employed  at  the  State  Penitentiary  in  Lincoln  and  3 
employed  at  the  Macy  Indian  Reservation.  Of  the 
remaining  PA’s  in  the  state,  24  are  employed  in  Omaha  (a 
number  of  which  are  employed  in  the  PA  program  at 
UNMC),  9 are  employed  in  Lincoln,  6 in  Hastings,  5 in 
Grand  Island,  and  4 in  Fairbury.  A copy  of  this  breakdown 
by  town  is  appended  to  this  report.  A number  of  concerns 
were  voiced  regarding  instances  of  unsupervised  practice 
by  PA’s  and  it  was  the  concensus  of  the  PA’s  present  that 
they  were  as  concerned  about  these  situations  as  were  the 
committee  members.  It  was  also  reported  that  the  Board 
of  Medical  Examiners  were  looking  into  the  precise 
limitations  implicit  in  the  Nebraska  PA  Statute  before 
proceeding  with  their  investigation  of  several  reports  of 
PA’s  engaging  in  remote  or  unsupervised  practice.  It  was 
recommended  that  Doctor  Peetz,  the  President  of  the 
NMA,  appoint  a special  committee  to  develop  a position 
paper  on  PA’s  for  the  NMA  and  this  has  been 
implemented.  However,  completion  of  this  paper  is 
awaiting  the  legal  opinion  referred  to  above. 

The  matter  of  the  NMA’s  relationship  to  the  Medical 
Schools  was  again  discussed  particularly  with  respect  to 
the  AMA’s  Council  on  Medical  Education  report  of  1982 
on  this  subject.  This  matter  continues  under  study. 

Health  Planning  activities  of  the  State  Health  Co- 
ordinating Council  have  slowed  considerably  since  the 


switch  to  a single  state  agency,  the  change  in  administration 
in  the  State  House,  and  the  departure  of  Ken  Diamond, 
the  former  Director  of  the  Department  of  Health’s  “State 
Health  Planning  & Development  Agency.”  It  is  note- 
worthy to  report  that  a Technical  Review  Panel  on 
Nuclear  Magnetic  Resonance  was  appointed,  with  Dr. 
Roger  Mason  as  Chairman,  and  has  developed  some  draft 
guidelines  for  consideration  at  the  next  meeting  of  the 
Plan  Development  Committee  and  the  State  Health 
Coordinating  Council,  scheduled  for  September  30, 1983. 
It  is  anticipated  that  these  guidelines  will  be  refined  and 
offered  as  an  amendment  to  the  current  State  Health  Plan 
in  the  future.  This  technical  review  panel  was  composed  of 
physician  radiology  specialists,  physician  users  of  this 
technology,  and  three  members  of  the  SHCC  including 
Dr.  Mason  and  Dr.  Krause,  radiologist  from  Fremont.  A 
second  committee  was  appointed  by  the  Systems  De- 
velopment Committee  of  the  SHCC  to  develop  some 
general  guidelines  regarding  the  approval  of  new  medical 
procedures  and  new  technology  in  general  and  will  also 
present  its  report  at  the  September  30th  meeting. 

The  future  of  Health  Planning  under  PL  93-641 
remains  somewhat  uncertain  at  present  but  funding  for 
the  activity  was  approved  for  the  balance  of  this  fiscal 
year. 

Your  Committee  is  continuing  to  monitor  the  activities 
of  the  State  Health  Planning  and  Development  Agency 
and  the  State  Health  Coordinating  Council  and  will 
comment  on  the  proposed  amendments  to  the  State 
Health  Plan  when  and  if  they  materialize.  We  will  also 
review  the  next  edition  of  the  State  Mental  Health  Plan 
which  is  due  to  be  released  in  the  near  future.  We  are 
continuing  our  interest  in  additional  activities  which 
include  the  practice  of  Chiropractic  and  Podiatry,  and 
possible  legislative  adventures  in  the  areas  of  Nurse 
Practitioners  and  Nurse  Midwives. 

If  any  delegate  or  component  society  has  concerns  or 
problems  in  the  Health  Planning  area,  please  contact  the 
NMA  office  or  any  member  of  the  Health  Planning 
Committee. 

Physician  Assistants  Working  in  Nebraska 
as  of  October  13,  1982 

UNMC  PA  Graduates  from 


Towns  with  pop. 

Program 

Another 

under  5,000 

Graduates 

Program 

Auburn 

2 

Benkelman 

1 

Blue  Hill 

1 

Broken  Bow 

1 

Burnell 

1 

Callaway 

2 

Cambridge 

1 

Crete 

1 

Franklin 

1 

Grant  

1 

Imperial 

1 

Lincoln/State  Penitentiary 

3 

Macy 

3 

Morrill 

1 

O’Neill 

1 

Ord 

2 

Osceola 

1 

St.  Paul 

1 

Sutton 

1 

Tecumseh 

1 

Tilden 

1 

Wahoo 

1 

Weeping  Water 

1 

Winnebago  

1 

SUB  TOTAL 

. . . . 22 

9 : 
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i'o\s  ns  with  pop. 
o.OOO  • lO.OCM) 


l’NM('  PA  (Graduates  from 
Program  Another 

(Graduates  Program 


Fairl)ur\’ 4 

Falls  City 1 

(lering 

I.oxington 1 

Mc('()ok 1 

Plattsmouth 

Seward 1 

Sidney 1 

South  Sioux  City 1 

Wayne 1 

SCB  TOTAI n 


1 

1 


2 13 


I'NMC  PA 

Towns  with  pop.  Program 

Over  lO.(MH)  (Jraduales 


Beatrice 4 

Grand  Island 4 

Hastings 1 

lancoln 4 

Norfolk 1 

North  Platte 1 

Omaha* 19 

SUB  TOTAL ^4 

TOTAL  GRADUATES  ....  67 


Graduates  from 
Another 
Program 

2 

1 

5 9 


5 24 

13  47 

24 


TOTAL  PHYSICIAN  ASSISTANTS 

WORKING  IN  NEBRASKA 91 


•The  Omaha  figure  includes  16  Physician  Assistants  employed  at  the 
I’niversity  of  Nebraska  Medical  Center  working  in  teaching  and  seizing 
roles  as  well  as  medical  practice 


Physician  Assistant  Program 
Number  of  Students  Per  Year 


•Junior  21 
Senior  21 

1981-1982 

•Junior 

Senior 

22 

19 

42 

41 

1982-1983 

•Junior  24 
Senior  21 

45 

Retention  Within  the  State  of  Nebraska 
Graduates  of  1980:  19  Graduates 

Nebraska  Other  States  Unemployed 

6 Rural  6 2 

4 Urban  1 (Med.  School) 

Graduates  of  1981:  21  Graduates 

Nebraska  Other  States  Unemployed 

5 Rural  10  1 

5 Urban 

Disregarding  the  1 unemployed  graduate,  there  is  a SOU 
retention  rate. 


University  of  Nebraska  College  of  Medicine 
Physician  Assistant  Program 

Deployment  of  Graduates 
List  of  graduates  with  principal  employment  in 
specified  categories: 


a.  Practicing  as  physician  assistants 121 

Office-based  private  practice 75 

Institutional-based  practice 26 

Ambulatory  care  clinic-based  practice 12 

Other  settings 6 

b.  Employed  in  administration  and/or 

teaching  as  a PA i 

c.  Employed  in  research  as  a PA 1 

d.  Employed  in  the  health  field,  in  a capacity 

other  than  as  PA 5 

as  physician 2 

as  nurses 0 

in  other  occupations 3 

e.  Enrolled  as  full-time  students 6 

in  medical  school 4 

in  other  post-graduate  study 2 

in  other  study 0 

f Employed  in  other  than  the  medical  or 

health  fields i 

g.  Current  employment  or  activity  status  unknown. . . 15 

h.  Other (Deceased) 1 


TOTAL  NUMBER  OF 

PROGRAM  GRADUATES 151 

The  following  table  indicates  clinical  specialty  of 
graduates  employed  as  PAs. 

Family  Medicine 82 

Internal  Medicine 9 

Pediatrics 2 

Obstetrics/ Gynecology 5 

Surgical  Subspecialty 6 

Other 17 

TOTAL .121 

The  following  table  indicates  location  of  the  practice  of 
graduates  working  ’as  PAs. 

Rural 53 

Inner-City 0 

Other  (Urban,  Metropolitan) 68 

TOTAL 121 


(Data  as  of  10/13/82) 


COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Omaha  — Chairman;  Rodney  Basler,  M.D.. 
Lincoln;  Herbert  D.  Feidler,  M.D.,  Norfolk;  Edward  E.  Gatz,  M.D..  Omaha; 
Donald  T.  Glow.  M.D.,  Omaha;  John  J.  Hoesing,  M.D..  Omaha;  Roger  F, 
Massie,  M.D..  Plainview;  Donald  E.  Matthews.  M.D..  Lincoln;  F.  Thomas 
Waring.  M.D..  Fremont;  John  Beneke,  Omaha. 


The  Commission  has  an  active,  on-going  program 
underway  and  presents  this  report  to  the  House  of 
Delegates: 

(1)  The  growing  interest  in  health  news  and  wellness  has 
become  both  a blessing  and  a hardship  for  public 
information  activities  of  our  professional  association.  On 
the  one  hand,  there  are  today  literally  hundreds  of  sources 
of  health  and  wellness  information  for  the  citizen.  Many 
voices  are  offering  advice,  some  of  it  extremely  specific 
and  much  of  it  anit-organized  medicine.  The  citizen  today 
is  able  to  get  a great  deal  of  free  (or  purchased)  advice 
about  their  physical  condition  and  ways  to  better  health 
from  non-medical  sources.  There  is  ample  evidence  that 
many  people  are  quite  willing  to  hear  and  heed  a great 
deal  of  this  information.  This  tide  of  swelling  interest  and 
answering  information  is  a significant  factor  affecting 
health  care  delivery  and  should  be  monitored  carefully. 
On  the  other  hand,  the  public  has  maintained  its  feeling  of 
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closeness  to  their  individual  physician.  Public  information 
originating  from  a physician  or  from  a physician  repre- 
senting the  Nebraska  Medical  Association  is  greeted  with 
great  respect  and  a high  degree  of  attention. 

Based  on  this  background,  our  thrust  in  public 
information  is  to  continue  to  offer  informative  and 
educational  information  over  the  name  of  physician 
experts  who  represent  the  Nebraska  Medical  Association. 
This  seems  to  be  the  most  effective  method  for  hitting 
home  to  the  public  in  the  present  situation. 

(2)  The  Commission  continues  to  distribute  a packet  of 
Health  Tips  to  more  than  200  newspapers  and  75  radio 
stations  each  month.  Topics  are  selected  on  the  basis  of 
perceived  public  interest  and  seasonal  adaptability.  The 
material  is  read  and  approved  by  a physician  committee 
prior  to  distribution.  The  summer  months  are  normally 
the  period  when  fewer  newspapers  use  these  health  tips  in 
their  columns. 

However,  during  June,  1983,  we  had  the  highest  useage 
since  January,  1980.  There  were  56  different  newspapers 
in  Nebraska  which  used  148  health  tip  news  stories  in 
their  columns.  Use  of  the  health  tips  has  exceeded  last 
year  in  every  month  so  far  this  year.  Radio  stations 
continue  to  utilize  the  material  as  public  service  an- 
nouncements and  to  ask  us  to  send  it  to  them.  Each 
newspaper  health  tip  includes  the  name  of  the  Nebraska 
Medical  Association  at  least  one  time  and  does  not  use 
individual  names. 

(3)  A series  of  15  30-second  spot  announcements  on 
health  news  will  be  taped  by  Doctor  Dwaine  Peetz  in 
September  or  October  for  distribution  to  more  than  60 
radio  stations.  These  topical  public  service  announce- 
ments have  proven  to  be  popular  with  radio  stations  in  the 
past.  Each  spot  announcement  identifies  the  speaker  and 
includes  the  name  of  the  Nebraska  Medical  Association. 

(4)  A recent  conference  with  Nebraska  Education  Com- 
missioner, Joe  Lutjeharms,  resulted  in  the  Commission 
issuing  a strong  letter  of  support  for  the  Nebraska  Health 
Gallery  finance  campaign  project.  The  Commissioner  also 
indicated  an  interest  in  further  discussions  with  the 
Nebraska  Medical  Association  about  what  he  perceives  as 
a great  need  for  more  and  better  health  education  in  many 
Nebraska  schools.  Plans  are  to  pursue  the  matter  with  him 
and  to  work  with  the  Education  Committee  as  appropriate 
in  any  further  developments. 

(5)  The  Health  News  Update  radio  program  continues  to 
be  popular  with  the  28  stations  who  take  the  taped 
programs  on  an  average  of  twice  monthly.  Stations 
participating  include;  KBHL,  Lincoln;  KFOR,  Lincoln; 
KFAB,  Omaha;  KYNN,  Omaha;  KSYZ,  Grand  Island; 
KRGI,  Grand  Island;  KMMJ,  Grand  Island;  KNEN, 
Norfolk;  WJAG,  Norfolk;  KODY,  North  Platte;  KHUB, 
Fremont;  KBRB,  Ainsworth;  KCSR,  Chadron,  KRVN, 
Lexington;  KGMT,  Fairhury;  KCOW,  Alliance;  KRNY, 
Kearney;  KGFW,  Kearney;  KOLT,  Scottshluff;  KNEB, 
Scottshluff;  KMOR,  Scottshluff;  KTCH,  Wayne;  KJSK, 
Columbus;  KCNI,  Broken  Bow;  KHAS,  Hastings;  KICX, 
McCook;  KSRO,  Seward;  KVSH,  Valentine. 

Physicians  have  been  interviewed  on  a wide  range  of 
topics  chosen  by  a physician  committee.  J'opics  discussed 
in  recent  programs  include:  stress  management,  stress 
and  the  child  athlete,  depression.  Laser  surgery,  tumor 
registry,  chymopapain  injections,  adolescent  drug  abuse, 
and  physician  supply. 

(6)  A detailed  “Report  on  the  State  of  Our  Health  in 
Nebraska”  will  again  be  prepared  by  the  Commission  for 
issuance  by  the  President  during  the  period  immediately 
after  Christmas,  1983.  J'his  will  be  the  fourth  annual 


report  in  this  series.  Prior  reports  have  received  wide  use 
by  the  news  media. 

(7)  Possible  adaptation  of  TV  public  service  spots  which 
have  been  prepared  by  the  American  Medical  Association 
is  being  studied.  Some  production  work  is  needed  to  make 
the  spots  adaptable  to  Nebraska  and  we  will  be  working 
with  TV  production  people  on  that  project. 

(8)  The  Commission  selected  a committee  to  develop  the 
program  for  the  NMA  medical  care  cost  seminar.  The 
group  will  meet  in  early  October  to  initiate  plans  for  the 
seminar.  Funding  assistance  has  been  provided  by  the 
Board  of  Directors. 


AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  Clare.  M.D..  Lincoln  — Chairman;  Stanley  Bach.  M.D.,  Omaha; 
•Jackson  Bence.  M.D  . Grand  Island:  S.  I.  Fuenning.  M.D.,  Lincoln;  Jack  K. 
Lewis.  M.D.,  Omaha;  Charles  Newman.  M.D..  Lincoln;  Richard  A. 
Raymond.  M.D.,  O’Neill;  Wm.  M.  Walsh.  M.D.,  Omaha;  George  F.  Sullivan. 
R.P.T..  Lincoln;  Wayne  Wagner.  A.T.C..  Omaha;  Bryan  Bredthauer.  Omaha. 

The  Ad-Hoc  Committee  on  Athletic  Medicine  held  a 
symposium  on  sports  injuries  on  April  22,  1983,  at  the 
Nebraska  Center  for  Continuing  Education  in  Lincoln.  We 
had  good  participation  by  committee  members  and 
additional  faculty  from  Lincoln  and  Omaha.  Approximate- 
ly 300  coaches  and  administrators  from  the  high  schools 
in  the  State  of  Nebraska  attended. 

Basic  issues  on  the  care  of  the  high  school  athlete  were 
discussed,  and  I think  it  was  an  educational  experience  for 
those  in  attendance. 


AD-HOC  COMMITTEE  ON  PRO 

Dale  Michels,  M.D..  Lincoln  — Chairman;  Joseph  Stitcher,  M.D.,  Lincoln: 
Arnold  Lempka.  M.D.,  Omaha;  Milton  Simons.  M.D.,  Omaha;  John 
Fitzgibbons,  M.D..  Omaha;  James  Schlichtemier,  M.D..  Omaha;  John  Coe. 
M.D.,  Omaha;  Allan  C.  Landers,  M.D.,  Scottshluff;  Stuart  Embury.  M.D.. 
Holdrege;  Carl  Cornelius,  M.D..  Sidney;  R.  C.  Weldon,  M.D.,  Nebraska 
City;  Joel  Johnson.  M.D.,  Kearney;  R.  L.  Tollefson,  M.D..  Wausa;  Henry 
Smith.  M.D..  Lincoln;  Robert  Long,  M.D.,  Omaha;  Roger  Mason,  M.D.. 
Omaha. 

Charge  from  the  NMA  House  of  Delegates 

—Monitor  the  activities  in  regard  to  PRO  so  the  House  of 
Delegates  can  take  action  in  the  future  appropriate  with 
developments  in  this  legislation. 

The  Facts 

— Nebraska  will  have  a PRO.  It  is  mandated  by  law  and 
part  of  the  Social  Security  Reform  Act  of  1983  and  the 
Tax  Equity  and  Fiscal  Responsibility  (TEFRA)  of  1982. 

— Nebraska  will  have  only  one  PRO. 

— Nebraska  physicians  will  participate  in  PRO  either  as 
members  of  a physician  sponsored  organization  or  will  be 
hired  by  a physician  access  organization  to  do  PRO 
(outside  firm). 

— An  organization  sponsoring  the  PRO  must  have 
representation  of  all  specialty  groups  as  a part  of  its 
membership. 

— The  outside  organization  that  hires  the  physicians  must 
also  have  representation  of  all  medical  specialties. 

— No  hospital  or  association  of  hospitals  can  become 
PRO. 

— No  PRO  can  contract  for  retrospective  review  with  any 
hospital  or  facility  that  receives  Medicare  funding  nor  any 
association  of  these  organizations. 

— Statistical  information  concerning  hospital  utilization, 
rates,  and  frequency  of  procedures  must  be  made 
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available  to  the  PRC)  from  the  fiscal  intermediary  (FI)  i.e. 
Blue  Cross-Blue  Shield.  Mutual  of  Omaha  and  others. 

— Money  to  run  the  PRO  program  is  dedicated  from  the 
Social  Security  Trust  Fund  and  does  not  require  annual 
congressional  appropriation. 

— Physicians  who  participate  in  the  PRO  program  will  be 
reimbursed  for  the  time  spent  in  reviewing. 

— PRO  s are  operated  on  a basis  of  a two-year  contract. 

— Hospitals  must  contract  with  a PRO  by  October  1, 
1984,  in  order  to  he  reimbursed  by  Medicare. 

— Each  PRO  will  contract  independently  with  the  Health 
Care  Financing  Administration  (HCFA)  subject  to  guide- 
lines printed  in  the  scope  of  work  document. 

— Because  of  the  independent  contractural  status,  ma- 
terial obtained  by  the  PRO  is  free  from  the  Freedom  of 
Information  Act. 

—The  government  will  pay  legal  fees  for  defense  in  case  of 
any  liability  action  against  a PRO. 

—The  PRO  will  be  assigned  the  responsibility  of; 

a.  Review  of  admissions 

b.  Review  of  cases  with  unusually  long  hospitalizations 
or  large  costs 

c.  Quality  assurance  review 

d.  Review  of  procedures  to  determine  most  appropriate 
site  (in-patient  or  out-patient) 

e.  Accumulation  and  analysis  of  data 

f.  Validation  of  diagnostic  related  groups  (DRG’s)  to 
determine  their  accuracy  and  completeness 

g.  Set  up  objectives  which  relate  to  length  of  stay  and 
costs 

—The  PRO  program  can  be  a physician  directed  program 
without  outside  non-physician  participation  which  oc- 
curred in  previous  programs. 

— The  point  system  for  awarding  PRO  contracts  gives 
physician-sponsored  organizations  an  edge.  (100  extra 
points  out  of  a total  of  1000  points  available) 

— The  AMA  House  of  Delegates  through  its  Council  on 
Medical  Services  report  reaffirms  its  support  of  pro- 
fessionally directed  programs  of  medical  peer  review 
conducted  by  physician-sponsored  organizations  and 
opposes  PRO  programs  by  fiscal  intermediaries  or  other 
third  parties. 

—The  AMA  House  of  Delegates  also  states  that  state 
medical  societies  not  already  involved  in  the  PRO 
program  now  consider  involvement  to  maintain  physician 
direction. 

— In  1979,  there  were  92,000  Medicare  admissions  to 
Nebraska  hospitals. 

— The  Ad-Hoc  Committee  spent  almost  six  hours  in  two 
meetings  with  free  and  open  debate  and  many  hours  of 
review  of  materials  to  come  to  our  recommendations. 


The  Concerns 

— Where  will  costs  to  develop  a proposal  come  from  since 
Nebraska  has  no  PSRO?  (PSRO’s  are  provided  with 
funding  to  develop  the  information  for  a PRO.) 

— Should  the  Nebraska  Medical  Association  as  the 
umbrella  become  the  supporting  organization  since 
Nebraska  physicians  will  be  involved  in  the  review 
mechanism  in  either  case? 

— What  is  the  negative  public  impact  if  we  choose  not  to 
be  directly  involved  in  peer  review? 

— What  Eire  the  political  implications  (legislative  and 


others)  if  Nebraska  physicians  choose  not  to  become 
involved  with  the  PRO? 

— Can  anyone  do  a fairer  and  more  responsible  job  of  peer 
review  than  the  Nebraska  Medical  Association? 

— What  influence  can  Nebraska  physicians  have  if  an 
outside  organization  becomes  the  PRO  and  hires  phy- 
sicians to  do  the  work  of  PRO? 

— How  much  interference  will  the  PRO  receive  from 
HCFA? 

The  Recommendations 

The  Ad-Hoc  Committee  on  PRO  recommends  to  the 
House  of  Delegates  that  the  Nebraska  Medical  Associa- 
tion be  the  umbrella  organization  for  a PRO  for  the  State 
of  Nebraska.  (6  yea,  2 nay,  4 absent) 

It  further  recommends  that  if  the  NMA  becomes  the 
physician  sponsored  organization  for  a PRO  in  Nebraska, 
no  Nebraska  Medical  Association  or  Nebraska  Medical 
Foundation  funds  be  used  in  setting  up  the  organization. 
(7  yea,  1 nay,  4 absent) 


AD-HOC  COMMITTEE  ON  PRO 
MINORITY  REPORT 

C.  J.  Cornelius,  Jr.  M D.;  John  F.  Fitzgibbons,  M.D.;  Arnold  W.  Lempka, 
M.D. 

The  majority  report  has  recommended  that  the  NMA 
become  the  Sponsoring  Organization  for  a physician 
sponsored  PRO  for  Nebraska.  The  NMA  has  been 
afforded  an  “opportunity”  to  participate  in  the  Federally 
conceived.  Federally  regulated,  and  Federally  controlled 
program  for  “mandated  cost-containment.”  Many  of  the 
delegates  will  remember  that  we  refused  to  take  advantage 
of  a similar  “opportunity”  some  10  years  ago  in  a program 
wnth  a similar  acronym,  PSRO.  Both  programs  were 
designed  to  contain  cost  but  PSRO  masqueraded  as  a 
quality  control  program  while  the  PRO  regulations  and 
scope  of  work  documents  leave  little  doubt  that  quality  is 
not  the  emphasis  of  this  program.  To  Nebraska’s  credit  it 
was  the  only  state  in  the  Union  which  did  not  expend 
millions  of  dollars  attempting  to  make  an  ill-conceived 
Federal  program  (PSRO)  work.  The  problem  became  an 
acknowledged  failure  and  after  some  8-9  years,  even  the 
AMA,  which  truly  tried  to  make  the  program  work, 
repudiated  its  support  and  called  for  repeal. 

The  Nebraska  Medical  Association  was  founded  to 
perform  several  important  functions  which  include: 

1.  Provide  a vehicle  for  physician  representation  and 
support  of  physicians’  aims  and  goals. 

2.  Provide  a means  for  the  promotion  of  quality  care. 

3.  Participate  in  the  public  debate  and  the  legislative 
process  on  behalf  of  better  medical  care  and  improved 
health  care. 

We  are  unable  to  find  any  justification  for  the  NMA 
becoming  an  agent  of  government  to  control  cost  by 
identifying  physicians  whose  judgements  do  not  fit  “ac- 
cepted” patterns  and  recommending  sanctions  against 
members  of  our  own  association  whose  practices  cost 
more  than  predetermined  parameters.  The  Nebraska 
Medical  Association  needs  to  remain  outside  this  program 
so  that  it  can  provide  support  for  any  member  improperly 
sanctioned.  How  can  the  NMA  defend  one  of  its  members 
if  the  NMA  is  in  fact  the  accuser  and  judge?  The  NMA 
also  needs  to  be  able  to  function  as  the  patient’s  advocate 
if  this  cost  containment  program  becomes  yet  another 
vehicle  for  the  rationing  of  medical  care.  It  was  repeatedly 
stated  in  the  committee  deliberations  that  there  was  a 
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“ton  of  money”  to  be  made  by  carrying  out  PRO.  Again 
the  Nebraska  Medical  Association  was  not  organized  to 
make  money  by  carrying  out  Federal  programs  or  even 
conceived  as  a profit  making  organization  but  rather  was 
founded  as  a dues  supported  association  of  medical 
professionals. 

It  was  frequently  stated  in  the  committee’s  discussion 
of  this  issue  that  the  NMA  should  sponsor  the  PRO  so 
that  it  can  control  it.  Anyone  who  believes  that  this  is 
possible  is  naive  to  say  the  least.  The  PSRO  experience 
was  that  of  a continuing  series  of  new  directives  (not 
covered  by  and  at  times  contrary  to  the  signed  contracts) 
in  the  form  of  transmittal  letters.  The  regulations  and  the 
scope  of  work  suggest  strongly  that  this  process  will 
continue  under  PRO.  Contracts  with  the  Federal  Govern- 
ment are  not  as  binding  on  both  parties  as  contracts 
between  two  private  organizations  and  acceptable  legal 
redress  in  the  case  of  a dispute  is  almost  impossible  to 
obtain.  Any  thought  of  “controlling”  the  process  to  the 
advantage  of  the  Medical  Association  should  be  aban- 
doned. 

The  PRO  program  is  further  complicated  by  the 
interfacing  required  under  TEFRA’s  DRG  program,  a 
massive  experiment  with  the  hospital  and  medical  care 
system  of  this  country.  This  unprecedented  adventure 
into  the  health  care  field  by  government  is  either  doomed 
to  failure  or  will  result  in  wholesale  bankruptcy  of 
hospitals.  Included  in  this  package  is  the  basis  for  a 
national  fee  schedule.  We  ought  not  as  a medical 
association  dissipate  our  efforts  attempting  to  make  PRO 
work  when  we  need  to  focus  our  attention  and  activities  in 
defense  of  the  private  practice  of  medicine. 

The  Minority  accepts  the  fact  that  there  will  be  a PRO 
in  Nebraska.  (The  law  mandates  that  any  hospital  serving 
Medicare  patients  must  have  a signed  contract  with  an 
approved  PRO  by  October,  1984,  in  order  to  qualify  for 
Federal  Medicare  payments).  However,  we  violently 
oppose  the  recommendation  that  the  NMA  be  the 
sponsoring  physician  organization.  There  are  viable 
alternatives.  The  Federal  regulations  even  encourage  the 
development  of  regional  (multistate)  PROs  and  specifical- 
ly singles  out  Alaska  and  Wyoming  — recommending  that 
they  be  served  by  PRO’s  of  adjacent  states.  Interest  has 
been  shown  by  the  PSRO’s  (soon  to  be  PRO’s)  in  Iowa, 
Colorado,  and  South  Dakota.  Why  must  Nebraska 
reinvent  the  wheel  when  these  states  have  programs 
already  designed  and  running?  The  NMA  could  approve 
and  support  the  RFP  (request  for  proposal)  of  one  of 
these  programs.  The  successful  bidding  PRO  could  then 
hire  Nebraska  physicians  to  carrry  out  the  review 
functions  mandated  by  law.  A second  alternative  would  be 
the  formation  of  a private  physician  group  who  would  be 
totally  independent  of  the  Nebraska  Medical  Association. 
No  such  group  is  known  to  currently  exist,  probably 
because  there  is  not  much  enthusiasm  amongst  private 
physicians  for  engaging  in  such  activity,  particularly  if 
their  own  money  is  at  risk  in  preparing  a proposal  which 
might  not  be  accepted.  Perhaps  funding  for  such  an 
endeavor  might  be  available  from  a private  foundation  or 
from  the  hospital  association  since  the  latter  has  a vested 
interest  in  the  development  of  a PRO. 

In  summary,  the  Minority  accepts  the  reality  that  there 
will  be  a PRO  in  Nebraska  even  if  it  eventually  turned  out 
to  be  a “fiscal  intermediary.”  However,  we  think  it  is 
unwise  for  the  NMA  to  be  the  sponsoring  organization. 
Alternatives  do  exist  and  should  be  encouraged.  However, 
the  NMA  should  retain  its  ability  to  act  on  behalf  of  its 
physician  members  and  their  patients  whenever  and 
wherever  the  need  arises,  unencumbered  by  Federal 
contracts  and  regulations. 


Appended  is  a portion  of  the  10/80  report  of  the 
Commission  on  Governmental  Affairs. 

Attachment  — PRO  Minority  Report 

The  sum  and  substance  of  the  1979  amendments  would 
seem  to  support  a shift  in  emphasis  for  the  health 
planning  process  from  planning  toward  regulation,  a move 
that  comes  as  no  surprise  to  the  medical  community. 

The  following  report  was  taken  from  an  article  which 
appears  in  the  summer,  1980  Newsletter  of  the  Nebraska 
State  Health  Planning  and  Development  Agency: 

Nebraska’s  general  population  discharge  rate  per  1,000 
average  length  of  stay  (ALOS)  and  hospital  use  rate 
(patient  days  per  1,000)  were  lower  than  the  other  states 
in  Region  VII.  Although  Nebraska  has  a higher  discharge 
rate  and  ALOS  than  the  national  average,  the  Nebraska 
hospital  use  rate  is  lower.  An  analysis  of  trends  indicated 
the  State  rates  are  quite  stable  with  little  change  during 
the  past  four  years. 

Nebraska  is  the  only  state  that  does  not  have  an 
operational  Professional  Standards  Review  Organization. 
Nebraska  has  the  lowest  ALOS  of  any  of  the  states  in 
Region  VII.  In  spite  of  the  lack  of  PSRO  Review  of 
Medicare  patients,  the  Nebraska  SHPDA  continues  to 
assemble  utilization  data  on  Nebraska  hospitals  to  give  a 
clearer  picture  of  hospital  use  in  Nebraska  and  Region 

vn. 

There  are  a wide  variety  of  sources  of  utilization  data 
for  Nebraska  hospitals.  Nebraska  SHPDA  staff  recently 
acquired  Medicaid  and  Medicare  reports  (enrollees  over 
65  years  of  age)  which  allow  the  comparison  of  hospital 
utilization  in  Nebraska  with  Iowa,  Kansas,  Missouri  and 
other  states  in  Region  VII.  Three  frequently  used 
measures  of  hospital  utilization  are: 

1.  discharge  rate  (per  1,000  population) 

2.  average  length  of  stay  (days) 

3.  hospital  use  rate  (patient  days  per  1,000  population) 

These  three  measures  allow  the  comparison  of  trends  in 
utilization  in  different  populations. 

The  discharge  rate  is  the  number  of  hospital  discharges 
per  1,000  population  served.  The  average  length  of  stay  is 
the  average  number  of  days  per  hospital  discharge  and  is 
calculated  by  dividing  the  total  patient  days  by  the  total 
number  of  discharges.  The  hospital  use  rates  indicates  the 
level  of  consumption  of  hospital  care  by  a given 
population  and  is  the  number  of  days  spent  in  the  hospital 
per  1,000  population  served.  The  following  Table  includes 
data  on  the  general  population  and  the  Medicare  and 
Medicaid  population. 

Table  1 

A Comparison  of  Hospital  Utilization  in  Region  VII 
and  the  United  States  in  1977  and  1978 
DISCHARGE  RATE  PER  1,000 

General 

Pop.  (1)  Medicaid  (2)  Medicare  (3) 


Iowa 190  247  338 

Kansas 189  321  440 

Missouri 81  246  384 

Nebraska 171  225  410 

U.S 159  N/A  346 

AVERAGE  LENGTH  OF  STAY 

General 

Pop.  Medicaid  Medicare 

Iowa 6.7  6.3  10.0 

Kansas 7.0  5.6  11.2 

Missouri 8.0  5.5  11.4 
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Nebraska 6.5  5.7  9.7 

l-'-S 7.7  N/A  10.9 

HOSPITAL  USE  RATE  PATIENT  DAYS  PER  1,000 

General 

Pop.  Medicaid  Medicare 

Iowa 1.268  1.555  8.883 

Kansas 1.321  1,796  4,932 

Missouri 1,440  1,354  4,379 

Nebraska 1,088  1,270  3,972 

U.S 1.225  N/A  3,767 


Respectfully  submitted, 

C.  J.  Cornelius,  Jr.,  M.D.,  Sidney, 
Chairman 

John  D.  Coe,  M.D.,  Omaha 
William  Doering,  M.D.,  Franklin 
Darroll  J.  Loschen,  M.D.,  York 
John  F.  Porterfield,  M.D.,  Lincoln 
Donald  F.  Prince,  M.D.,  Minden 
Jerald  R.  Schenken.  M.D.,  Omaha 


COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  Johnson.  M.D  . Kearney  — Chairman;  R A.  Blatnv,  M.D..  Fairbury: 
John  I).  Coe.  M.D..  Omaha;  Jon  -J.  Hinrichs,  M.D.,  Lincoln;  Arnold 
Lempka.  M.D  . Omaha;  James  Ramsay.  M.D..  Atkinson;  R.  C.  Weldon. 
.M.D.,  Nebraska  City;  Patricia  Read- Williams.  Omaha. 

In  1978,  the  Articles  and  By-Laws  in  the  Nebraska 
Medical  Association  were  modified  to  preclude  a small 
group  from  forming  a self  perpetuating  society  by  having 
terms  of  office  of  unlimited  length.  However,  it  has 
subsequently  been  found  that  the  revisions  made  in  1978 
can  and  do  pose  a significant  problem  in  the  orderly 
manner  in  which  members  of  the  Board,  who  may  also 
happen  to  be  officers,  are  able  to  serve  their  elected 
terms,  both  as  officers  and  members  of  the  Board.  The 
conflict  in  the  Articles  and  By-Laws  is  that,  in  the  present 
case,  the  President-Elect  already  having  served  as  a 
Board  member  and  served  the  allowable  six  years  that  his 
term  of  office  would  not  officially  be  allowable,  that  is. 
President  and  Immediate  Past  President,  unless  the  By- 
Laws  are  amended.  Legal  consultation  has  been  obtained 
and  review  of  the  By-Laws  with  the  suggested  changes 
that  would  allow  officers  to  serve  their  terms  and  also  to 
complete  their  terms  as  members  of  the  Board.  Therefore, 
the  Commission  recommends  that  the  following  changes 
be  made. 

(1)  On  Page  2,  of  the  By-Laws,  Section  7 of  Chapter  VIII. 
It  is  felt  the  last  sentence  of  that  paragraph  could  and 
should  be  amended,  and  legal  council’s  proposal  included 
at  this  point.  The  new  amendment  would  provide  for  a 
Board  member  who  is  elected  to  a position  of  Secretary- 
Treasurer,  Speaker  or  Vice  Speaker  of  the  House  or 
Chairman  of  the  Board  of  Councilors  to  be  allowed  to  also 
serve  on  the  Board  during  their  tenure  in  any  of  these 
offices  although  he  has  previously  served  a full  or  a 
portion  of  a term  on  the  Board. 

The  revision  of  Section  7 would  be  as  follows: 
SECTION  7.  The  terms  of  the  at  large  members  of  the 
Board  of  Directors  shall  be  for  three  years  and  shall  be 
staggered  as  determined  by  the  House  of  Delegates.  At 
large  members  shall  be  limited  to  two  consecutive  terms 
of  three  years.  No  member  or  ex-officio  member  of  the 
Board  shall  serve  for  more  than  six  consecutive  years  as  a 
member  of  the  Board.,  except  that  nothing  herein  shall 
prevent  any  member  or  ex-officio  member  from 
serving  on  the  Board  through  the  completion  of  his 
or  her  duly  elected  term  of  office  as  Secretary- 


Treasurer,  Speaker,  or  Vice  Speaker  of  the  House  of 
Delegates,  or  Chairman  of  the  Board  of  Councilors, 
although  such  term  may,  in  fact,  exceed  six  consecu- 
tive years.  In  the  case  of  the  President-Elect, 
President  or  Immediate  Past  President,  nothing 
herein  shall  prevent  such  officer  from  serving  on  the 
Board  through  the  completion  of  his  or  her  term  of 
office  as  President-Elect,  President  and  Immediate 
Past  President,  respectively,  although  such  term 
may,  in  fact,  exceed  six  consecutive  years.  Further, 
in  the  case  of  a member  or  ex-officio  member  of  the 
Board  who  has  served  six  consecutive  years  as  a 
member  of  the  Board,  such  member  may  continue  to 
serve  on  the  Board  for  an  additional  period  not  to 
exceed  three  years  if  elected  and  serving  in  the 
capacity  as  President-Elect,  President,  Immediate 
Past  President,  Secretary-Treasurer,  Speaker  or 
Vice  Speaker  of  the  House  of  Delegates  or  Chairman 
of  the  Board  of  Councilors. 

(2)  Section  3 of  Chapter  X provides  whenever  a physician 
is  appointed  to  fill  a vacancy  as  a member  of  the  Board, 
the  member  is  eligible  for  consideration  for  election  by  the 
House  of  Delegates,  but  limited  to  serving  no  more  than 
six  consecutive  years.  To  place  this  Section  in  compliance 
with  the  above  amendment,  the  following  amendment 
should  be  made  to  Section  3 of  Chapter  X: 

SECTION  3.  At  its  first  session  following  the  Annual 
Session,  the  Board  of  Directors  shall  organize  itself.  The 
President  shall  serve  as  Chairman,  and  the  President- 
Elect  shall  serve  as  Vice-Chairman.  The  Secretary- 
Treasurer  of  the  Association  shall  be  the  secretary  of  the 
Board  of  Directors  by  virtue  of  his  office.  The  Board  of 
Directors  shall  hold  at  least  four  meetings  in  each 
calendar  year.  Should  a vacancy  occur  in  the  Board  of 
Directors,  the  Board  of  Directors  shall  appoint  a member 
to  the  Board  of  Directors,  who  shall  serve  the  unexpired 
term  unless  otherwise  provided  for  in  these  By-Laws. 
Whenever  a physician  is  appointed  to  fill  a vacancy  as  a 
member  of  the  Board  of  Directors  such  member  shall  be 
eligible  for  consideration  for  election  by  the  House  of 
Delegates,  but— bmked— to- -eewiBg— no -mw-e- -then— 
eoReeeutfve  -ye€H‘»: 

(3)  We  are  also  recommending  an  amendment  to  Section 
5 of  Chapter  Vin  which  is  as  follows: 

SECTION  5.  The  terms  of  the  Speaker  and  Vice  Speaker 
shall  be  for  three  years,  and-  shaH  -be-ot«ggefo4. 

This  change  will  bring  the  By-Laws  into  compliance 
with  the  process  currently  being  followed  by  the  House  of 
Delegates. 

The  Commission  recommends  the  above  amendments 
to  the  House  of  Delegates. 


AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  VVm.  Karrer,  M.D.,  Omaha  — Chairman;  John  B.  Davis.  M.D.,  Omaha; 
Dan  Durrie.  M.D.,  Omaha;  John  Casey,  M.D.,  Lincoln;  C.  Lee  Retelsdorf. 
M.D.,  Omaha;  Elvin  Brown,  M.D.,  Hastings. 

The  Nebraska  Medical  Foundation  began  studying  the 
organization  of  a voluntary  tumor  registry  program  in 
1980.  An  Ad-Hoc  Committee  on  Tumor  Registry  was 
organized  and  began  reviewing  potential  program  guide- 
lines for  operation.  In  1981,  the  Nebraska  Tumor  Registry 
program  was  organized  and  put  in  operation  under  the 
auspice  of  the  Nebraska  Medical  Foundation.  The 
committee  has  met  on  numerous  occasions  and  has  spent 
many  hours  on  the  project.  The  committee  has  estab- 
lished three  stages  of  involvement  of  the  registry.  The  first 
stage,  Nebraska  hospitals  with  computerized  tumor 
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registries  have  complied  to  comply  with  a set  of  criteria 
developed  by  the  Nebraska  Medical  Foundation  to  be 
submitted  to  a central  computer.  This  stage  has  been 
accomplished.  In  the  second  stage,  hospitals  with  func- 
tioning manual  tumor  registries  are  encouraged  to  join 
existing  computerized  programs  or  to  submit  a coded 
abstract  with  the  same  criteria  to  the  central  computer  for 
data  entry.  In  the  third  stage,  hospitals  without  tumor 
registries  are  being  encouraged  to  start  a hospital  based 
registry  and  submit  the  patient  criteria  to  the  central 
computer  by  either  joining  a computerized  program  or 
manually  submitting  the  coded  criteria.  Stages  2 and  3 are 
being  accomplished  at  this  time. 

The  Standard  Data  Set  developed  by  the  American 
College  of  Surgeons  as  described  in  the  Cancer  Program 
Manual  Tumor  Registry  Supplement  and  computerized 
programs  of  area  hospitals  used  as  guidelines  to  set 
criteria  for  the  Nebraska  Tumor  Registry. 

The  American  Cancer  Society  estimated  5500  new 
cancer  patients  in  Nebraska  in  1981.  The  following 
hospitals  have  agreed  to  participate  and  either  already 
have  a tumor  registry  or  are  initiating  one. 

1.  Bryan  Memorial  Hospital  - Lincoln 

2.  Childrens  Memorial  Hospital  - Omaha 

3.  Immanuel  Medical  Center  - Omaha 

4.  Lincoln  General  Hospital  - Lincoln 

5.  Mary  Lanning  Memorial  Hospital  - Hastings 

6.  Methodist  Hospital  - Omaha 

7.  St.  Elizabeths  Hospital  - Lincoln 

8.  West  Nebraska  General  Hospital  - Scottsbluff 

9.  Bisbop  Clarkson  Hospital  - Omaha 

10.  Good  Samaritan  Hospital  - Kearney 

11.  Lutheran  Memorial  Hospital  - Grand  Island 

12.  St.  Francis  Hospital  - Grand  Island 

13.  Harlan  County  Hospital  - Alma 

14.  Box  Butte  General  Hospital  - Alliance 

15.  Ogallala  Community  Hospital  - Ogallala 

16.  Pender  Community  Hospital  - Pender 

17.  Jennie  M.  Melham  Medical  Center  - Broken  Bow 

18.  Community  Hospital  - McCook 

19.  Phelps  City  Hospital  - Holdrege 

20.  Great  Plains  Medical  Center  - North  Platte 

21.  Morrill  County  Hospital  - Bridgeport 

22.  Tri  County  Hospital  - Lexington 

23.  Cambridge  Memorial  Hospital  - Cambridge 

24.  Sidney  Memorial  Hospital  - Sidney 

25.  York  General  Hospital  - York 

26.  Antelope  Memorial  Hospital  - Neligh 

Cancer  patients  diagnosed  in  these  hospitals  in  1981 
are  75%  of  the  estimated  new  cancer  cases  in  Nebraska. 

Many  of  the  hospitals  have  initiated  their  programs  in 
1982,  1983,  or  1984  and  will  be  included  in  the  statistical 
analysis  for  those  years  and  subsequent  years.  Other 
hospitals  in  the  state  are  being  encouraged  to  start 
programs  and  join  the  registry.  In  order  that  we  might 
demonstrate  to  the  public.  Legislature  and  researchers  of 
the  State  of  Nebraska  that  we  have  a functional  program, 
we  need  the  cooperation  of  all  of  the  physicians  of  the 
society  to  encourage  their  individual  hospitals  to  become 
participating  members.  Tbe  registration  of  cancers  in  a 
tumor  registry  requires  effort  on  the  part  of  the  physician, 
the  administration,  and  the  medical  record  departments 
of  each  individual  hospital.  In  order  for  this  to  be 
accomplished,  physician  enthusiasm  must  be  demon- 
strated. Benefits  of  a state-wide  tumor  registry  are  many: 
1.  Individual  hospitals  are  stimulated  to  review  their  own 
results.  2.  Education  of  physicians  and  health  care 
personnel  is  stimulated  and  enhanced.  3.  Epidemiologic 
study  of  cancer  is  made  possible.  4.  Research  studies  of 
the  disease  are  made  possible  on  a local  and  statewide 


basis.  In  order  to  accomplish  this,  the  Nebraska  Medical 
Foundation  bas  allocated  funds  from  the  Fujan  Cancer 
Fund  to  initiate  this  program,  however  to  maintain 
a program  more  extensive  funding  is  necessary.  The 
committee  has  developed  a grant  application  to  Kiewit 
Foundation  in  an  effort  to  obtain  long  term  funding  for  the 
project. 

The  members  of  tbe  committee  have  been  diligently 
working  throughout  the  past  several  years  to  accomplish 
this.  The  benefits  of  this  program  being  private  and 
cooperative  are  many.  Epidemiologic  study  of  cancer  is  a 
long  term  study.  Legislatures  tend  to  be  fickle  and 
appropriate  funds  one  year  and  not  the  next.  Hospital 
programs  tend  to  be  long  term  with  interest  stimulated  by 
local  pride  and  participation.  We  again  ask  your  support. 


Board  of  Councilors 

The  Fall  Session  meeting  of  the  Board  of  Councilors 
was  held  September  22,  1983,  at  the  Villager  Motor  Inn, 
Lincoln,  Nebraska. 

The  following  members  were  present:  Drs.  Stanley  M. 
Truhlsen,  L.  D.  Cherry,  L.  J.  Chadek,  W'illiam  Chleborad, 
Robert  Herpolsheimer,  Thomas  Wallace,  R.  G.  Heasty, 
Dwaine  J.  Peetz,  Herbert  E.  Reese  and  Allan  C.  Landers. 

The  meeting  was  called  to  order  by  tbe  Chairman,  Dr. 
Truhlsen. 

Dr.  Truhlsen  called  for  election  of  the  Chairman  of  the 
Board  of  Councilors.  It  was  moved  that  Dr.  Truhlsen  be 
reelected  Chairman,  and  this  was  seconded  and  approved. 

Dr.  Truhlsen  called  for  election  of  the  Secretary  of  the 
Board  of  Councilors.  It  was  moved  that  Dr.  Myron 
Samuelson  be  reelected  Secretary,  and  this  was  seconded 
and  approved. 

Approval  of  the  Annual  Session  minutes  was  called  for 
and  these  were  approved  as  printed  in  the  July  issue  of 
the  Nebraska  Medical  Journal. 

The  reports  and  resolutions  contained  in  the  Handbook 
were  reviewed  by  tbe  Board  of  Councilors. 

Tbe  Councilors  were  briefed  on  some  of  the  legislative 
issues  expected  in  the  1984  Session  of  the  Legislature. 

Dr.  Armstrong  was  granted  permission  of  the  floor  to 
read  two  resolutions  from  the  Scotts  Bluff  County 
Medical  Society  to  be  introduced  at  tbe  House  of 
Delegates. 

The  Board  of  Councilors  reviewed  the  requests  for  Life 
Membership  and  these  were  approved.  The  Fifty-Year 
Practitioner  list  was  also  accepted  by  the  Councilors. 

Following  a review  of  cases  since  the  Annual  Session 
meeting,  the  meeting  was  adjourned. 


House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  was  held 
September  23,  1983,  at  the  Villager  Motor  Inn.  Lincoln, 
Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker.  Dr. 
Harry  McFadden.  Roll  call  showed  78  delegates  present, 
and  the  meeting  was  declared  in  session. 
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Dr.  McFadden  called  for  approval  of  the  Annual 
Session  minutes,  and  these  were  approved  as  printed  in 
the  July  issue  of  the  Nebraska  Medical  Journal. 

The  following  oral  reports  were  presented: 

Dr.  Dwaine  Peetz  — Presentation  of  Plaque  to  Dr.  Henry 
Smith,  outgoing  Director  of  the  State  Department  of 
Health 

Dr.  Orin  Hayes  — Nebraska  Medical  Association  Health 
Gallery 

Dr.  James  Dunlap  — Professional  Liability  report 

Dr.  Dale  Michels  — Peer  Review  Organization  (PRO) 

report 

Dr.  F.  Wm.  Karrer  — Nebraska  Tumor  Registry  report 

The  following  Reference  Committee  assignments  were 
made: 

REFERENCE  COMMITTEE  #1 
Fifty  Year  Practitioners  & Life  Membership  Requests 
Board  of  Directors,  Item  #8,  Financial  Report 
Board  of  Directors,  Item  #7,  Health  Manpower 
Report  of  the  Ad-Hoc  Committee  on  Tumor  Registry 
Resolution  #8,  Lincoln  County  — American  Medical 
Association 

REFERENCE  COMMITTEE  #2 
Report  of  the  Commission  on  Association  Affairs 
Resolution  #2,  Seward  County  — Facility  for 
Emotionally  Disturbed  Children 
Resolution  #4,  Metro  Omaha  — NMA  Hospital 
Medical  Staff  Commission  (Section) 

Resolution  #5,  Metro  Omaha  — Prospective  Payment 
System 

Resolution  #10,  Adams  County  — Diagnosis  Related 
Groups  (DRG’s)  and  Physicians 
REFERENCE  COMMITTEE  #3 
Creighton  University  School  of  Medicine 
University  of  Nebraska  College  of  Medicine 
Report  of  the  Commission  on  Public  Affairs 
Board  of  Directors,  Item  #1,  Health  Gallery  Project 
Report  of  the  Ad-Hoc  Committee  on  Athletic  Medicine 
REFERENCE  COMMITTEE  #4 
Report  of  the  Ad-Hoc  Committee  on  Peer  Review 
Organization  (PRO) 

Report  of  the  Ad-Hoc  Committee  on  PRO  Minority 
Report 

Board  of  Directors,  Item  #2,  PRO 
Resolution  #3,  Lancaster  County  — Application  of 
PL  98-21  and  PL  97-248  to  Federal  Health  Care 
Institutions 

Resolution  #6,  Southwest  Nebraska  — Opposition  of 
NMA  Participation  in  PRO 
Resolution  #11,  Scotts  Bluff  County  — Prospective 
Payment  System 

REFERENCE  COMMITTEE  #5 
Delegate  to  the  AMA  Report 
Board  of  Directors,  Item  #3,  Usual  Customary  & 
Reasonable  (UCR)  vs.  Indemnity 
Student  Section  Report 

Report  of  the  Committee  on  Health  Planning 
Resolution  #1,  NMA-Medical  Student  Chapter  - 
Funding  for  AMA-Medical  Student  Section  Delegate 
and  Alternate  Delegate 
REFERENCE  COMMITTEE  #6 
Report  of  the  Commission  on  Legislation  & Legal 
Affairs 

Boeu'd  of  Directors,  Item  #4,  Committee  on  Aging 
Report 

Board  of  Directors,  Item  #5,  LB  434 
Board  of  Directors,  Item  #6,  Policy  Statements 
Resolution  #7,  Cheyenne-KimbaU-Deuel  County  — 
Tax-Supported  Services  for  Needy  Children 


Resolution  #9,  Lincoln  County  — Legislative 
Information 

Resolution  #12,  Scotts  Bluff  County  — Nebraska 
Crippled  Children’s  Program 

Dr.  Schenken  urged  all  those  present  to  become 
members  of  the  Nebraska  MEDPAC  if  they  had  not 
already  done  so,  and  those  who  are  Active  Members  to 
upgrade  their  membership  to  Sustaining. 

There  being  no  further  business,  the  House  was 
recessed  until  Saturday  morning. 

SECOND  SESSION 

The  second  session  of  the  Fall  Session  of  the  House  of 
Delegates  was  held  on  September  24,  1983.  The  meeting 
was  called  to  order  by  the  Vice  Speaker,  Dr.  Armstrong. 
Roll  call  showed  77  delegates  present,  and  the  meeting 
was  declared  in  session. 

Dr.  Armstrong  called  for  approval  of  the  minutes  of  the 
first  session,  and  these  were  approved. 

Oral  reports  were  presented  as  follows: 

Dr.  Richard  Meissner,  Chairman,  Nebraska  MEDPAC 
Rockford  Yapp,  Medical  Student  Section  Delegate  to  the 
AMA 

Dr.  Gregg  Wright,  incoming  Director  of  the  State 
Department  of  Health 

Dr.  Armstrong  called  for  reports  of  the  Reference 
Committees,  and  the  following  were  presented: 

Reference  Committee  #1 

Reference  Committee  #1  considered  four  reports  and 
one  resolution.  Your  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  FIFTY-YEAR  PRACTITIONERS  AND  LIFE 
MEMBERSHIP  REQUESTS 
The  list  submitted  in  your  Handbook  for  the  Fifty-Year 
Practitioners  is  recommended  by  the  Reference  Com- 
mittee. They  are  as  follows: 

Buffalo  County 

H.  A.  McConahay,  M.D.,  Holdrege 
Evald  Prems,  M.D.,  Holdrege 
Dodge  County 
A.  J.  Merrick,  M.D.,  Fremont 

Lancaster  County 

R.  E.  Garlinghouse,  M.D.,  Lincoln 
Robert  J.  Stein,  M.D.,  Lincoln 

Metropolitan  Omaha 

J.  Whitney  Kelley,  M.D.,  Omaha 
Vincent  Moragues,  M.D.,  Omaha 
Wm.  Howard  Morrison,  M.D.,  Omaha 
Francis  L.  Simonds,  M.D.,  Omaha 

Northwest  Nebraska 

L.  H.  Hoevet,  M.D.,  Chadron 

Southeast  Nebraska 
Louis  V.  Brennan,  M.D.,  Falls  City 

Southwest  Nebraska 

L.  E.  Dickinson,  M.D.,  McCook 

Washington-Burt  County 
C.  D.  Howard,  M.D.,  Blair 

The  Life  Membership  requests  are  likewise  recom- 
mended by  your  Reference  Committee,  as  follows: 

Buffalo  County 

Richard  D.  Johnson,  M.D.,  Kearney 

Hall  County 

M.  A.  Kadel,  M.D.,  Tucson,  Ariz. 
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Lancaster  County 

S.  F.  Moessner,  M.D.,  Lincoln 
Metropolitan  Omaha 

Kenneth  E.  Fletcher,  M.D.,  Omaha 

T.  Bulent  Tunakan,  M.D.,  Omaha 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  BOARD  OF  DIRECTORS  REPORT  — ITEM  #8  — 
FINANCIAL  REPORT 

Detailed  testimony  was  heard  from  Dr.  Hayes  with 
explanation  of  the  financial  report  and  the  attached 
charts.  It  is  noted  that  the  real  expenses  have  slightly 
exceeded  50%  of  the  budget  for  the  first  half  of  1983.  It  is 
further  noted  that  additional  unexpected  expenses  may 
result  in  deficit  expenditures  by  year  end.  It  was  pointed 
out  that  the  Association  does  have  in  excess  of  the 
required  75%  reserve  available  and  there  will  be  a $20 
approved  increase  in  dues  for  1984.  Note  should  again  be 
taken  of  the  positive  financial  position  of  the  Nebraska 
Medical  Journal. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  BOARD  OF  DIRECTORS  REPORT  — ITEM  #7  — 
HEALTH  MANPOWER 

This  report  was  reviewed  also  with  Dr.  Hayes  noting  the 
3%  increase  in  Nebraska  physicians  for  July,  1983.  Of 
interest  the  slight  increase  in  membership  of  the  NMA  is 
far  less  than  the  3%  for  the  state  and  is  due  to  the  increase 
in  student  membership.  It  seems  apparent  to  the 
Reference  Committee  that  for  increase  in  Nebraska 
Medical  Association  membership  to  equal  the  increase  in 
number  of  physicians  in  the  state,  expanded  effort  must 
be  directed  toward  the  House  physician  members  and  the 
student  members  of  the  NMA.  Full  support  towards  this 
end  is  recommended  for  all  members  of  the  Nebraska 
Medical  Association. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 
Your  Reference  Committee  heard  testimony  from  Dr. 

Karrer  regarding  the  Ad-Hoc  Committee  on  Tumor 
Registry  as  printed  in  your  Handbook.  It  was  noted  that 
time  is  extremely  important  in  expanding  the  voluntary 
tumor  registry  to  include  all  hospitals  in  the  state.  Each 
member  present  is  encouraged  to  seek  participation  of 
their  particular  hospital.  The  Reference  Committee 
wishes  to  compliment  the  Ad-Hoc  Committee  on  Tumor 
Registry  for  the  extensive  job  that  they  have  done  to  date 
and  encourage  them  to  proceed  in  their  effort. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  RESOLUTION  #8  — LINCOLN  COUNTY  — 
AMERICAN  MEDICAL  ASSOCIATION 

This  resolution  reads  as  follows: 

WHEREAS,  the  American  Medical  Association 
should  represent  the  physicians  of  our  country,  and 

WHEREAS,  in  selective  issues  the  American 
Medical  Association  has  acted  contrary  to  wishes  of  the 
physicians  of  this  country,  and 

WHEREAS,  there  exists  no  fundamental  way  for 
correcting  these  actions;  therefore 


BE  IT  RESOLVED,  that  the  Nebraska  Medical 

Association  ask  for  changes  in  the  structure  of  the 

American  Medical  Association  to  ensure  activity  con- 
sistent with  the  majority  of  America’s  physicians. 

Considerable  testimony  was  heard  regarding  this 
resolution  both  from  members  of  the  Lincoln  County 
Medical  Society  and  others  as  well  as  Dr.  Schenken,  Dr. 
Cornelius  and  Dr.  Roffman.  The  intent  of  the  resolution 
seemed  centered  around  the  impression  of  some  phy- 
sicians that  their  feelings  were  ignored  by  the  AMA  in 
certain  actions  taken  particularly  by  the  Board  of 
Trustees.  Withdrawal  from  the  AMA  seemed  the  only 
form  of  protest  left  for  their  position.  Dr.  Donaldson  felt 
that  even  when  such  action  was  taken,  no  effort  was  made 
to  find  out  just  why  membership  was  dropped.  The 
NMA’s  delegation  stressed  the  representative  way  that 
the  House  of  Delegates  of  the  AMA  functions,  listing  the 
many  positive  things  that  were  accomplished  through  this 
mechanism.  Since  the  representation  in  the  House  of 
Delegates  is  dependent  upon  the  individual  society’s 
membership  in  the  AMA,  withdrawal  decreases  rather 
than  enhances  the  representation  of  our  society  in  the 
American  Medical  Association  House  of  Delegates.  It  is 
the  feeling  of  your  Reference  Committee  that  better 
communication  with  members  of  the  Nebraska  Medical 
Association  regarding  deliberations  and  decisions  of  the 
Delegates  of  the  AMA  might  dispel  some  of  these  feelings 
among  the  general  membership.  Also  better  personal 
communication  to  members  of  the  NMA  regarding 
positive  points  might  be  of  great  value  in  increasing  better 
support  of  the  American  Medical  Association  by  members 
of  the  NMA. 

Mr.  Speaker,  we  recommend  that  Resoluton  #8  not  be 
approved  by  the  House  of  Delegates  and  further  suggest 
the  consideration  of  an  ongoing  committee  of  the  NMA  to 
discuss  methods  of  more  personal  direct  contact  with  the 
membership  of  the  NMA  regarding  AMA  decisions  and 
our  society’s  particular  part  in  these  decisions. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1 
AS  A WHOLE.  This  was  adopted  by  the  House. 

I would  like  to  thank  Dr.  Prince  and  Dr.  Massie  for  their 
help. 

Respectfully  submitted, 

William  Rumbolz,  M.D.,  Omaha  — - 
Chairman 

Donald  F.  Prince,  M.D.,  Minden 
Roger  Massie,  M.D.,  Plainview 

Reference  Committee  #2 

Reference  Committee  #2  considered  one  report  and 
four  resolutions.  Your  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

All  testimony  heard  favored  adoption  of  the  Commis- 
sion report. 

MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  RESOLUTION  #2  — SEWARD  COUNTY 
MEDICAL  SOCIETY  — FACILITY  FOR 
EMOTIONALLY  DISTURBED  CHILDREN 

This  resolution  reads  as  follows: 
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U HKHKAS,  the  State  of  Nebraska  has  no  present 
adequate  facilities  to  treat  emotionally  disturbed 
children  and  youth,  and 

WHKKKAS,  the  Rivendell  Corporation  is  proposing 
to  establish  a facility  for  the  care  and  treatment  of 
emotionally  disturbed  children  in  Nebraska,  near 
.Reward.  Nebraska,  and 

\\'HKHK.\,S.  children  and  youth  facilities  are  totally 
different  from  adult  psychiatric  facilities,  and 

WHKHE.A.S,  the  Joint  Commission  on  Accreditation 
of  Hospitals  recognized  these  differences  and  accredits 
these  beds  separately;  therefore 

BK  rr  RESOLVED,  that  the  Nebraska  .Medical 
.Association  endorse  the  building  and  operation  of  such 
a facility  near  Seward,  Nebraska. 

Testimony  regarding  Resolution  #2  was  not  favorable 
bringing  out  the  facts  that  the  State  Health  Department 
had  denied  the  application  for  Certificate  of  Need  for  this 
particular  facility  and  awarded  one  for  a psychiatric 
facility  in  another  outstate  community. 

Further,  many  people  felt  that  endorsement  of  a 
proprietary  venture  by  the  Nebraska  Medical  Association 
would  be  inappropriate  and  set  an  unfortunate  precedent. 

Your  Reference  Committee  recommends  that  this 
re.solution  be  filed  by  the  House. 

MR.  SPEAKER.  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  Ol’R  REPORT.  This  was  adopted  by  the 
House. 

(3)  RESOLUTION  #4  — .METROPOLITAN  O.MAHA 
.MEDICAL  SOCIETY  — NMA  HOSPITAL 

MEDICAL  STAFF  CO.M.MISSION  (SECTION) 

This  resolution  reads  as  follows: 

WHEREIAS,  the  American  .Medical  Association 
House  of  Delegates  has  established  a Hospital  Medical 
Staff  Section  for  the  purpose  of  providing  a direct 
means  to  address  the  relationship  between  members  of 
the  A.MA  and  hospital  staffs,  and 

WHEREAS,  State  and  County  Medical  Societies 
from  other  parts  of  the  United  States  are  forming 
Medical  Staff  Sections  to  provide  forums  for  the 
discussion  of  mutual  problems  and  to  suggest  ways  for 
these  societies  to  address  these  problems,  and 

WHEREAS,  the  formation  of  a Medical  .Staff 
Commission  (Section)  in  the  NMA  would  strengthen 
and  solidify  both  the  NMA  and  all  members  of  hospital 
staffs;  therefore,  be  it 

RESOLVED,  that  the  Nebraska  Medical  Association 
approve  the  establishment  of  a Hospital  Medical  Staff 
Commission  (Section);  and  be  it  further 

RESOLVED,  that  this  action  be  referred  to  the 
Commission  on  Association  Affairs  or  such  commission 
as  is  charged  with  the  By-Laws. 

Testimony  was  heard  supporting  the  concept  of  a 
Medical  Staff  Section  in  the  NMA.  This  apparently  has 
been  useful  in  other  state  associations  and  the  AMA. 
There  was  an  expression  for  the  growing  need  in  the 
future  and  that  such  a Section  would  strengthen  the  NMA. 

Your  Reference  Committee  recommends  that  the  last 
sentence  of  the  resolution  should  be  amended  to  read, 
"RESOLVED,  that  this  action  be  referred  to  the  Board  of 
Directors  for  implementation.” 

MR.  SPEAKER,  I .MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 


(4)  RESOLUTION  #,5  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — PROSPECTIVE 
PA^■MENT  SYSTEM 

This  resolution  reads  as  follows; 

WHFIREA.S,  the  Federal  government  modified  the 
Medicare  program  in  the  spring  of  1983  to  mandate  the 
payment  of  hospitals  by  a prospective  payment  system 
based  on  Diagnosis  Related  Groups  (DRG’s)  beginning 
October  1,  1983,  and 

WHEREAS,  the  complex  regulations  to  implement 
this  change  will  probably  be  published  in  early 
September  and  implemented  in  early  October,  and 

WHF2REAS,  hospitals,  physicians,  and  insurers  will 
find  it  difficult  if  not  impossible  to  understand  and 
implement  these  regulations  in  the  short  period  of  time 
provided;  therefore,  be  it 

RESOLVED,  that  the  Nebraska  Medical  Association 
critically  review  the  regulations  implementing  pro- 
spective payment  systems  for  hospitals  under  Medicare 
and  express  to  the  Health  Care  Financing  Administra- 
tion and  our  Congressional  Delegation  its  concern  over 
the  system  and  specifically  the  problems  facing  those 
providing  medical  and  hospital  services  in  a rural 
setting. 

Favorable  testimony  was  heard  regarding  this  resolu- 
tion including  discussion  of  the  wage  price  index  which 
also  w'as  discussed  in  consideration  of  Resolution  #10. 

MR.  SPEAKER,  I .MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  RESOLUTION  #10  — ADAMS  COUNTY  MEDICAL 
SOCIETY  - DIAGNOSIS  RELATED  GROUPS 
(DRG’S)  AND  PHYSICIANS 

This  resolution  reads  as  follows: 

WHEREAS,  Medicare  and  HCFA  plan  to  implement 
prospective  payment  through  DRG’s  October  1,  1983, 
and 

WHEREAS,  on  a basis  of  100. O'/I  being  average, 
Omaha  has  been  assigned  a wage  index  of  98.59'/!, 
Lincoln  93.47'/!,  and  rural  Nebraska  72.45'/!,  and 

WHEREAS,  Kansas  Blue  Shield  has  plans  to 
implement  a physician  DRG  system  soon,  and 

WHEREAS,  prospective  payment  via  DRG’s  for 
physicians  could  have  a major  impact  on  patient  care; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  elect  a committee  to 
critically  review  the  present  and  proposed  changes  in 
physician  prospective  payment  including  possible  effect 
on  the  quality  of  medical  care  to  the  citizens  of 
metropolitan  and  rural  Nebraska. 

Extensive  testimony  was  heard  on  this  subject  bringing 
out  the  facts  that  the  wage  indicies  had  been  revised  from 
what  is  stated  as  follows;  Omaha  — 89.44“!!,  Lincoln  — 
86.7 /! , and  rural  Nebraska  — 84.26',! . This  was  incompre- 
hensible to  the  membership  when  compared  to  Denver  — 
121.41'/!,  Des  Moines  — 1079!,  Kansas  City,  Mo.  — 
99.19!,  rural  South  Dakota  — 78.73'//,  rural  Wyoming  — 
95.85'/!,  rural  Iowa  — 81.74'!,  and  rural  Kansas  — 
81.35',!.  Further  it  was  brought  out  that  the  wage  index  for 
rural  Nebraska  was  the  lowest  in  the  nation. 

It  was  brought  out  that  this  would  affect  all  wage 
earners  in  the  .state  as  well  as  hospitals  and  physicians. 

Testimony  was  further  heard  pointing  out  the  adverse 
effect  this  would  have  in  recruiting  physicians  in  rural 
Nebraska. 
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It  was  further  felt  that  the  Nebraska  Medical  Associa- 
tion should  seek  relief  of  this  inequity  through  our 
Senators  and  Congressmen.  Your  Reference  Committee 
recommends  that  the  final  paragraph  of  Resolution  #10 
be  amended  as  follows:  “RESOLVED,  that  this  resolution 
be  referred  to  the  Board  of  Directors  for  appropriate 
action.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2 
AS  A WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Robert  J.  Buchman,  M.D.,  Lincoln  - 
Chairman 

Robert  C.  Anderson,  M.D.,  Holdrege 
Kenneth  C.  Bagby,  M.D.,  Blair 

Reference  Committee  #3 

Reference  Committee  #3  considered  five  reports  and 
no  resolutions.  Your  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE 

The  report  was  read  and  discussed  and  accepted  as 
written.  The  Committee  was  pleased  to  have  two  students 
from  Creighton  University  here  to  comment  on  the  report 
of  Dr.  O’Brien.  Dr.  Haller  had  advised  these  two  young 
men  to  attend  the  NMA  House  of  Delegates  meeting  and 
learn  the  functions  of  these  meetings  and  report  back  to 
their  governmental  group.  Apparently  Creighton  does  not 
have  an  organization  to  sponsor  delegates  to  the  NMA. 

RECOMMENDATION: 

The  Committee  recommended  the  report  be  accepted 
as  written  and  filed  for  reference. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE 

The  report  was  reviewed  and  accepted  as  written  by  Dr. 
Connell. 

RECOMMENDATION: 

The  Committee  recommended  the  report  be  accepted 
as  written  and  filed  for  reference. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

The  report  was  read  and  some  discussion  was  made 
concerning  parts  five  and  eight  of  this  report.  Lee 
Retelsdorf,  M.D.,  Chairman  of  the  Commission,  was 
present.  It  was  noted  by  Lee  on  part  five,  that  there  are 
several  radio  stations  using  the  tapes  on  the  Health  News 
Update.  The  exact  amount  of  time  these  tapes  are  being 
aired  is  not  available  as  this  is  strictly  public  service  by 
the  various  stations  and  they  use  them  whenever  they  wish, 
at  no  cost  to  the  NMA.  In  regard  to  part  eight,  Lee  also 
stated  a committee  was  appointed  to  develop  a program 
for  the  NMA  Medical  Care  Cost  Seminar,  is  functioning, 
and  should  have  a seminar  soon. 

RECOMMENDATIONS: 

It  is  recommended  by  the  Committee  to  accept  the 
report  as  written  and  be  filed  for  reference.  The 


Committee  also  recommended  that  Lee  Retelsdorf  and 
his  committee  be  commended  for  the  work  and  their 
results. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  BOARD  OF  DIRECTORS  — ITEM  #1  — HEALTH 
GALLERY  PROJECT 

Considerable  discussion  lead  by  Dr.  Hayes  was  made 
concerning  the  need  for  additional  support  to  this  project. 
It  is  estimated  that  physicians  of  the  state  will  need  to 
raise  approximately  $240,000  more  to  complete  the 
project  which  still  needs  approximately  $472,000.  There 
will  be  two  equipped  vans  to  give  demonstrations  to 
schools  throughout  the  state.  Each  school  will  pay  some 
fee  for  these  visits.  It  is  anticipated  that  after  three  years, 
these  vans  will  be  self-supporting.  It  is  also  noted  by  Dr. 
Hayes  and  others  present  that  the  present  Health  Gallery 
is  made  up  of  many  components  and  it  would  behoove  all 
members  of  the  NMA  to  visit  the  Gallery.  It  is  noted  that 
the  job  was  so  immense  that  the  Committee  had  to  seek 
some  professional  help  with  this  project. 

RECOMMENDATION: 

The  Committee  recommends  the  report  be  adopted 
along  with  comments  above  plus  the  following  Medical 
Health  Galleries  Project  Summary  furnished  by  Dr. 
Hayes: 

Nebraska  Health  Galleries  Project  Summary 
History 

Several  years  ago  the  Nebraska  Medical  Association 
and  its  Auxiliary  accepted  the  challenge  of  providing 
quality  health  education  opportunities  to  school  children 
and  the  people  of  Nebraska.  In  response  to  the  growing 
public  concern  about  rising  health  care  costs,  the  need  for 
education  concerning  drug  and  alcohol  abuse,  and  the 
special  problems  of  reaching  rural  communities  with  good 
health  education  materials,  the  Nebraska  Medical  Associ- 
ation and  Auxiliary  committed  themselves  to  raise  the 
necessary  funds  to  build  the  University  of  Nebraska 
Health  Galleries  and  the  Mobile  Health  Van  Program. 

Description  of  the  Health  Galleries 

The  University  of  Nebraska  Health  Galleries  are 
housed  in  the  State  Museum  on  the  University  of 
Nebraska  campus  in  Lincoln.  When  completed,  the 
Health  Galleries  will  occupy  approximately  three  thous- 
and square  feet  of  space  on  the  first  floor  of  Morrill  Hall. 
The  Health  Galleries  consist  of  a series  of  8 adjoining 
activity  centers  and  exhibits,  each  designed  to  provide 
some  form  of  preventive  health  care  information.  Through 
the  use  of  electronic  displays,  learning  machines  and  other 
hands-on  education  experiences,  the  Health  Galleries 
instruct  children  and  adults  about  the  structure  of  the 
human  body,  the  function  of  the  brain  and  nervous 
system,  the  process  of  digestion,  and  a variety  of  other 
health  education  issues.  The  educational  goal  is  to  help 
make  people  aware  of  the  control  they  exert  over  their 
own  health  and  safety.  Good  health  education  oppor- 
tunities make  the  individual  better  equipped  to  accept  the 
responsibility  for  the  care  and  maintenance  of  a healthy 
self. 

Where  We  Stand  Financially 

Because  there  is  a great  need  to  provide  quality  health 
education  in  Nebraska,  the  Health  Galleries  Project  has 
received  considerable  support.  Due  to  the  hard  work  of 
volunteers  of  the  Nebraska  Medical  Association  and 
Auxiliary,  and  due  to  the  generosity  of  the  many 
businesses  and  individuals  who  joined  the  effort  to  fund 
the  Health  Galleries,  a total  of  $345,700  has  been  raised 
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to  date.  An  additional  $635,000  has  been  provided  by  the 
University  of  Nebraska  in  the  form  of  physical  space  for 
building,  existing  displays  ready  to  be  put  in  place, 
parking  facilities,  and  added  staff  time.  Much  of  the  work 
needed  to  complete  the  Health  Galleries  has  already  been 
completed. 

Financial  Support  Necessary  for  Completion 

An  additional  $472,500  is  needed  to  complete  the 
Health  Galleries  Project.  This  amount  is  needed  to  put 
existing  display  materials  in  place,  and  to  design  and 
construct  five  of  the  Health  Galleries  which  offer 
instruction  on  adaptation,  body  structure,  digestion,  the 
nervous  system  and  brain,  and  species  survival.  In 
addition,  the  Health  Gallery  Project  has  the  goal  of 
providing  all  areas  of  Nebraska  with  quality  health 
education  through  the  Mobile  Health  Van  Program.  Two 
mobile  vans,  equipped  with  many  hands-on  learning 
activities  similar  to  those  housed  in  the  State  Museum, 
will  travel  to  schools  in  rural  areas  of  the  state. 

Why  Additional  P'unds  are  Needed 

It  is  no  surprise  to  anyone  that  spiraling  costs  and 
interest  rates  are  a hindrance  to  any  construction  effort. 
Due  to  the  time  involved  in  planning  for  the  exhibits,  and 
the  expansion  of  the  initial  concept  as  the  galleries  were 
being  designed,  the  costs  for  completion  have  risen 
considerably.  The  University  of  Nebraska  Foundation  has 
donated  $40,000  to  cover  remaining  design  costs,  which 
are  now  being  completed.  That  leaves  $432,500  yet  to  be 
raised  to  complete  the  project. 

Need  for  the  Nebraska  Health  Galleries 

The  Nebraska  Health  Galleries  are  designed  to  meet 
several  crucial  needs  of  our  society.  Among  these  are 
public  concerns  about  the  rising  cost  of  health  care,  the 
need  for  quality  education  about  drug  and  alcohol  use  and 
birth  control  methods,  and  a growing  awareness  that  the 
individual  can  accept  responsibility  for  his/her  health  by 
making  wise  decisions  concerning  diet  and  exercise. 

It  is  especially  important  to  begin  health  education  at 
an  early  age.  Children  must  be  encouraged  to  learn  about 
their  bodies,  and  must  be  given  ever>’  possible  assistance 
as  they  begin  making  decisions  about  personal  habits 
regarding  health.  The  Nebraska  Health  Galleries  offer 
exciting  hands-on  learning  experiences  which  are  of 
particular  interest  to  school  children  in  Grades  K through 
8.  Out  of  the  200,000  visitors  to  the  State  Museum  last 
year,  25*^  of  those  visits  were  from  elementary  aged 
children.  Excellent  evaluations  from  principals,  teachers 
and  students  attest  to  the  need  to  provide  this  valuable 
self-help  education. 

The  University  of  Nebraska  Health  Galleries  are  an 
important  beginning  in  a health  education  program  that 
will  teach  children,  before  they  start  using  them,  why 
they  should  avoid  the  use  of  drugs,  alcohol,  and  tobacco, 
avoid  accidents  as  possible,  and  why  and  how  they  should 
eat  properly,  exercise  regularly,  avoid  or  cope  with  stress, 
and  take  individual  responsibility  for  their  health. 

Future  Plans 

The  Friends  of  the  Museum  has  been  organized  to  care 
for  the  exhibits,  meet  future  needs  as  they  arise,  and 
assure  that  the  best  and  most  recent  materials  in  health 
education  are  available  to  school  children  in  Nebraska. 

Public  Recognition  of  the  Health  Education  Problem 

The  Nebraska  Commissioner  of  Education,  Joe  E. 
Lutjeharms,  has  endorsed  the  Health  Galleries  project  as 
follows:  “This  is  an  extremely  worthwhile  project  which 
will  help  meet  the  current  unmet  need  for  health 
education  among  the  people  of  Nebraska,  especially 
children  across  the  state  in  the  fourth  through  eighth 


grades.  I endorse  this  worthwhile  project  as  a creative 
approach  to  health  education  in  Nebraska.” 


Budget  for  the  Project 
TOTAL  NEEDS  FOR  THE  COMPLETION  OF 


THE  PROJECT $472,500 

Gallery  Construction  Costs 

Adaptation  Gallery $ 51,000 

Structure  Gallery 50,000 

Feeding  Gallery 76,000 

Control  Gallery 69,000 

Survival  Gallery 47,000 

Gallery  Designs 40,000 


Two  Mobile  Vans  operating  for  three 
school  years;  equipment;  materials; 
operating  subsidy;  and  informational 
materials  for  educational  activity 


on  the  Health  Gallery 138,500 

total $472,500 


ANTICIPATED  SOURCES  OF  NEEDED  FUNDS 
Gifts  from  individuals,  groups  and 
business/industry  who  have  previously 


given  to  the  project  (excepting  the 

Kiewit  Foundation) $132,500 

Gifts  from  individuals,  foundations, 
business/industry  groups  who  have 

not  supported  the  project  previously $100,000 

Committed  award  from  the  University 

of  Nebraska  Foundation $ 40,000 

Completion  grant  from  the  Kiewit  Foundation. . . $200,000 
TOTAL $472,500 


9-1-83 

Nebraska  Health  Gallery 

Direct  Financial  Support  to  Date  by  Major  Groups: 
$345,700 


Foundations  — $134,000 

Kiewit  Foundation $75,000 

Cooper  Foundation 5,000 

Lincoln  Foundation 5,000 

Olney  Foundation 15,000 

Mueller  (University  of  Nebraska) 12,000 

Dan  Cary  Youth  Foundation 4,000 

Donmarel  Foundation 1,000 

Nebraska  Medical  Association  Foundation. . . 2,000 

Wander  Foundation 10,000 

Steinhart  Foundation 5,000 

Corporations/Businesses  — $34,800 

3M  Corporation $ 8,000 

Woodmen  Accident  & Life  Company 7,500 

Banker’s  Life  Nebraska 4,500 

Blue  Cross-Blue  Shield 2,000 

Commonwealth  Companies  Incorporated  ....  2,000 

Lincoln  Benefit  Life  Company 1,000 

Lincoln  Telephone  Company 1,000 

Lincoln  Mutual  Life  Insurance  Company 2,000 

Security  Mutual  Life  Nebraska 3,100 

Lincoln  Liberty  Life 

Insurance (Midwest  Life)  1,500 

Smaller  donations 2,200 

Organizations  — $98,200 

Junior  League-Lincoln $40,000 

Lancaster  County  Medical  Auxiliary 10,000 

Lancaster  County  March  of  Dimes 8,000 

Metropolitan  Omaha  Medical  Soc.  Aux 5,000 
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Nebraska  Medical  Association  Auxiliar>' 5,000 

UNMC  Cardiovascular  Center 5,000 

Adams  County  Medical  Auxiliary 2,000 

American  Heart  Association-Nebraska 1,000 

American  Lung  Association-Nebraska 4,000 

American  Medical  Association 1,200 

Heritage  League-Lincoln 2,000 

Lincoln  Clinic  P.C 2,500 

Lincoln  County  Medical  Auxiliary 1,500 

Lincoln  Orthopaedic  & Rehabilitation 

Center 1,000 

Nebraska  Academy  of  Ophthalmology 3,000 

Nebraska  Inter-Agency  Health  Council 1,000 

Northeast  Nebraska  Medical  Auxiliary 1,000 

UNMC  Alumni  Association 2,000 

Pathology  Medical  Services 2,000 

Ruth  Pyrtle  P.T.A.-Lincoln 1,000 

Individuals  — $78,000 

(Primarily  Nebraska  Medical  Association  Members) 

TOTAL $345,700 


Plans  for  Continuing  the  Health  Gallery  Project 

The  entire  financial  needs  for  completion  of  the  Health 
Gallery  will  he  met  when  the  $472,500  needed  in  the 
current  phase  is  raised.  The  University  will  continue  the 
operation  of  the  Gallery  in  Morrill  Hall  permanently  and 
the  van  program  will  be  supported,  after  three  years  of 
support  in  the  curi'ent  budget,  with  charges  to  the  schools 
and  donations  through  the  newly-formed  Friends  of  the 
Museum  fund  raising  activities. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

The  report  was  reviewed  and  accepted  as  written. 
RECOMMENDATION: 

The  Committee  recommends  that  the  report  he 
accepted  as  written  and  be  filed  for  reference. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #3 
AS  A WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Wm.  Doering,  M.D.,  Franklin — Chairman 
Roger  Dilley,  M.D.,  Fremont 
Richard  Svehla,  M.D.,  Omaha 


Reference  Committee  #4 

Reference  Committee  #4  considered  three  reports  and 
three  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  AD-HOC  COMMITTEE  ON  PEER  REVIEW 
ORGANIZATIONS  (PRO) 

AD-HOC  COMMITTEE  ON  PRO  MINORITY 
REPOR'F 

BOARD  OF  DIRECTORS  - ITEM  #2  — PRO 
RESOLUTION  #6  — SOUTHWEST  NEBRASKA 
COUNTY  MEDICAL  SOCIETY  - OPPOSITION 
OF  NMA  I^AR'I'ICIPATION  IN  PRO 
Resolution  #6  reads  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association  has 
always  been  in  favor  of  voluntary  peer  and  (piality 
review,  and 


W'HEREAS,  this  function  of  the  Nebraska  Medical 
Association  is  currently  being  attended  to  by  our  Board 
of  Councilors  and  an  active  Peer  Review  Committee, 
and 

WHEREAS.  PRO  is  simply  another  name  for  PSRO 
whose  primary  concern  is  that  of  cost  containment 
within  the  prescribed  rules  and  regulations  by  the 
Department  of  Health  and  Human  .Seivices,  yet  to  be 
published,  and 

WHEREAS,  the  purpose  of  the  Nebraska  Medical 
Association  is  to  try  to  insure  quality  medicine  for  the 
citizens  of  the  State  of  Nebraska  and  not  to  function  as 
a policing  organization  under  contract  to  the  federal 
government: 

THEREFORE.  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  not  be  involved  in  adminis- 
tration ol  PRO  in  the  State  of  Nebraska,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Board  of 
Directors  of  the  Nebraska  Medical  Association  should 
be  iii'-tmcted  that  the  Nebraska  Medical  Association 
disapprove  of  any  involvement  in  other  government 
fiscal  review  programs. 

Discussion  was  heard  on  these  reports  collectively  on 
the  general  topic  of  PRO.  In  this  regard.  Reference 
Committee  #4  heard  over  three  hours  of  testimony 
regarding  various  aspects  of  PRO  and  the  involvement  of 
the  NMA  in  PRO  activities.  At  the  beginning  of  tbe 
testimony,  it  was  clearly  brought  out  that  regardless  of  the 
ultimate  decision  of  the  NMA  in  this  matter,  there  would 
be  no  fundamental  change  in  the  basic  commitment  of  the 
NMA  to  continue  its  leadership  role  in  assuring  high 
quality  patient  care,  hearing  grievance  complaints,  pro- 
tecting the  public  from  fraudulent  practice  and  in  cost 
containment  by  such  activities  as  the  NMA  Committee  on 
Cost  Awareness,  participation  with  the  AMA’s  con- 
ferences and  programs  on  cost  containment,  and  par- 
ticipation in  the  AMA’s  health  policy  agenda.  Further- 
more. such  activities  as  the  recommendation  on  costs 
elaborated  by  the  NMA  in  1978  will  be  continued  and  the 
strong  effort  of  the  NMA  in  support  of  utilization  review 
and  quality  assurance  already  on  record  will  be  continued. 

Most  of  those  present  who  spoke  to  the  Committee 
were  not  in  favor  of  the  general  concept  of  PRO,  in  that  it 
was  seen  as  an  effort  by  the  federal  government  solely 
designed  to  contain  costs  with  no  real  regard  to  the  quality 
of  medicine.  The  discussion  primarily  related  whether  or 
not  the  Nebraska  Medical  Association,  having  been 
confronted  by  the  reality  of  PRO  as  an  established  law 
passed  by  Congiess  which  will  directly  impact  Nebraska 
hospitals  and  physicians,  should  become  involved  with 
PRO,  either  directly  or  indirectly,  or  not  become  involved 
at  all.  A ciude  tally  of  those  individuals  who  spoke  roughly 
revealed  that  50',(  of  those  who  spoke  were  in  favor  of  the 
recommendations  proposed  by  the  Ad-Hoc  Committee  on 
PRO,  and  50' < were  opposed.  Those  who  spoke  were 
eloquent,  erudite  and  this  brief  report  does  not  do  justice 
to  the  quality  of  the  discussion. 

However,  a brief  summary  of  points  brought  out  by 
more  than  one  of  the  speakers  would  include: 

Those  in  favor: 

— If  PRO  is  an  established  fact  and  reviews  will  be  held, 
it  is  to  the  i)hy.sician's  advantage  and  the  patient's 
advantage  to  have  the  reviews  accomplished  by 
physicians  interested  in  quality  care  rather  than  by 
others  motivated  strictly  by  fiscal  considerations, 
('liven  the  fact  that  contiol  will  be  primarily  from  the 
federal  government,  there  may  be  more  opportunity  for 
input,  involvement,  modification  locally  if  the  NMA 
were  to  be  involved. 
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— Kven  though  the  thrust  of  FRO  is  primarily  fiscal  in 
nature,  more  consideration  will  be  given  to  quality 
patient  care  and  better  patient  advocacy  through  the 
program  if  NMA  physicians  were  to  he  involved. 

— The  public  relations  aspect;  The  NMA  could  be 
considered  by  some  not  to  be  interested  in  cost 
containment  if  it  chooses  not  to  become  involved  with 
FRO. 

Those  in  opposition: 

— Involvement  with  FRO  could  lead  to  divisiveness  within 
the  NMA  and  thus  jeopardize  the  integrity  and  co- 
hesiveness of  the  NMA  and  its  other  programs. 

— There  could  be  a potential  conflict  of  interest  in  that 
there  could  be  more  concern  with  fiscal  matters  than 
quality  patient  care. 

— NMA  sponsorship  will  not  assure  any  impact  on  this 
program  by  Nebraska  physicians.  The  NMA  should  not 
be  in  a position  of  acting  as  an  agent  of  the  federal 
government. 

— The  public  relations  aspect:  It  is  possible  that  the  entire 
concept  of  FRO,  DRG's,  and  FI’S  could  either  fail  to 
control  costs,  or  contribute  to  lowering  of  the  quality 
of  care,  or  both,  and  the  NMA  would  suffer  in  the 
eyes  of  the  public  by  being  associated  with  any  of  these 
events. 

Obviously,  many  other  points  and  considerations  were 
mentioned,  but  space  precludes  a complete  reiteration. 

The  Reference  Committee  has  decided  that  in  view  of 
the  lack  of  concensus  expressed,  that  it  will  take  no  official 
position  on  the  matter. 

RECOMMENDATIONS: 

1.  This  decision  rests  with  the  House  of  Delegates  and 
should  be  made  on  the  floor  of  the  House.  Reference 
Committee  #4  recommends  a poll  of  the  House,  with 
consideration  being  given  to  the  use  of  a written  ballot,  to 
decide  the  question:  "Should  Recommendation  #1  of  the 
Ad-Hoc  Committee  on  FRO  which  states, 

‘The  Ad-Hoc  Committee  on  FRO  recommends  to  the 
House  of  Delegates  that  the  Nebraska  Medical  As- 
sociation be  the  umbrella  organization  for  a FRO  for  the 
State  of  Nebraska.' 
be  accepted  or  rejected?" 

2.  If  the  answer  to  the  above  is  in  the  affirmative,  then 
the  House  of  Delegates  should  be  polled  by  a second 
ballot  regarding  Recommendation  #2  of  the  Ad-Hoc 
Committee  which  states, 

“.  . . if  the  NMA  becomes  the  physician  sponsored 
organization  for  a FRO  in  Nebraska,  no  Nebraska  Medical 
Association  or  Nebraska  Ivledical  Foundation  funds  be 
used  in  setting  up  the  organization.” 

3.  If  the  answers  to  the  above  are  in  the  affirmative 
then  subsequent  consideration  such  as  finances,  direct  or 
indirect  involvement,  and  other  negotiations  could  be 
taken  up  by  the  Board  of  Directors.  If  the  answers  are  in 
the  negative,  then  further  time  and  effort  in  this  regard 
could  be  held  to  a minimum. 

MR.  SFEAKER,  I MOVE  THE  ADOFTION  OF  THIS 
SECTION  OF  OUR  REFORT.  This  was  seconded. 

Dr.  Dunlap  moved  to  amend  the  report  by  rejecting  the 
suggestion  of  the  Ad-Hoc  Committee  on  FRO  for 
affiliation  of  the  NMA  with  FRO  in  Nebraska.  It  was 
pointed  out  that  the  vote  was  on  this  section  of  the 
Reference  Committee's  report  and  following  discussion. 
Dr.  Dunlap  withdrew  his  motion. 

Dr.  Coe  moved  that  the  question  be  divided  and  that 
the  House  consider  each  recommendation  of  the  Refer- 
ence Committee  separately.  This  was  approved  because 


the  report  of  the  Reference  Committee  called  for  such 
division.  There  was  discussion  concerning  the  method  of 
voting.  Dr.  O’Leary  moved  that  the  vote  be  a standing 
vote,  and  this  was  seconded.  The  House  voted  to  allow  Dr. 
O'Leary’s  motion  as  it  had  been  ruled  from  the  Chair  that 
his  motion  was  not  in  order.  The  House  then  approved  Dr. 
O’Leary’s  motion  that  this  be  by  standing  ballot. 

Recommendation  #1  of  the  Reference  Committee  was 
approved  by  the  House  with  41  Yes,  and  31  No  votes. 

There  was  discussion  regarding  Resolution  #6.  The 
House  approved  action  on  this  resolution  at  this  time.  Dr. 
,Schenken  moved  that  Resolution  #6  be  referred  to  the 
Board  of  Directors  for  study.  This  was  approved  by  the 
House. 

The  Chair  called  for  action  on  Recommendation  #2  of 
the  Reference  Committee,  and  the  House  approved  this 
recommendation  with  a vote  of  53  Yes  and  12  No. 

This  section  of  the  Reference  Committee  report  was 
adopted  by  the  House. 

(2)  RESOLUTION  #3  — LANCASTER  COUNTY 

MEDICAL  SOCIETY  - AFPLICATION  OF  PL 

98-21  and  FL  97-248  TO  FEDERAL  HEALTH 

CARE  INSTITUTIONS 

RESOLUTION  #11  — SCOTTS  BLUFF  COUNTY 
MEDICAL  SOCIETY  - PROSPECTIVE  PAYMENT 
SYSTEM 

These  resolutions  read  as  follows: 

Resolution  #3 

WHEREAS,  in  March,  1983  Congress  passed  and  in 
April,  1983  the  President  signed  the  Social  Security 
Amendments  of  1983  (PL  98-21)  which  includes  the 
establishment  of  a prospective  payment  system  for 
inpatient  services  for  Medicare  beneficiaries,  and 

WHEREAS,  this  payment  system  is  intended  to 
transform  the  Federal  government  into  a prudent  buyer 
of  health  care  services  and  to  improve  hospital  financial 
management  by  elimination  of  waste  and  excess  and 
reduce  Federal  outlays  for  health  care,  and 

WHEREAS,  in  August,  1982  Congress  passed  and  in 
September,  1982  the  President  signed  the  Tax  Equity 
and  Fiscal  Responsibility  Act  of  1982  (PL  97-248)  which 
includes  the  establishment  of  Peer  Review  Organizations 
(PRO’s)  for  the  purpose  of  promoting  the  effective, 
efficient,  and  economical  delivery  of  health  care  services, 
and  of  promoting  the  quality  of  services  for  which 
payment  is  made  under  the  Medicare  program,  and 

WHEREAS,  the  function  of  a PRO  review  is  to  ensure 
that  health  care  services  are  reasonable  and  medically 
necessary,  meet  professionally  recognized  standards  of 
care  and  appropriateness  of  admissions  and  discharges 
and  are  provided  in  the  most  economical  setting,  and 

WHEREAS,  Federal  Medical  Institutions  are  exempt 
from  the  above  scrutiny;  therefore,  be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Nebraska  Medical  Association  recommend  to  AMA 
President,  Frank  Jirka,  M.D.  and  AMA  Board  of 
Trustees  Chairman,  Joseph  Boyle,  M.D.,  that  Federal 
legislation  be  developed,  passed,  and  implemented 
which  would  expand  PL  98-21  and  PL  97-248  to  also 
apply  to  Federal  Medical  Institutions. 

Resolution  #11 

WHEREAS,  the  Federal  Government  has  changed  the 
mode  of  payment  of  Medicare  to  a Prospective  Payment 
System  with  a zero  based  budget; 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
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Association  further  ask  that  the  cost  of  administration  of 
this  new  program  also  be  zero  based  and  similarly  based 
on  the  1981  cost  of  administering  the  Federal  Medicare- 
Medicaid  Program  with  analogous  annual  percentage 
inflationary  figures;  and 

BE  IT  FURTHER  RESOLVED,  that  the  costs  of 
administration  of  Prospective  Payment  System  not  be 
shifted  from  program  cost  to  administration  costs;  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  seek  regulations  that  would  include 
all  federal  health  providers  (Veterans  Administration 
hospitals,  military  hospitals,  etc.),  in  a similar  system  of 
zero  based  budgets.  “What’s  good  for  the  goose  is  good 
for  the  gander.” 

No  testimony  was  heard  relative  to  either  of  these 
resolutions.  They  are  similar  in  that  the  thrust  of  each 
resolution  is  to  have  the  NMA  Board  of  Directors  present 
a resolution  to  the  AMA  which  would  ask  that  the  federal 
government  extend  the  concept  of  zero-based  budgeting, 
cost  containment,  and  peer  review  organizations  to 
federal  health  care  facilities  in  the  same  fashion  that  these 
concepts  are  being  applied  to  private  health  care  facilities 
and  providers. 

RECOMMENDATION: 

A resolution  from  the  NMA  to  the  AMA  be  developed 
by  the  Board  of  Directors  incorporating  the  concepts 
expressed  in  Resolution  #3  and  Resolution  #11. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #4  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Craig  Urbauer,  M.D.,  Lincoln  — Chairman 
Edward  Malashock,  M.D.,  Omaha 
R.  Dan  Clark,  M.D.,  Gering 
James  H.  Dunlap,  M.D.,  Norfolk 


Reference  Committee  #5 

Reference  Committee  #5  considered  four  reports  and 
one  resolution.  Your  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  DELEGATE  TO  THE  AMA 
ANNUAL  MEETING 

REPORT  OF  THE  BOARD  OF  DIRECTORS  — 
ITEM  #3  — USUAL  CUSTOMARY  & 
REASONABLE  (UCR)  vs  INDEMNITY 

The  Reference  Committee  considered  these  two 
reports  together.  Discussion  included  an  overview  of 
AMA  policy  and  problems  of  communications  both  up  and 
down.  It  was  stressed  that  a member  should  not  be  one 
issue  oriented.  AMA  policy  can  be  changed  by  grass  roots 
input  properly  channeled  through  county  and  state 
medical  societies  through  the  AMA  delegates. 

Usual  and  customary  and  reasonable  payments  and 
indemnity  payments  were  defined  and  discussed.  It  was 
pointed  out  that  an  indemnity  method  pays  a fixed 
amount  but  does  not  prevent  the  physician  from  billing 
for  the  balance.  This  is  probably  the  reason  the  AMA  is 
considering  a recommendation  that  third-party  payors 
switch  to  this  system.  Many  in  the  insurance  industry 
oppose  this.  Discussion  favored  not  dictating  to  carriers 
how  to  formulate  their  programs  but  to  favor  pluralistic 
forms  of  payment.  Your  Reference  Committee  recom- 
mends that  there  be  additional  input  and  guidance  on  the 


subject  of  indemnity  payment  from  the  Board  of  Directors 
and  the  House  of  Delegates  to  the  AMA  Delegates  to 
prepare  them  for  the  Interim  Meeting  of  the  AMA  in 
December. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  STUDENT  SECTION  REPORT,  AMA-MEDICAL 
STUDENT  SECTION  ANNUAL  MEETING 

Much  discussion  on  this  report  centered  around  the 
medical  student  section  position  paper  on  the  status  of 
foreign  medical  school  graduates  in  the  United  States. 
This  was  felt  to  be  an  area  of  great  sensitivity  and  since 
the  NMA  has  had  some  experience  in  dealing  with  this 
situation  in  the  past,  it  is  recommended  that  the  Board  of 
Directors  or  an  appropriate  commission  study  the  impact 
of  the  foreign  medical  graduate  on  the  future  of  American 
medicine  with  emphasis  on  the  State  of  Nebraska.  It  was 
noted  that  the  material  and  legal  advice  are  available  from 
the  AMA. 

A great  deal  of  conversation  from  student  members 
centered  around  the  benefits  and  opportunities  they 
receive  by  belonging  to  the  NMA.  They  expressed  desire 
to  meet  more  physicians  and  to  promote  membership  in 
the  NMA  to  their  fellow  students.  To  this  end,  they 
suggested  an  orientation  program  of  about  one  hour  just 
prior  to  the  interim  meetings  to  maintain  continuity  and 
stability  in  student  membership.  Your  Reference  Com- 
mittee recommends  the  institution  of  an  orientation 
program  explaining  the  organization  and  functions  of  the 
NMA  and  its  Board,  commissions  and  committees.  It 
further  recommends  this  orientation  be  given  by  a 
knowledgeable  individual  recommended  by  the  Board  of 
Directors  and  at  a time  suitable  to  the  Board.  Your 
Reference  Committee  further  recommends  that  the  new 
delegates  and  alternate  delegates  and  any  other  in- 
terested members  be  invited. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  COMMITTEE  ON  HEALTH  PLANNING 

Comments  on  this  report  focused  on  the  physician 

assistants  status  in  Nebraska.  A position  paper  is  to  be 
written  by  a special  committee  of  the  NMA.  This  could 
not  be  undertaken  until  the  limitations  of  the  Nebraska 
Physician  Assistant  Statute  were  defined  by  the  Attorney 
General.  The  Board  of  Medical  Examiners  requested  this 
legal  opinion  from  the  Attorney  General  and  it  has  only 
recently  been  completed. 

New  committees  have  been  formed  by  the  state  to  study 
new  technology  such  as  Nuclear  Magnetic  Resonance. 
Both  physicians  and  non-physicians  with  technical  knowl- 
edge have  input  into  these  meetings.  Their  guidelines  and 
recommendations  will  be  given  for  consideration  at  the 
next  meeting  of  the  State  Health  Coordinating  Council. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  RESOLUTION  #1  — NMA-MEDICAL  STUDENT 
CHAPTER  — FUNDING  FOR  AN  AMA-MEDICAL 
STUDENT  SECTION  DELEGATE  AND 
ALTERNATE  DELEGATE 

Comments  on  this  resolution  were  all  positive.  It  was 
noted  that  the  Board  of  Directors  is  very  pleased  with  the 
student  program  and  that  the  NMA  membership  is  100% 
behind  the  program.  The  advisors  to  the  Student  Section 
do  not  direct  but  only  advise  and  this  has  promoted 
leadership  and  self-determination. 
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The  Reference  Committee  urges  faculty  and  NMA 
members  of  Creighton  University  to  promote  a simihr 
chapter. 

Resolution  #1  reads  as  follows: 

WHEREAS,  it  is  among  the  stated  goals  of  the  NMA- 
Medical  Student  Chapter  to  involve  its  members  in  the 
scientific  and  ethical  obligations  of  the  profession  of 
medicine;  and  to  encourage  and  support  the  active 
participation  of  medical  students  in  the  NMA.  and 

WHEREAS,  one  means  of  furthering  such  goals  is  on 
the  national  level  where  students  representing  Nebras- 
ka may  interact  and  exchange  ideas  with  peers  from 
throughout  the  country  and  return  with  new  goals  and 
ideas  with  which  to  strengthen  the  local  NMA-Medical 
Student  Chapter,  and 

WHEREAS,  attending  the  AMA-Medical  Student 
Section  meetings  allows  students  to  formulate  national 
student  policy,  as  well  as,  articulate  medical  student 
positions  on  AMA  policies  and,  through  this  mechanism 
develop  future  AMA  membership  and  leadership 
potential,  and 

WHEREAS,  the  University  of  Nebraska  College  of 
Medicine  is  willing  to  provide  one-half  of  the  funding 
necessary  for  attendance  at  such  national  meetings 
through  its  student  travel  budget;  therefore,  be  it 

RESOLVED,  that  the  NMA  provide  in  its  annual 
budget  one-half  of  the  funding  necessary  to  send  a 
University  of  Nebraska  College  of  Medicine  student 
Delegate  and  Alternate  Delegate,  both  NMA-Medical 
Student  Chapter  members,  to  the  AMA-Medical 
Student  Section  annual  and  interim  meetings. 

Board  members  felt  that  a fixed  amount  of  money  that 
would  be  included  in  the  NM.A  budget  would  be  bette*" 
than  a percentage  of  the  cost  to  send  the  student  delegate 
and  alternate  delegate  to  the  AMA  medical  student 
section  meetings.  Therefore,  the  Reference  Committee 
recommends  the  "RESOLVED  " portion  of  Resolution 
#1  be  changed  to  read  after  the  word  "budget”,  "a  fixed 
amount  of  funds  to  be  determined  annually  by  the  Board 
of  Directors  to  aid  in  sending".  This  would  now  read, 
“RESOLVED,  that  the  NMA  provide  in  its  annual  budget 
a fixed  amount  of  funds  to  be  determined  annually  by  the 
Board  of  Directors  to  aid  in  sending  a University  of 
Nebraska  College  of  Medicine  student  Delegate  and 
Alternate  Delegate,  both  NMA-MSC  members,  to  the 
Annual  and  Interim  meetings.” 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  It  was  pointed  out  that 
this  resolution  should  also  state  that  this  student  delegate 
and  alternate  delegate  be  AM.A  members.  The  Chair 
directed  that  this  be  added  to  this  amended  "RE- 
SOLVED”, and  this  section  of  the  Reference  Committee 
report  was  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5 
AS  A WHOLE.  This  was  adopted  by  the  House. 

I wish  to  thank  Dr.  Stanley  Nabity  of  Grand  Island  and 
Dr.  James  Carlson  of  Verdigre  and  the  NM.A  staff  for  their 
able  assistance  in  preparing  this  report. 

Respectfully  submitted, 

John  F.  Fitzgibbons,  M.D.,  Omaha  - 
Chairman 

Stanley  Nabity,  M.D.,  Grand  Island 
James  G.  Carlson,  M.D.,  Verdigre 


Reference  Committee  #6 
Reference  Committee  #6  considered  four  reports  and 
three  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  COM.MISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

The  Committee  heard  much  discussion  regarding  this 
report  and  recommends  first,  support  of  the  present 
status  of  licensing  in  the  State  of  Nebraska;  and  second, 
the  need  for  a unified  and  intensive  approach  to 
Nebraska’s  Hospital/Medical  Liability  Statute  (LB  434). 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  BOARD  OF  DIRECTORS  — ITEM  #5  — LB  434 
The  Committee  feels  that  the  constituents  are  very 

interested  in  keeping  abreast  of  developments  in  LB  434 
and  supports  the  NMA  in  its  efforts  in  this  regard. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  BOARD  OF  DIRECTORS  - ITEM  #4  - 
COMMITTEE  ON  AGING  REPORT 

No  testimony  was  heard  on  this  report  except  for  one 
plea  for  more  equitable  financing  for  care  in  nursing 
homes. 

.MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OL^R  REPORT.  This  was  adopted  by  the 
House. 

(4)  RESOLUTION  #9  — LINCOLN  COUNTY 
MEDICAL  SOCIETY  — LEGISLATIVE 
INFORMATION 

This  resolution  reads  as  follows: 

WHEREAS,  physicians  of  this  state  need  to  be 
involved  with  the  activities  of  our  State  Legislature,  and 

WHEREAS,  involvement  requires  timely  information 
about  proposed  legislation,  and 

WHEREAS,  the  Nebraska  Medical  Association  is  the 
logical  source  of  such  information;  therefore 

BE  IT  RESOLV'ED,  that  the  Nebraska  Medical 
Association  increase  its  efforts  to  inform  the  state's 
physicians  in  advance  of  the  legislative  sessions  and 
elections  to  allow  time  to  properly  respond. 

It  is  the  feeling  of  the  Committee  that  the  constituents 
want  more  information,  more  frequent  information,  and 
more  input  and  output  from  the  constituents  in  regard  to 
legislation.  There  was  also  a plea  for  members  of  the  staff 
and  officers  to  go  out  to  the  County  Society  meetings  and 
spread  the  word  discussing  the  pertinent  issues  of  the  day. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  Ol’R  REPORT.  This  was  seconded.  Dr. 
Meissner  recommended  that  a chain  telephone  communi- 
cation network  be  set  up  from  the  Headquarters  down  so 
that  information  may  be  communicated  to  the  member- 
ship rapidly.  This  would  not  be  a call  to  every  member, 
but  calls  would  go  to  a set  number  of  physicians  in  the 
state  and  they  in  turn  would  call  other  members.  The 
Chair  asked  that  this  recommendation  be  part  of  the 
Reference  Committee  report,  and  this  section  of  the 
Reference  Committee  report  was  adopted. 

(5)  RESOLUTION  #7  — CHEYENNE-KIMBALL- 
DEUEL  MEDICAL  SOCIETY  - TAX-SUPPORTED 
SERVICES  FOR  NEEDY  CHILDREN 
RESOLUTION  #12  — SCOTTS  BLUFF  COUNTY 
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MEDICAL  SOCIETY  - NEBRASKA  CRIPPLED 

CHILDREN'S  PROGRAM 
These  resolutions  read  as  follows: 

Resolution  #7 

WHEREAS,  specialty  referral  services  for  needy 
children  are  needed  in  all  parts  of  the  state,  and 

WHEREAS,  Crippled  Children’s  services  has  re- 
cently informed  the  physicians  of  western  Nebraska 
that  there  are  no  ongoing  pediatric  consultation  services 
available  in  the  panhandle,  and 

WHEREAS,  the  frequency  and  availability  of  one- 
day  clinics  for  consultative  pediatric  services  has 
decreased  in  recent  years,  and 

W'HEREAS,  inequities  and  inadequacies  in  reim- 
bursement for  Crippled  Children  services  was  an 
important  factor  in  the  decision  to  leave  the  state  of  one 
of  the  two  pediatricians  in  the  jtanhandle; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
initiate  dialogue  with  the  appropriate  agencies  to  seek  a 
satisfactory  solution  to  this  problem. 

Resolution  #12 

WHEREAS,  the  Nebraska  Crippled  Children’s  Pro- 
gram appears  to  have  inconsistencies  in  its  administra- 
tion, and 

WHEREAS,  doctors  and  hospitals  serving  crippled 
children  throughout  Nebraska  are  not  being  uniformly 
paid; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 


braska Medical  Association  investigate  the  reimburse- 
ment schedules  throughout  the  state  and  determine  if 
they  meet  standards  of  fairness,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  also  evaluate  methods  of  deter- 
mination of  eligibility  of  patients  for  uniformity  and 
fairness. 

Considerable  testimony  was  heard  in  this  regard  and 
although  out  state  Crippled  Children’s  Program  is  better 
than  the  programs  in  many  states,  it  was  felt  that  there 
was  some  room  for  improvement.  It  is  recommended  that 
the  appropriate  body  of  the  NMA  determine  if  there  is  an 
inequity  of  compensation  in  Nebraska  in  the  various  areas 
pertaining  to  the  Crippled  Children’s  Program,  whether  or 
not  there  is  inequity  in  the  quality  and  distribution  of 
care,  and  to  investigate  if  there  is  not  a way  to  institute 
more  subspecialty  care  throughout  the  state. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #6 
AS  A WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Arnold  Lempka,  M.D.,  Omaha  — 
Chairman 

Chris  Caudill,  M.D.,  Lincoln 
Ronald  Klutman,  M.D.,  Columbus 

Following  an  executive  session,  the  House  of  Delegates 
was  adjourned. 
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Wash  in^toNotes 

(Continued  from  page  7 A) 

to  apply  federal  legislation  — under  the  1973 
Rehabilitation  Act  — to  cases  of  selective  non- 
treatment of  neonates.  In  the  government’s 
first  attempt  at  implementation,  the  rule  was 
struck  down  in  federal  court  under  challenge 
by  the  AAP.  Members  of  the  medical  com- 
munity suggested  that,  if  left  unchanged,  the 
regulation  will  again  be  brought  before  the 
courts. 

Yet  between  medical  groups  there  is  little 
agreement  about  the  major  alternative:  bio- 
ethical  review  committees.  The  AMA  and 
American  College  of  Obstetricians  and  Gyne- 
cologists (ACOG)  believe  that  the  committees 
should  be  voluntary  and  limited  to  hospital 
staff.  AAP,  the  National  Association  of  Child- 
ren’s Hospital  and  Related  Institutions 
(NACHRI),  and  the  Association  of  American 
Medical  Colleges  say,  however,  that  the  review 
committees  should  be  mandatory  and  should 
include  the  outside  community. 

AMA  and  ACOG  content  that  review  com- 
mittees, if  established,  should  be  created 
voluntarily  by  local  hospitals  — not  mandated 
hy  the  federal  government  or  hospital  ac- 
crediting bodies.  They  should  be  internal 
committees  that  play  an  educational  or  ad- 
visory role,  giving  parents  and  physicians  the 
chance  to  exchange  information  when  making 
critical  treatment  decisions,  these  groups  say. 

In  contrast,  groups  such  as  the  AAP  and 
NACHRI  favor  review  boards  that  are  man- 
datory, hooked  up  to  a hospital’s  participation 
in  Medicare  and  Medicaid  funding.  Review 
committee  members  would  include  not  only 
the  hospital  staff,  but  members  of  the  clergy 
and  outside  community  as  well.  Although  the 
committee’s  role  would  also  be  advisory,  it 
would  assume  somewhat  broader  duties,  such 
as  recommending  a new  hospital  policy  or 
reviewing  infant  care  records. 

Other  medical  groups  have  chosen  not  to 
endorse  either  position,  instead  adopting 
models  that  lie  somewhere  between  either 
extreme.  Still  others  remain  on  the  periphery, 
saying  they  agree  “conceptually”  with  one  plan 
or  the  other  but  refusing  to  endorse  specific 
details  of  any  plan.  Some  hope  that  a vague 


position  will  give  them  more  time  to  discuss 
the  issue  with  their  members;  others  expect 
another  chance  to  comment  if  the  government 
pursues  this  plan  further. 

Already,  2i)7c  of  the  nation’s  hospitals  have 
formal  review  mechanisms,  7%  have  informal 
review  mechanisms,  and  19%  have  plans  to 
establish  one  or  the  other,  according  to  a 
recent  AHA  survey.  Some  hospitals  are  setting 
up  ethics  committees  specifically  for  newborn 
intensive  care  units. 

There  is  a risk  in  the  alternatives:  by  offering 
review  committees  as  an  option,  the  medical 
community  may  find  itself  saddled  with  both 
the  committees  and  the  more  invasive  “Baby 
Doe”  regulations.  The  review  committees,  if 
adopted  by  the  government,  could  be  molded 
into  forms  scarcely  recognizable  by  their 
original  proponents.  Furthermore,  the  adop- 
tion of  the  review  committee  concept  — if 
integrated  into  the  “Baby  Doe”  regulation  — 
could  be  tougher  to  fight  on  legal  grounds. 

HHS  must  now  sort  through  more  than 
10,000  comments,  petitions  and  postcards 
stacked  in  tall  piles  in  one  Washington  office. 

Budget  Reconciliation  Reflects 
Piecemeal  Cost  Cutting 

A proposal  to  freeze  some  Medicare  pay- 
ments to  physicians  and  require  assignment  of 
claims  for  these  services  will  be  submitted  by 
the  House  Ways  and  Means  Committee  for 
debate  on  the  floor  of  the  House  despite  the 
proposal’s  failure  to  win  the  committee’s 
endorsement.  House  debate  on  the  issue  was 
expected  in  early  November. 

The  proposal  initially  would  have  rolled 
back  and  frozen  for  six  months  Medicare 
payments  to  physicians  for  services  to  hospital 
inpatients.  Physicians  would  have  been  re- 
quired to  accept  assignment  of  claims  for 
inpatient  services.  Savings  were  estimated  at 
$920  over  the  next  three  years. 

Although  the  plan  was  adopted  with  little 
debate  and  no  hearings  in  the  Ways  and  Means 
Health  Subcommittee,  it  was  rejected  in 
lengthy  secret  sessions  by  the  parent  commit- 
tee after  the  assignment  and  freeze  issues  were 
divided  for  separate  votes.  The  mandatory 
assignment  provision  was  rejected  by  a small 
margin,  after  which  the  freeze  was  defeated  by 
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a larger  majority,  primarily  because  it  was 
feared  the  freeze  without  mandatory  assign- 
ment would  penalize  beneficiaries. 

Ways  and  Means  chairman  Rep.  Dan  Ros- 
tenkowski  (D-IL)  then  mounted  a last  ditch 
effort  to  convince  Democrats  who  had  voted 
against  the  proposals  to  support  an  even- 
tougher  alternative.  The  alternative  would 
have  added  a requirement  that  hospitals  deny 
admitting  privileges  to  physicians  who  refused 
to  commit  to  taking  Medicare  inpatient  cases 
on  assignment.  Medicare’s  criminal  penalties 
would  have  been  assessed  against  any  phy- 
sician who  made,  but  didn’t  honor  such  a 
commitment. 

Although  he  was  unable  to  garner  sufficient 
support  for  adoption,  Rostenkowski  won  agree- 
ment to  allow  him  to  take  the  proposal  to  the 
House  floor  as  a separate  amendment.  The 
House  debate,  which  had  been  scheduled  for 
October  28,  was  postponed  due  to  another 
controversial  portion  of  the  Ways  and  Means 
package  — industrial  development  bonds. 

Other  Ways  and  Means  provisions  involve 
Medicare  payment  for  cardiac  pacemakers  and 
clinical  lab  services.  These  provisions  are  also 
included  in  a package  adopted  by  the  House 
Commerce  Committee.  Both  committees’ 
proposals  are  intended  to  bring  health  pro- 
grams into  compliance  with  spending  targets  in 
the  congressional  budget  resolution.  The 
Senate  Finance  Committee  has  not  completed 
deliberations  on  its  reconciliation  package. 

PROs  Overemphasize  Cost, 

Government  Told 

When  Medicare  officials  designed  their  new 
diagnosis-related,  fixed  price  hospital  payment 
plan,  they  relied  heavily  on  new  review  teams 
called  professional  review  organizations 
(PROs)  to  make  sure  that  hospitals  didn’t  try 
to  get  around  the  system  by  admitting  more 
patients  and  skimping  on  the  quality  of  care 
they  provide. 

Now  hospitals,  physicians  and  some  of  the 
professional  standards  review  organizations 
(PSROs)  that  preceded  the  PROs  as  review 
bodies  are  telling  the  government  that  the 
bidding  principles  it  outlined  in  August  for  the 
would-be  PROs  overemphasize  admission 
controls  and  do  little  to  protect  quality. 

Basically,  the  bidding  principles,  called 


“scope  of  work,”  require  the  PRO  to  detail  five 
objectives  aimed  at  reducing  admissions  and 
one  intended  to  protect  quality.  The  draft  also 
includes  a cost-benefit  ratio  and  an  “admis- 
sions factor”  that  rates  a PRO  by  its  ability  to 
reduce  admissions  and  cut  costs.  A point 
system  by  which  bids  will  be  evaluated 
accompanies  the  “scope  of  work”  draft. 

In  general,  the  responding  groups  — in- 
cluding the  American  Medical  Association,  the 
American  Hospital  Association,  the  American 
Society  of  Internal  Medicine,  and  the  Ameri- 
can Medical  Peer  Review  Association  — were 
critical  of  the  “admissions  factor”  formula  and 
of  the  emphasis  on  cost  over  quality. 

The  AMA  and  AHA  also  urged  that  the 
point  system  be  redesigned  to  give  physician- 
sponsored  organizations  a greater  advantage  in 
the  bidding  process.  The  AHA  recommended 
that  PROs  be  permitted  to  delegate  review  to 
hospitals  and  said  that  PROs  also  should  look 
at  physician  services  related  to  reviewed 
hospital  services,  denying  payment  for  phy- 
sician services  to  any  patient  for  which 
payment  to  the  hospital  is  denied. 

Business  groups  and  AMPRA  said  PROs 
should  be  required  to  include  a plan  for  review 
of  the  care  of  private  patients  in  their  bid.  All 
of  the  groups,  and  the  Blue  Cross  and  Blue 
Shield  Association  as  well,  have  called  for 
changes  in  a provision  that  would  prohibit 
officials,  owners  or  board  members  of  a health 
facility  from  participating  in  the  governance, 
management  or  ownership  of  a PRO. 

In  criticizing  the  quality  objectives  outlined 
in  the  principles,  the  AMA  warned  that  fixed 
price  payments  provide  a strong  incentive  for 
underprovision  of  services.  In  this  new  en- 
vironment, the  association  commented,  “PROs 
must  play  a vitally  important  role  in  ensuring 
that  quality  medical  care  is  provided  to  the 
nation’s  elderly  by  supporting  physicians  in 
their  decisions  to  provide  medically  necessary 
care.” 

Ancillary  Services  Unnecessary 

A General  Accounting  Office  review  of  16 
hospitals  has  concluded  that  67(  of  the 
ancillary  hospital  services  charged  to  Medicare 
were  unnecessary. 

As  a result,  GAO  already  is  stumping  for 
changes  in  the  rate  structure  in  Medicare’s 
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new  diagnosis  related  groups  (DRGs)  payment 
plan. 

The  study,  performed  for  GAO  by  eight 
Professional  Standards  Review  Organizations 
(PSROs),  found  that  about  10%  of  laboratory 
tests,  special  services  and  radiology  were  not 
needed.  About  32%  of  all  physical  therapy  and 
6%  of  all  ancillaries  were  considered  un- 
necessary. Medicare  paid  the  charges,  GAO 
concluded,  because  the  program  does  not  have 
an  adequate  review  system  for  medical  neces- 
sity. 

The  GAO  said  it  recognizes  that  the  new 
fixed-priced  DRG  payments  are  expected  to 
encourage  hospitals  not  to  do  unnecessary 
ancillary  services,  but  it  recommended  that 
Medicare  beef  up  its  review  of  the  necessity  of 
services  anyway.  About  60%  of  all  hospital 
charges  are  for  ancillary  services,  and  in  1984 
Medicaid  and  Medicare  will  spend  over  $30 
billion  for  ancillaries,  GAO  noted.  Medicaid 
will  not  be  under  a DRG  system  and  data 
gleaned  from  Medicare  cases  could  be  used  to 
rework  the  DRGs,  the  report  suggested. 

The  Department  of  Health  and  Human 
Services  is  required  to  recalibrate  DRGs  for 
fiscal  1986  and  GAO  says  that  the  recalibration 
should  remove  from  the  DRG  rates  any  portion 
attributable  to  unnecessary  ancillary  services. 

Medicare  Deductibles  to  Rise  January  1 

The  nation’s  30  million  Medicare  bene- 
ficiaries will  have  to  pay  about  17%  more  out  of 
pocket  for  hospital  stays  in  1984  as  the 
Medicare  hospital  deductible  increases  from 
$304  this  year  to  $356  on  January  1,  the 
Department  of  Health  and  Human  Services 
has  announced.  The  premiums  beneficiaries 
pay  for  their  supplementary  medical  insurance 
(Part  B)  will  rise  from  $12.20  to  $14.60  a 
month  on  January  1. 

Beyond  DRGs? 

Just  as  hospitals  across  the  country  were 
gearing  up  for  the  advent  of  Medicare’s  new 
diagnosis  related  groups  (DRGs)  payment 
scheme  on  October  1,  organized  labor  and 
some  of  its  congressional  supporters  staged  a 
hearing  to  promote  a labor-backed  bill  that 
goes  far  beyond  the  new  Medicare  plan. 

Called  the  “Health  Care  Cost  Control  Act  of 


1983,”  the  bill  would  establish  federal  caps  on 
payments  to  both  physicians  and  hospitals, 
require  physicians  to  take  all  Medicare  claims 
on  assignment,  and  increase  federal  Medicaid 
payments  to  states  that  set  up  their  own 
systems  to  control  hospital  and  physician  fees. 
Both  the  federal  and  state  controls  would 
apply  to  all  patients  — not  just  Medicare  and 
Medicaid  beneficiaries. 

Introduced  earlier  this  year  by  Sen.  Edward 
Kennedy  (D-MA)  and  Reps.  James  Shannon 
(D-MA)  and  Barbara  Mikulski  (D-MD),  the  bill 
was  the  subject  of  a hearing  by  the  House 
Ways  and  Means  Health  Subcommittee.  It  was 
endorsed  by  labor  groups  and  supported  in 
part  by  the  Health  Insurance  Association  of 
America. 

It  was  opposed  by  the  American  Hospital 
Association,  the  Blue  Cross  and  Blue  Shield 
Association  and  the  American  Medical  As- 
sociation, whose  representatives  called  it  an 
extension  of  the  hospital  cost  caps  proposed 
by  the  Carter  Administration  and  rejected  by 
Congress. 

The  cost  cap  plan  is  not  likely  to  be  seriously 
considered  this  year  in  a Congress  waiting  to 
see  how  effective  hospital  DRGs  will  prove. 
But  since  DRGs  are  expected  to  delay 
Medicare  bankruptcy  only  to  1990  at  best. 
Congress  soon  will  have  to  seriously  address 
Medicare’s  financial  problems  and  Kennedy 
appears  to  be  positioning  for  that  debate. 

Kennedy  reportedly  will  offer  another  al- 
ternative which  he  considers  a “refinement”  of 
that  plan.  He  and  Rep.  Richard  Gephardt  (D- 
MO)  plan  to  introduce  a proposal  to  extend 
DRGs  to  all  payers  and  apply  it  to  physician 
fees  as  well  as  to  hospitals. 

AMA  Board  member  Alan  R.  Nelson,  MD, 
testifying  in  October,  said  the  Kennedy- 
Shannon  approach  is  based  on  “strict  regula- 
tory controls,  arbitrary  and  rigid  caps,  massive 
bureaucratic  administration,  and  harsh  penal- 
ties. Administration  of  the  program  would  be 
highly  complex  and  intrusive  into  the  man- 
agement of  hospitals  and  the  delivery  of 
Medicare  in  this  country,”  and  “would  provide 
no  safeguards  to  assure  quality  care,”  Dr. 
Nelson  said. 

Dr.  Nelson,  a Salt  Lake  City  physician 
specializing  in  internal  medicine,  called  the 
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proposal  to  limit  physician  fees  “counter- 
productive” and  “unfair”  since  it  would  restrain 
physician  charges  while  placing  “no  such 
restraints  on  the  rest  of  the  economy.”  He  also 
warned  that  mandated  assignment  of  Medicare 
claims,  in  conjunction  with  proposals  to  hold 
down  Medicare  reimbursement  to  physicians, 
could  adversely  “affect  access  of  Medicare 
patients  to  the  physician  of  their  choice.” 

Congress  to  Deal  with  Malpractice 

Rep.  Richard  Gephardt  (D-MO)  and  other 
members  of  the  House  Ways  and  Means 
Committee  may  introduce  “in  the  near  future” 
a proposal  that  “will  radically  change”  the  way 
medical  malpractice  claims  are  treated, 
Gephardt  reported  recently. 

Gephardt,  who  described  the  proposal  at  a 
recent  meeting  of  the  National  Health  Council 
in  Washington,  apparently  was  referring  to  a 
plan  being  drawn  up  by  Louisiana  Republican 
Rep.  Henson  Moore  who,  like  Gephardt,  is  a 
member  of  the  House  Ways  and  Means 
Committee. 

Characterized  by  Gephardt  as  the  applica- 
tion of  the  no-fault  insurance  concept  to 
medical  malpractice,  the  Moore  proposal  re- 
portedly would  give  the  physician  or  health 
care  provider  involved  in  a malpractice  case 
the  right  to  offer  prior  to  court  action,  a 
settlement  based  primarily  on  the  plaintiffs 
economic  loss  as  a result  of  the  alleged 
malpractice.  Acceptance  of  the  offer  would 
eliminate  the  plaintiff s right  to  further  legal 
action  except  in  certain  specific  instances.  The 
proposal  might  be  applied  only  to  cases  filed 
by  Medicare  and  Medicaid  patients. 

“A  number  of  us  in  the  House  have  been 
studying”  the  malpractice  issue  and  its  po- 
tential impact  on  health  costs,  Gephardt  said. 
There  “are  still  a lot  of  problems”  with  our 
proposal,  he  conceded,  and  “I  don’t  know  if  we 
can  even  begin  to  pass  such  legislation.  But  I 
think  it  is  an  integral  part  of  any  solution. 

“I’m  convinced  that  we’ve  got  to  give  relief 
to  the  medical  practitioner  and  “come  up  with 
a new  system  for  compensating  victims  of 
malpractice  that  will  give  incentives  to  phy- 
sicians to  not  practice  as  elaborate  and  as 
defensive  a medicine  as  they  now  logically  feel 
they  have  to.” 


Medicare  Council  Nears  Final  Vote 

A Medicare  advisory  committee  has  backed 
away  from  its  earlier  tentative  recommenda- 
tion that  Medicare  reduce  payments  to  phy- 
sicians who  do  not  accept  all  Medicare  claims 
on  assignment  as  it  wound  down  toward  a final 
vote  on  its  work  November  3 and  4. 

The  advisory  committee,  chaired  by  former 
Indiana  Governor  Otis  Bowen  and  known  as 
the  Social  Security  Advisory  Council,  is 
charged  with  suggesting  solutions  to  Medi- 
care’s financial  problems. 

Earlier,  the  council  had  agreed  to  a proposal 
in  which  physicians  could  have  chosen  on  an 
annual  basis  to  become  “participating  phy- 
sicians.” “Participating  physicians”  would 
agree  to  accept  Medicare’s  reasonable  charge 
as  payment  in  full  and  Medicare  would 
continue  to  pay,  as  it  does  today,  80%  of  the 
reasonable  charge.  Billing  and  payment  pro- 
cedures for  these  physicians  would  be  stream- 
lined and  their  names  would  be  published  in  an 
annual  directory.  Medicare  payments  to  “non- 
participating physicians”  would  have  been 
reduced  to  75%  of  the  program’s  reasonable 
charge  limit. 

Meeting  on  October  16  and  17,  however,  the 
Council  reversed  its  earlier  decision  to  call  for 
lower  payments  to  non-participating  phy- 
sicians because  it  viewed  the  proposal  as  a 
shift  of  costs  to  beneficiaries,  which  some 
members  opposed.  The  recommendation  to 
set  up  a “participating  physicians”  concept 
and  the  other  incentives  were  retained. 

The  Council  also  tentatively  decided  at  its 
October  meeting  to  recommend  substantial 
increases  in  the  Medicare  Part  B deductible. 
Under  this  proposal,  the  deductible  would 
increase  each  year  by  the  same  amount  as  the 
consumer  price  index  rises  and  the  increase 
would  be  retroactive  to  1974.  The  Part  B 
deductible  would  increase  from  its  current  $75 
annual  level  to  an  estimated  $120  beginning  in 
1985  under  the  proposal. 

At  a late  September  meeting,  the  Council 
also  reversed  another  earlier  recommendation 
which  opposed  taxing  a portion  of  employer- 
paid  health  insurance  premiums.  At  the 
September  meeting,  the  Council  decided  to 
support  a tax  on  premiums  exceeding  $75  a 
month  for  individuals  and  $175  a month  for 
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families.  The  Council  also  has  called  for  a 
restructuring  of  Medicare  paid  for  by  in- 
creased premiums  and  a study  on  the  financing 
of  medical  education  “in  order  to  provide  for 
an  orderly  withdrawal  of  Medicare  funds  from 
education  and  training  support  activities. 


Role  for  Physicians  in  Hospice  Urged 

A new  hospice  benefit  Medicare  to  be 
initiated  on  November  1 will  be  “beneficial”  to 
many  patients  but  regulations  to  implement  it 
should  be  modified  “to  give  greater  recognition 
to  the  role  of  the  patient’s  attending  physician,” 
the  American  Medical  Association  has  told 
Medicare  officials. 

In  commenting  on  the  regulations,  the  AMA 
suggested  several  specific  areas  where  the  role 
of  the  attending  physician  should  be  strength- 
ened. The  comments  note  that  hospices  will  be 
paid  a flat  per  diem  rate  and  call  for  the 
continued  involvement  of  the  attending  phy- 
sician as  a “safeguard  because  the  hospice  has 
a significant  incentive  not  to  provide  care  that 
would  result  in  incurring  expenses  in  excess  of 
the  reimbursement  amount.” 


Elderly  Groups  Hit  Medicaid  Proposal 

Groups  representing  children  and  the  elder- 
ly charged  in  October  that  new  Medicaid  rules 
proposed  by  the  Reagan  Administration  could 
force  many  low-income  individuals  to  spend 
more  for  their  medical  care  and  leave  them  less 
to  spend  on  food  and  shelter. 

The  rules,  proposed  in  the  September  2 
Federal  Register,  would  permit  states  to 
revise  the  way  they  determine  eligibility  for  the 
so-called  medically  indigent.  About  3.7  million 
of  the  21.9  million  Medicaid  recipients  fit  in 
this  category  which  gives  states  the  option  of 
providing  Medicaid  to  low-income  individuals 
with  high  medical  bills. 

The  new  rules  would  allow  states  to  restrict 
the  medical  expenses  that  can  be  counted  in 
determining  eligibility.  For  instance,  the  state 
could  now  refuse  to  count  as  a medical  expense 
bills  for  services  provided  more  than  three 
months  earlier  or  for  any  services  not  covered 
by  the  state  Medicaid  plan  except  for  health 
insurance  premiums  and  copayments.  In  cal- 
culating the  individual’s  potential  cost  of 


nursing  home  services,  the  state  could  assume 
costs  equal  to  what  Medicaid  pays  the  nursing 
homes  rather  than  what  private  patients  pay. 

Compromise  on  Health  Planning 

Progress  toward  a compromise  bill  to 
reauthorize  the  health  planning  program  con- 
tinued slowly  but  surely  in  late  September  and 
October  as  major  congressional  players  ap- 
peared to  be  moving  toward  an  agreement  and 
the  White  House  clarified  its  position  on 
planning. 

Representatives  of  several  key  legislators, 
including  Sens.  Edward  Kennedy  (D-MA), 
Orrin  Hatch  (R-UT)  and  Dan  Quayle  (R-IN) 
and  Reps.  Henry  Waxman  (D-CA)  and  Edward 
Madigan  (R-IL),  have  met  and  reportedly  are 
discussing  a three-year  reauthorization  that 
would  amend  the  pi’esent  planning  legislation 
rather  than  repealing  it  and  replacing  it  with  a 
block  grant.  Funding  apparently  would  be  near 
the  current  level  of  $64  million. 

Meanwhile,  White  House  Office  of  Man- 
agement and  Budget  Director  David  Stockman 
has  written  to  Madigan  to  clarify  an  earlier 
0MB  letter  on  health  planning. 

In  the  second  letter,  Stockman  pledged  that 
the  Reagan  Administration  will  “not  oppose  a 
substitute”  with  CON  levels  of  $1  million  for 
institutional  health  services;  $5  million  for 
capital  expenditures  and  $2  million  for  major 
medical  equipment.  He  urged  Madigan  to  “use 
your  leadership  to  gain  further  consideration 
of  your  substitute  bill  with  these  higher  CON 
thresholds.” 

Open  Season  for  Feds 

Federal  employees’  annual  opportunity  to 
change  health  plans  begins  soon  and  federal 
officials  expect  the  trend  to  continue  among 
employees  to  switch  to  lower-cost  plans,  often 
with  higher  cost-sharing  amounts. 

In  1983,  about  one  million  employees 
shifted  to  lower  cost  plans  rather  than  face 
premium  contribution  increases  averaging 
about  24%.  As  a result,  the  Office  of  Personnel 
Management  reported  that  overall  increases  in 
what  federal  workers  paid  for  coverage  actually 
went  up  by  only  about  47c. 

For  1984,  employee  premium  contributions 
in  the  150  federal  health  plans  will  increase  on 
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an  average  by  about  19%.  The  federal  govern- 
ment, which  pays  about  60%  of  most  em- 
ployees’ health  insurance  premiums,  will  in- 
crease its  contribution  by  13%. 

The  actual  increases  among  the  plans  will 
vary  widely,  however,  with  the  employee’s  cost 
of  the  Aetna  government-wide,  high  option 
family  plan  rising  by  about  87%  to  $109.01  a 
month  while  the  employee’s  cost  of  the  Blue 
Cross  and  Blue  Shield  government-wide  high 
option  family  plan  will  rise  to  $140.97  a month, 
or  about  16%  more  than  this  year.  The  largest 
HMO  in  the  program  — the  Kaiser  plan  in 
Oakland,  CA  — will  cost  the  employee  $41.69 
per  month  for  family  coverage,  17.6%  more 
than  this  year.  Many  of  the  other  130  HMOs  in 
the  federal  health  program  will  have  even 
lower  increases  and  some  will  actually  reduce 
prices. 

The  new  plans  become  effective  January  1. 
The  selection  period,  called  an  open  season, 
begins  November  14  and  runs  to  December  9. 
About  10  million  federal  employees,  retirees 
and  dependents  are  covered  by  the  federal 
health  plans. 

HHS  Appropriations  Bill  Passed 
First  Time  in  Five  Years 

For  the  first  time  in  five  years.  Congress 
gave  final  approval  to  an  appropriations  bill  for 
the  Departments  of  Health  and  Human  Serv- 
ices, Labor  and  Education.  The  $104.4  billion 
measure,  passed  on  October  20,  provides 
funding  for  Fiscal  1984.  The  President  was 
expected  to  sign  it  even  though  it  exceeded  his 
budget  request. 

The  bill  contains  about  $64.7  billion  for 
HHS,  including  $13  million  for  the  profes- 
sional standards  review  organization  (PSRO) 
program,  which  the  White  House  Office  of 
Management  and  Budget  had  tried  to  elimi- 
nate through  the  appropriations  process. 
Funding  for  several  programs,  including  health 
planning  and  nurse  training,  was  deferred 
since  the  programs  have  not  been  reauthorized 
by  Congress.  These  programs  will  continue  to 
operate  for  the  time  being  under  a continuing 
resolution  that  funded  them  through  Novem- 
ber 10. 

The  bill  also  includes: 

— $1.3  billion  for  the  Health  Resources  and 


Services  Administration  which  encompasses 
the  maternal  and  child  health  block  grant 
funded  at  $399  million,  community  health 
centers  which  will  get  $327  million,  and  the 
National  Health  Service  Corps  funded  at  $89.3 
million. 

— $374.5  million  for  the  Centers  for  Disease 
Control,  including  $88  million  for  a disease 
prevention  block  grant.  CDC  and  the  National 
Institutes  of  Health  will  share  some  $41.6 
million  in  funds  to  address  the  Acquired 
Immune  Deficiency  (AIDS)  problem. 

— $4.4  billion  for  the  National  Institutes  of 
Health,  including  $1  billion  for  the  Cancer 
Institute  and  $674.6  million  for  the  Heart, 
Lung  and  Blood  Institute.  The  bill  also 
includes  $3.5  million  for  up  to  five  Alzheimer 
Disease  Research  Centers  and  sets  aside  $10 
million  for  research  on  neurological  disorders 
in  “honor”  of  former  Sen.  Jacob  Javits  who 
suffers  from  Lou  Gehrig’s  disease. 

— $34.4  billion  for  the  Health  Care  Financ- 
ing Administration,  including  $15.6  billion  in 
Medicaid  grants  to  states,  $17.7  billion  in 
payments  to  the  health  trust  funds,  and  $13 
million  for  PSROs. 

The  PSRO  money  is  intended  to  keep 
approximately  140  PSROs  still  in  operation 
going  until  they  are  replaced  by  Peer  Review 
Organizations  (PROs).  0MB  wanted  to  elimi- 
nate the  PSROs  but  HCFA  argued  that  they 
were  necessary  to  keep  tabs  on  hospital 
performance  under  Medicare’s  new  prospec- 
tive pricing  scheme  until  the  PROs  are  in 
place.  The  House  bill  contained  no  money  for 
PSROs  and  the  Senate  included  $17  million. 
PSROs  had  said  they  needed  at  least  $15 
million  to  conduct  reviews  until  the  PROs  are 
up  and  running.  The  final  appropriations 
measure  also  deletes  House  language  that 
would  have  prohibited  future  funding  for 
PROs.  The  PROs  will  be  funded  through  the 
Medicare  trust  funds. 


New  Ethics  Commission 
Proposed  in  Congress 

Six  months  after  the  demise  of  the  Presi- 
dent’s Commission  for  the  Study  of  Ethical 
Problems  in  Medicine,  members  of  Congress 
are  drafting  proposals  to  form  another  decision- 
making body. 
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These  preliminary  proposals,  however,  are 
dramatically  different.  One  proposal,  drafted 
by  Sen.  Edward  Kennedy  (D-MA),  would  place 
the  commission  within  the  Institute  of  Medi- 
cine. The  second,  drawn  up  by  Sen.  Jeremiah 
Denton  (R-AL),  would  place  it  under  the  wing 
of  the  Office  of  Technology  Assessment. 

The  differences  originate  with  one  basic 
disagreement:  who  should  influence  commis- 
sion decisions.  Sen.  Kennedy  believes  that  the 
commission  should  stand  apart  from  Congress; 
any  political  influence  would  threaten  the 
objectivity  of  a commission,  he  says.  Sen. 
Denton  believes  that  the  commission  should 
be  responsive  to  the  concerns  of  Congress; 
elected  officials  have  a responsibility  to  guide 
the  decision-making  process,  he  counters. 

“We  want  the  commission  to  be  composed 
of  people  in  the  (scientific)  field,  who  can 
operate  freely  regardless  of  the  nature  of  their 
conclusions,”  says  a Kennedy  spokesman. 
Under  the  Kennedy  plan,  the  commission 
would  be  funded  by  a grant  that  could  be 
discontinued  if  Congress  is  dissatisfied  with  its 
work.  Members  of  the  commission  would  be 
appointed  by  the  Institute  of  Medicine. 

In  contrast.  Sen.  Denton  wants  the  com- 
mission to  be  composed  of  members  of  the 
OTA  staff,  who  would  participate  according  to 
their  area  of  expertise.  Consultants  and 
outside  specialists  would  be  called  in  to  offer 
their  opinions.  “(The  former  commission) 
became  an  extra-legislative  body,  with  no 
process  of  ratification.  We  don’t  want  it  to  have 
that  stamp  of  authority,”  said  a Denton  staffer. 

FDA’s  OTC  Drug  Review  Winds  Down 

After  11  years  of  effort,  the  Food  and  Drug 
Administration  has  compiled  a new  list  of  the 
nation’s  safe  and  effective  nonprescription 
drugs. 

Only  one-third  of  the  700  key  ingredients 
reviewed  were  found  to  be  safe  and  effective. 
However,  many  popular  products  contain  both 
effective  ingredients  and  ineffective  ingre- 
dients which  are  still  being  tested. 

As  a result  of  the  study’s  recommendations, 
consumers  can  now  buy  many  former  prescrip- 
tion drug  products  over-the-counter,  such  as: 
hydrocortisone;  two  antifungals;  seven  anti- 
histamine or  nasal  decongestant  ingredients; 


diphenhydramine  hydrochloride  and  diphen- 
hydramine monocitrate  as  nighttime  sleep-aid 
ingredients;  and  dyclonine  hydrochloride  as  a 
pain  reliever  and  anesthetic  in  mouthwashes, 
gargles,  and  lozenges. 

But  the  review  also  pulled  many  over-the- 
counter  products  from  the  market,  such  as: 
sweet  spirits  of  nitre;  camphorated  oil;  hexa- 
chlorophene,  and  all  daytime  sedative  pro- 
ducts promoted  to  relieve  “simple  nervous 
tension.” 

Many  manufacturers  have  reformulated 
products  to  take  advantage  of  the  study’s 
recommendations.  Additionally,  some  manu- 
facturers improved  directions,  warnings,  or 
consumer  information  on  product  labels.  Much 
work  still  remains,  however,  to  convert  the 
study’s  recommendations  into  regulatory 
action,  the  FDA  says. 

Direct-To-Consumer  Rx  Ads  Nixed  by 
Consumers 

A Food  and  Drug  Administration  survey 
shows  that  the  vast  majority  of  consumers 
attending  FDA  public  hearings  around  the 
country  have  serious  concerns  about  direct-to- 
consumer  advertising  of  prescription  drugs. 

“Opposition  to  direct-to-consumer  drug  ad- 
vertising is  surprisingly  unified.  It  is  also  clear 
that  consumers  want  to  participate  in  the 
development  of  a policy  on  direct-to-consumer 
advertising  as  it  developes,”  concluded  Alex- 
ander Grant,  of  the  FDA’s  Office  of  Consumer 
Affairs. 

Approximately  60%  of  the  surveyed  public 
— 950  persons  attending  38  FDA  hearings  last 
summer  — opposed  advertising  under  any 
circumstances.  Around  20%  opposed  advertis- 
ing unless  controlled  by  strict  FDA  regulations. 
Only  20%  of  the  public  voiced  support  for 
direct-to-consumer  advertising. 

Persons  opposed  to  advertising  without 
strict  supervision  said  that  FDA  should  pro- 
hibit advertising  of  brand-name  products, 
drugs  for  serious  or  chronic  conditions,  or  new 
products  not  yet  evaluated  by  physicians. 
Opposition  was  cited  because  they  thought 
such  advertising  would  increase  dioig  prices, 
confuse  the  public,  disrupt  the  patient- 
physician  relationships,  and  present  an  un- 
balanced picture  of  drug  risks  and  benefits. 
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The  survey  received  a mixed  reaction  at 
FDA,  which  is  struggling  to  design  a formal 
policy  on  this  new  form  of  promotion.  Some 
experts  said  it  does  not  represent  general 
public  opinion,  because  only  more  vocal 
consumers  attended  the  hearing.  However, 
others  said  that  the  audiences  were  well- 
balanced,  containing  not  only  consumer  ad- 
vocates but  health  professionals,  academicians, 
and  drug  and  advertising  industry  representa- 
tives as  well. 

Infant  Formula  Labeling  Change 

The  Food  and  Drug  Administration  re- 
viewed comments  this  month  on  its  proposed 
revisions  to  the  labeling  of  proposed  infant 
formula. 

FDA  wants  to  add  a list  of  all  nutrients,  the 
expiration  date,  and  a pictogram  to  indicate 
the  need  for  dilution.  Under  the  proposal,  the 
statement  “Do  Not  Add  Water”  or  “Add 
Water”  would  be  displayed  prominently  on  the 
formula’s  display  panel,  reducing  confusion 
between  concentrated  and  ready-to-feed 
formulas.  A pictogram  will  help  mothers  who 
do  not  read;  for  example,  dilution  would  be 
displayed  in  three  drawings:  a boiling  teapot, 
boiling  water  being  poured  into  a measuring 
cup,  and  a cup  full  of  water  poured  into  a baby 
bottle. 

Other  changes  recommended  earlier  by 
consumer  groups  — such  as  bilingual  labeling, 
a label  that  endorses  breastfeeding,  and  a list 
of  possible  side  effects  of  formula  use  — were 
rejected  by  the  FDA. 

The  regulation  is  one  of  final  amendment  to 
the  now-famous  Infant  Formula  Act  of  1980, 
passed  after  an  outbreak  of  metabolic  alkalosis 
caused  by  nutritional  deficiencies.  Previous 
amendments  revised  procedures  in  recall  and 
quality  control. 

These  changes  — proposed  after  consulta- 
tions with  the  American  Academy  of  Pediatrics, 
the  World  Health  Organizations,  infant  formula 
manufacturers,  and  13  consumer,  women’s  and 
minority  groups  — are  expected  to  add  a one- 


time charge  of  $50,000  to  the  formula  industry’s 
estimated  $500  million  revenue  this  year. 


Congressional  Attempt  to  Reschedule 
Quaaludes 

Two  new  bills  — HR  1055,  introduced  by 
Rep.  Larry  Smith  (D-FL),  and  HR  1097, 
sponsored  by  Rep.  J.  Roy  Rowland,  M.D.  (D- 
GA)  — would  change  the  status  of  metha- 
qualone  (Quaalude)  from  Schedule  II  to 
Schedule  I,  taking  it  out  of  the  hands  of 
physicians  and  putting  it  in  the  same  category 
as  other  drugs  with  no  accepted  medical  usage, 
such  as  heroin,  LSD  and  marijuana. 

The  dangers  and  disadvantages  of  the  drug 
were  recently  debated  at  hearings  before  a 
subcommittee  of  the  House  Energy  and 
Commerce  Committee.  Supporters  of  the 
proposed  legislation  say  that  methaqualone 
has  limited  therapeutic  advantages  and  can  be 
easily  substituted.  Opponents  of  the  legisla- 
tion contend  that  the  drug  offer  distinct 
advantages:  for  instance,  it  may  be  used  in 
conjunction  with  anticoagulant  therapy  and 
can  be  used  safely  for  longer  periods  of  time 
than  barbiturates. 

Because  virtually  all  sedative  and  hypnotic 
drugs  have  the  potential  to  cause  psychic  and 
physical  dependence,  methaqualone  should 
stay  on  the  market,  says  Mark  Novitch,  M.D., 
Acting  Commissioner  of  the  Food  and  Drug 
Administration.  Besides,  the  drug  is  no  longer 
frequently  prescribed  by  physicians,  causing  a 
decline  in  street  abuse  also,  he  says. 

The  change  in  scheduling  is  also  opposed  by 
the  American  Medical  Association,  which 
argues  that  the  best  approach  to  stop  drug 
abuse  is  to  eliminate  the  source  of  illicit  drug 
diversion  rather  than  banning  the  product. 
Moreover,  Quaalude  has  an  accepted  use  as  a 
hypnotic  agent,  and  does  not  satisfy  the 
criteria  for  rescheduling.  The  AMA  adds  that 
the  appropriate  route  for  rescheduling  is 
through  the  administrative  process,  not 
through  legislation. 
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Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  5fth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be  taken 
out  following  its  first  appearance  unless  otherwise  instructed. 
Where  numbers  follow  advertisements,  replies  should  be 
addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building.  Lincoln.  Nebraska  68508. 


FAMILY  PRACTITIONER  NEEDED:  Two 
Boarded  Family  Physicians  with  full  time  residency 
teaching  experience  seek  a third  associate.  Pro- 
gressive West  Central  Nebraska  community  of 
3,500.  Modem  superiorly  equipped  clinic  and 
hospital.  Please  contact  Joe  Davis,  M.D.  or  Larry 
W’ilson,  M.D.,  902-20th  Street,  Gothenburg,  NTl 
69138.  (308)  537-7131. 


EMERGENCY  MEDICINE:  Part-time  and  locum 
tenens  positions  available  in  10  emergency  depart- 
ments located  throughout  Nebraska.  Competitive 
income,  professional  liability  insurance  and  flexible 
scheduling  provided.  Respond  in  confidence  to:  Jan 
Bird,  Spectmm  Emergency  Ctu'e,  Inc.,  Chase  Stone 
Center,  Ste.  1070,  Colorado  Springs,  CO  80903; 
1-800-525-3681. 

FAMILY  PRACTITIONER:  Needed  to  join 
group  of  three  Family  Physicians  in  Cozad,  Ne- 
braska — Population  4,500.  Modem  clinic  and 
thirty-bed  hospital.  May  work  as  an  employee  until 
partnership  is  desired.  Salary  is  negotiable.  Ex- 
cellent schools  and  recreation.  Located  on  1-80  in 
Central  Nebraska.  Please  contact  R.  A.  Sitorius, 
M.D.  or  R.  D.  Jensen,  M.D.,  1803  Papio  Lane, 
Cozad,  Nebraska  69130  — (308)  784-3535. 

POSITION  WANTED:  An  experienced  Family 
Practitioner  Fellow  of  the  American  Academy  of 
Family  Practitioners  with  added  experience  in 
OB/GYN  and  general  surgery  seeks  to  relocate  in 
I Omaha  or  Lincoln  or  any  other  big  town  in  a group 
: practice.  Please  reply  to  Box  #005,  Nebraska 

I Medical  Journal,  1512  First  National  Bank  Bldg., 
j Lincoln,  NE  68508. 

t 

I BLACK  HILLS  CHILD  NEUROLOGY  SEMI- 
I NAR:  “Advances  in  Clinical  Child  Neurology,”  Feb. 
I 29-March  2,  1984.  Spearfish  Holiday  Inn.  Spearfish, 
I S.D.  Contact:  K.  Alan  Kelts,  M.D.,  Ph.D.,  USD 
{ Depts.  of  Neurolog>’  & Pediatrics,  2929  5th  Street, 
I Suite  240.  Rapid  City,  S.D.  57701. 
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The  weight  of 
objective  evidence 
supports  the  clinical 
mcacvof  ^ 
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Dalmane® 

flurazepam  HCI/Roche 


15-mg/30-mg  capsules 

Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17:207- 


Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc,, 
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20f  . 1039-1041,  Sep  15,  1978.  6.  Kales  A elal:  Clin 
Pharmacol  Ther  19:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Ger/a/rSoc  27:541-546,  Dec  1979. 


9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 


10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP.  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 

Dalmane’^  ® 

(flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCl;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instmct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Wju-nings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  (or  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pmri- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilimbins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCl. 
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Contemporary  HypnoticTherapy 

Dalmane®  [flurazepam  HCl /Roche]  Stands  Apart 


Only  one 
sle^  medication 
objectively 
fulfills  all  thei 
importot 
aiteria: 

•Rapid  onset  of  sleep.' 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights  ^ 
•Seldom  produces  morning  hangover.^ 
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•Avoids  rebound  insomnia  when 
therapy  is  discontinued.' 


15-mg/30-mg  capsules 
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